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Tire  introduction  of  new  drugs  to  the  phy- 
sician’s armamentarium  has  produced 
problems  incident  to  their  use  when 
their  patients  must  undergo  surgery.  It  is  the 
purpose  of  this  paper  to  review  these  drugs 
and  explain  in  some  ways  the  mechanisms  by 
which  these  patients  can  be  managed  more 
safely. 

Not  many  years  ago,  the  administration  of 
anesthesia  was  delegated  to  the  least  experi- 
enced individual  on  the  surgical  team  or  to 
someone  else  with  some  informal  training  in 
anesthesia.  Consequently,  the  patient  com- 
monly developed  serious  physiological  dis- 
turbances related  directly  to  the  method  of 
administration  of  the  anesthetic  agent  or  to 
the  inexperience  of  the  individual  designated 
as  the  anesthetist.  Today  many  of  the  adverse 
reactions  associated  with  the  induction  or 
maintenance  of  anesthesia  are  a direct  re- 
flection of  the  patient’s  previous  therapy. 
Death  has  occurred  as  a result  of  unrecognized 
incompatibilities.1  If  the  patient  survives  the 
course  of  anesthesia  and  surgery,  then  com- 
plications such  as  bradycardia,  hypotension, 
prolonged  unconsciousness  or  respiratory  de- 
pression may  occur  unexpectedly  in  patients 
being  treated  with  certain  drugs;  diagnosis 
and  treatment  of  these  complications  may  be 
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difficult.  It  is  for  this  reason  that  a careful 
history  of  the  chronic  use  of  medications 
should  be  sought  when  questioning  the  pa- 
tient preoperatively. 

Tranquilizers 

Since  their  introduction  in  1954,  tran- 
quilizers have  been  used  extensively  in  treat- 
ing central  nervous  system  and  cardiovascular 
system  disorders. 

Table  I 

Major  Tranquilizers 

1.  Rauwolfia  derivatives 
Reserpine  (Serpasil) 

2.  Carbamate  derivatives 
Meprobamate  (Miltown,  Equanil) 

3.  Phenothiazine  derivatives 
Chlorpromazine  (Thorazine) 

Promazine  ( Sparine ) 

Perphenazine  (Trilafon) 

Prochlorperazine  (Compazine) 

Promethazine  (Phenergan) 

Mepazine  (Pacatal) 

Thiopropazate  ( Dartal ) 

Thioridazine  (Mellaril) 

Trifluoperazine  (Stelazine) 

Triflupromazine  (Vesprin) 

4.  Diphenylmethane  derivatives 
Hydroxyzine  (Vistaril,  Atarax) 

Azacyclonol  (Frenquel) 

Mephenoxalone  (Trepidone) 

Phenaglycodal  (Ultran) 

The  development  of  the  tranquilizers 
(Table  I)  brought  new  investigational  prob- 
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lems  to  anesthesia.2  One  of  the  first  of  these 
drugs,  chlorpromazine  (Thorazine),  has  been 
incriminated  as  the  most  serious  offender 
when  combined  with  general  anesthesia.  It 
is  highly  incompatible  with  the  barbiturates 
and  many  other  anesthetic  agents.  This  in- 
compatibility is  responsible  for  the  hypo- 
tension and  prolongation  of  awakening  time 
observed  in  patients  receiving  the  agents.  All 
the  other  phenothiazine  derivatives  in  Table 
I are  also  capable  of  producing  this  same 
cardiovascular  difficulty.  This  adrenolytic- 
type  hypotension  can  be  disturbing  and  re- 
fractory to  treatment,  sometimes  requiring  a 
continuous  vasopressor  ( Neosyneplnine-Le- 
vophed)  drip.2  Promethazine  (Phenergan) 
is  probably  the  most  useful  of  this  phenothia- 
zine group  because  of  its  anti-histaminic  and 
anti-emetic  properties  and  the  infrequent  pro- 
duction of  hypotension  during  anesthesia. 

The  dicarbamates  (Meprobamate)  are  very 
mild  tranquilizers.  The  ataractic  activity  of 
these  compounds  is  usually  not  great  enough 
to  allay  preoperative  apprehension.  Occasion- 
ally depression  rather  than  tranquility  ac- 
companies their  use. 

The  diphenylmethane  derivatives  (Vistaril, 
Atarax)  are  tranquilizers  that  have  gained 
popularity  because  of  their  ability  to  reduce 
apprehension  and  emesis.  These  hydroxyzines 
do  not  appear  to  disturb  blood  pressure.4 

Misuse  and  incomplete  knowledge  of  some 
of  the  tranquilizers  has  led  to  a not  completely 
condemnation  of  the  entire  series.  The  gen- 
erally increased  incidence  of  complications  in 
relation  to  anesthesia  makes  it  almost  man- 
datory, however,  to  discontinue  the  ad- 
ministration of  any  potentially  offending  or 
incompletely  studied  tranquilizer  at  least 
seventy-two  hours  preoperatively. 

Anti-Hypertensive  Drugs 

The  widespread  use  of  chemotherapy  in  the 
treatment  of  hypertension  has  given  rise  to 
a group  of  drugs  which  can  potentiate  hypo- 
tension during  anesthesia.  The  therapeutic 
actions  of  most  of  these  potent,  anti-hyper- 
tensive agents  are  directed  primarily  at  inter- 
ference with  the  functioning  of  the  sympa- 
thetic nervous  system. ' Reserpine  and  rauwol- 
fia  alkaloids  are  widely  employed  in  thera- 


peutics for  their  tranquilizing  action,  but  more 
particularly  for  their  hypotensive  action.  Since 
1956,  we  have  been  aware  that  these  drugs 
produce  their  desired  effect  by  depleting  the 
adrenal  glands  of  epinephrine  and  nor- 
epinephrine. In  addition,  the  stores  of  nor- 
epinephrine in  the  myocardium  and  the  vessel 
walls  tend  to  be  depleted  after  prolonged 
therapy  with  reserpine."  Rauwolfia  and  guane- 
thidine  sulfate  (Ismelin)  produce  a prolonged 
chemical  sympathectomy  by  depleting  the 
catechol  amine  (epinephrine,  norepinephrine, 
etc.)  stores  at  the  postganglionic  sympathetic 
nerve  endings. 

There  is  good  evidence  that  the  sympathetic 
nervous  system  plays  an  important  role  during 
anesthesia  in  preserving  circulatory  hemo- 
stasis. When  a patient  is  subjected  to  the 
stress  of  both  anesthesia  and  surgery,  the  anti- 
hypertensive drugs  often  affect  the  circula- 
tion adversely  by  interfering  with  hemo- 
dynamic adjustments  and  can  cause  profound 
cardiovascular  collapse.  Interference  with 
vasomotion,  vasoconstriction,  and  vascular  re- 
activity to  epinephrine  or  norepinephrine  in 
the  peripheral  vascular  bed  will  result  in  peri- 
pheral vascular  dilatation  and  pooling  of 
blood.  The  subsequent  decreased  venous  re- 
turn will  cause  a reduction  in  cardiac  output 
and  blood  pressure. 

Chlorothiazide  (Diuril)  and  dihydrochloro- 
thiazide ( Hydro-Diuril ) have  been  used  ex- 
tensively since  their  introduction  in  1957. 
These  drugs  are  useful  for  patients  with 
hypertension  or  in  diseases  characterized  by 
accumulation  and  retention  of  fluid  in  the 
tissues,  e.g.  heart  failure,  toxemias  of  preg- 
nancy, nephrosis,  cirrhosis,  etc.  The  most 
striking  effects  are  on  sodium,  potassium  and 
water  excretion.  After  four  days  of  chlorothia- 
zide therapy  in  dogs,  a diminished  pressor  re- 
sponse to  norepinephrine  ( Levophed ) was 
observed.7  This  was  more  marked  in  dogs  on 
a low  salt  diet.  After  four  days  without  chloro- 
thiazide the  dogs  regained  their  normal  pres- 
sor response  to  norepinephrine.  The  decreased 
vascular  reactivity  to  epinephrine  appears  to 
be  related  to  sodium  depletion  in  the  peri- 
pheral vascular  wall.  These  drugs  may  pro- 
duce a profound  hypopotassemia.  The  low 
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serum  potassium  level  or  hypokalemia  will 
cause  alterations  in  cardiac  function  and  en- 
hance the  toxic  effects  of  digitalis.  The  effect 
on  nondepolarizing  muscle  relaxants  (e.g.  suc- 
cinylcholine ) and  depolarizing  relaxants  (e.g. 
d-tubocurarine ) is  potentiated  in  the  presence 
of  hypokalemia  and  produces  neuromuscular 
blockade  of  longer  duration  and  greater  in- 
tensity. 

Dollery  and  his  group8  were  able  to  demon- 
strate that  with  the  loss  of  electrolyte  there 
was  an  accompanying  change  in  plasma  vol- 
ume. They  were  able  to  demonstrate  in  pa- 
tients a mean  fall  of  14%  in  the  plasma  volume 
after  three  days  of  treatment.  The  patient  on 
chlorothiazide  or  its  congeners  who  requires 
surgery  should  be  taken  off  the  drug  four 
days  before  surgery  to  allow  his  cardiovascu- 
lar system  to  regain  vascular  reactivity.  If  an 
emergency  situation  arises,  blood  or  plasma 
expanders  should  be  immediately  available  for 
administration,  if  needed. 

Major  elective  surgery  can  be  performed  in 
patients  who  have  been  receiving  rauwolfia 
alkaloids  or  reserpine  if  this  drug  is  discon- 
tinued for  two  weeks  before  surgery.  It  takes 
this  long  for  the  body  to  replenish  the  cate- 
chol amine  stores  that  have  been  reduced 
with  rauwolfia  alkaloids.  Emergency  surgery 
may  be  carried  out  if  one  uses  large  doses  of 
atropine,  viz.  atropine  sulfate  .8  mg  ( 1/75 
grain)  for  premedication  and  for  treatment." 
Why  should  a vagal  blocking  drug  such  as 
atropine  be  of  benefit?  The  answer  may  be  as 
follows.  One  effect  of  the  depletion  of  the 
tissues  of  norepinephrine  is  to  upset  the  sym- 
pathetic- parasympathetic  balance  in  the  body 
with  consequent  over-activity  of  para- 
sympathetic outflow.  When  parasympathetieo- 
mimetic  drugs  such  as  sodium  thiopental  and 
cyclopropane  are  used,  marked  hypotension 
and  bradycardia  may  occur.  Large  doses  of  a 
vagal-blocking  agent,  such  as  atropine,  will 
tend  to  restore  this  balance. 

Long-term  use  of  tranquilizers  such  as  chlor- 
promazine  (Thorazine),  promazine  (Sparine) 
and  meprobamates,  continued  up  to  the  time 
of  surgery  and  anesthesia  will  prolong  the 
action  of  narcotics  and  relaxants.  By  their 


cardiovascular  effects  these  drugs  tend  to 
potentiate  the  hypotensive  action  of  sodium 
thiopental.  According  to  Dundee,10  long-term 
use  of  tranquilizers  will  modify  the  re- 
sponse to  vasopressor  drugs.  Levarteranol 
(Levophed)  and  phenylephrine  (Neosyne- 
phrine)  may  be  effective  in  restoring  the 
blood  pressure,  but  there  is  usually  a dim- 
inished response  to  methoxamine  (Vasoxyl)  or 
ephedrine.  Tranquilizers,  therefore,  should  be 
discontinued  several  days  before  surgery. 
Large  doses  of  atropine  and  minimal  doses  of 
narcotics  should  be  used  for  preoperative 
medication.  Anesthesia  must  be  induced  with 
small  increments  of  sodium  thiopental  or  other 
anesthetic  agents  because  cardiovascular  col- 
lapse may  occur  during  induction  and  not  be 
amenable  to  restoration. 

Anesthetic  Management 

The  antihypertensive  agents  such  as  the 
rauwolfia  alkaloids  and  guanethidine  produce 
a state  in  which  there  is  suppression  of  sym- 
pathetic activity  with  a concomitant  augmen- 
tation in  parasympathetic  activity.  Since  vagal 
stimulation  inhibits  atrial  contractiblity  and 
conduction,  and  diminished  sympathetic 
stimulation  of  the  heart  reduces  the  contracti- 
bility  of  the  entire  heart,  then  the  added 
effect  of  direct,  myocardial  depression  by 
anesthetic  agents  may  prove  deleterious. 

In  1951,  Fisher  and  his  associates  demon- 
strated that  diethyl  ether  acts  as  a direct  myo- 
cardial depressant  in  the  heart-lung  prepara- 
tions of  dogs.  In  1953,  Brewster  and  others 
discovered  that  ether  anesthesia  in  the  dog 
produced  myocardial  stimulation  with  an  in- 
creased cardiac  output  which  was  due  to  the 
reflex  release  of  norephinephrine  and  epi- 
nephrine.11 This  is  true  of  cyclopropane  also. 
Thus  the  safety  of  the  action  of  ether  upon 
the  myocardium  is  determined  by  the  quanti- 
tative reflex  release  of  epinephrine  and  nor- 
ephinephrine from  the  adrenal  medulla  and 
sympathetic  nerve  endings  which  antagonizes 
the  direct  myocardial  depression  of  these 
anesthetics. 

The  clinical  significance  of  this  myocardial 
effect  is  that  a critical  myocardial  depression 
associated  with  profound  hypotension  may  re- 
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suit  if  the  reflex  release  of  epinephrine  and 
norepinephrine  from  the  adrenal  medulla  and 
sympathetic  nerve  endings  is  reduced  or 
abolished. 

Halothane  (Fluothane)  by  virtue  of  its 
effect  of  suppressing  sympathetic  activity  and 
enhancing  vagal  tone  would  produce  an  ad- 
ditive effect  of  that  produced  by  the  anti- 
hypertensive agents.  Then,  too,  cyclopropane 
and  halothane  should  be  avoided  because  a 
norepinephrine  (Levophed)  drip  may  be  re- 
quired for  the  management  of  hypotension.  If 
epinephrine  or  norepinephrine  are  used  in 
conjunction  with  cyclopropane,  trichlor ethy- 
lene, or  halothane,  then  dangerous  ventricular 
arrythmias  may  occur. 

The  use  of  nitrous  oxide  and  oxygen  sup- 
plemented with  minimal  concentrations  of 
diethyl  ether,  if  necessary,  appears  to  be  the 
best  choice.  These  along  with  adequate  ven- 
tilation in  order  to  prevent  hypoxia,  hyper- 
cardia, and  acidosis  will  provide  probably  the 
safest  anesthetic  management  we  have  to 
offer  these  patients  today. 

It  must  be  stressed  that  pulmonary  ventila- 
tion must  be  either  assisted  or  controlled, 
which  is  accomplished  by  intermittent,  posi- 
tive pressure  applied  to  the  airway.  It  has  to 
be  smooth,  regular  and  phasic,  or  venous  re- 
turn and  cardiac  output  will  be  altered  to  the 
extent  of  reducing  arterial  pressure. 

ACTH  and  Cortisone 

Adrenocorticotrophic  hormone  and  corti- 
costeroid therapy  have  been  known  for  many 
years  to  depress  adrenocortical  function  and 
since  Lundy  first  pointed  out  this  danger  in 
1953,  numerous  articles  describing  fatalities 
due  to  this  cortisone-induced  atrophy  have  ap- 
peared in  the  literature.12  Cortisone  or  any 
of  its  congeners  may  suppress  production  of 
ACTH,  resulting  in  adrenal  cortical  atrophy. 
Salassa13  states  that  therapy  with  cortisone  for 
five  days  will  produce  histological  evidence 
of  atrophy  and  that  a total  dose  of  2 grams  at 
100  mg.  daily  for  three  weeks  is  likely  to  pro- 
duce frank  atrophy.  The  period  of  recovery 
after  cortisone  therapy  has  been  estimated  to 
be  as  long  as  one  to  two  years. 

All  patients  coming  for  general  or  spinal 
anesthesia  should  be  questioned  regarding 


previous  cortisone  therapy.  Most  patients 
know  or  else  their  family  physician  will  know 
whether  they  have  received  the  drug  and  the 
patient  may  even  know  the  dosage.  Those  pa- 
tients who  have  been  on  cortisone  therapy 
within  two  years  prior  to  surgery  may  be 
divided  into  three  major  categories: 

A.  Those  who  have  received  little  cortisone, 
i.e.  less  than  one  gram  (or  its  equivalent)  and 
require  minor  surgery. 

B.  Those  who  have  received  one  gram  ( or  its 
equivalent)  and  require  major  elective  sur- 
gery. 

C.  Those  who  have  received  over  one  gram 
(or  its  equivalent)  and  require  emergency 
surgery. 

Cardiovascular  collapse  on  the  basis  of 
adrenocortical  insufficiency  can  usually  be 
prevented  if  one  follows  this  guide  in  pre- 
medicating these  patients. 

Group  A requires  very  little  in  the  way  of 
prophylactic  preparation  for  surgery.  One 
must  assure  oneself  that  a rapid-acting  intra- 
venous preparation  of  cortisone  (e.g.  Solu- 
Cortef)  is  readily  available  in  the  operating 
room. 

Group  B should  be  prepared  for  surgery  as 
follows:  Beginning  48  hours  before  operation 
the  patient  should  receive  150-200  mg.  corti- 
sone IM  per  day.  On  the  morning  of  surgery 
he  should  receive  a further  100  mg.  of  corti- 
sone intramuscularly.  More  cortisone  may  be 
added  during  the  procedure,  depending  on  the 
severity  and  duration  of  the  operation.  After 
the  operation  the  patient  should  receive  50 
mg.  intramuscularly  every  six  hours  for  48 
hours.  The  dose  may  be  reduced  by  25  mg. 
per  day.  Should  complications  occur  that  do 
not  respond  to  routine  therapy,  more  cortisone 
will  be  required. 

Group  C should  receive  100  mg.  of  cortisone 
parenterally  preoperatively,  another  100  mg. 
during  the  operation  and  50  mg.  every  six 
hours  for  48  hours  post  operatively.  Then  the 
patient  should  be  weaned  from  the  cortisone 
as  in  Group  B above.  Hypotension  or  respira- 
tory depression  not  yielding  to  routine  ther- 
apy indicates  a need  for  more  cortisone.  One 
need  not  fear  that  this  amount  of  cortisone 
will  interfere  with  wound  healing.  Investiga- 
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tions  of  this  problem  have  shown  that  most 
surgical  wounds  heal  normally  during  con- 
tinuous treatment  with  adrenocortical  hor- 
mones. 

The  most  critical  period  for  patients  with 
adrenal  unresponsiveness  is  within  24  hours 
after  operation  although  cardiovascular  col- 
lapse has  been  known  to  occur  shortly  after 
the  administration  of  the  preoperative  medi- 
cation. 

In  the  anesthesiologist’s  armamentarium,  the 
steriods  can  be  considered  a double  edged 
sword.  For  good  they  can  maintain  cardiac 
tone,  vasoconstriction,  and  metabolic  balance. 
For  ill  they  can  be  cardiac  poisons,  produce 
hypertension  and  prevent  normal  maintenance 
of  the  body  water,  electrolytes,  and  energy 
stores.  In  large  doses,  undesired  side  effects 
of  adrenocorticoids  on  the  post-operative  pa- 
tient are  impairment  of  wound  healing,  im- 
paired reaction  to  infections  and  the  possibil- 
ity of  thrombosis.14  More  important  from  the 
anesthesiologist’s  standpoint  is  the  possible 
prolongation  of  awakening  time  after  barbitu- 
rates. It  has  been  reported  that  during  arousal 
after  overdose  of  barbiturates,  a relapse  into 
unconsciousness  occurred  when  cortisone  was 
given.  Potent  drugs,  not  only  have  undesirable 
side  effects  but  frequently  are  harmful  in  ex- 
cess dosage. 

Oxijtocics 

Posterior  pituitary  extract  (pituitrin)  com- 
posed of  pitocin  and  pitressin,  produces  wide- 
spread vasoconstriction  including  the  coronary 
vessels.  In  the  presence  of  cyclopropane,  tri- 
chloroethylene and  Fluothane,  this  can  lead 
to  cardiovascular  collapse.  While  pituitrin  it- 
self is  now  rarely  used,  its  fraction,  pitocin,  is 
widely  administered  in  obstetrics.  It  must  be 
remembered  that  pitocin  is  a biological  prepa- 
ration and  as  such  can  possess  a small  per- 
centage of  vasopressin  according  to  U.S.P. 
standards.  While  some  complications  during 
cyclopropane  anesthesia  have  been  attributed 
to  pitocin,  it  is  generally  thought  that  it  can 
be  used  safely  in  the  presence  of  general 
anesthesia.  Synthetic  pitocin  ( Syntocinon ) is 
claimed  by  its  manufacturers  to  be  free  of 
vasopressin. 

The  oxytocics,  particularly  the  alkaloids  of 


ergot,  potentiate  the  vasopressors  as  used  in 
spinal  anesthesia  for  blood  pressure  main- 
tenance. This  combination  can  produce  pro- 
longed hypertension  with  its  secondary  effects. 
This  problem  has  been  partially  solved  with 
the  use  of  a dilute  continuous  phenylephrine 
( Neosynephrin ) drip  for  maintenance  of 
blood  pressure  until  delivery  is  accomplished. 

Antibiotics 

Neomycin  administered  intraperitoneally  is 
capable  of  potent  neuromuscular  blockade  be- 
cause of  rapid  intravenous  absorption.  Lethal 
respiratory  paralysis  has  resulted  when  intra- 
peritoneal  neomycin  has  been  combined  with 
the  administration  of  ether,  d-tubocurarine 
and  other  curare-like  drugs.  Streptomycin,  di- 
hydrostreptomycin sulfate,  kanamycin  and 
polymixin  B also  possess  curariform  activity. 
For  this  reason,  these  drugs  are  not  recom- 
mended for  use  during  general  anesthesia. 

Anticoagulants 

While  no  actual  direct  incompatibility  exists 
between  anticoagulants  and  anesthetic  agents 
there  is,  however,  a danger  of  hemorrhage 
secondary  to  needle  trauma  if  a regional  anes- 
thetic technic  is  used.  As  for  general  anes- 
thesia, the  anesthesiologist  may  have  difficulty 
intubating  the  patient  and  a laceration  of  the 
larynx  may  be  produced  with  the  possibility 
of  a massive  uncontrollable  hemorrhage  caus- 
ing death  of  the  patient  before  the  situation 
can  be  brought  under  control. 

Appropriate  prophylactic  measures  must  be 
taken  to  counteract  the  anticoagulants  before 
regional  anesthesia  of  nerve  block  is  under- 
taken and  also  if  there  is  a chance  that  trauma 
may  be  associated  with  the  anesthesia  or  with 
the  procedure. 

T richlorethylene 

Trichlorethylene,  mostly  used  in  this 
country  for  self-administered  obstetrical  anal- 
gesia, combines  with  soda  lime  to  form  phos- 
gene and  diehloracetylene,  both  very  poison- 
ous. A fact  often  overlooked  in  these  patients 
should  they  require  further  general  anesthesia, 
is  that  a technic  employing  soda  lime  to  ab- 
sorb the  exhaled  carbon  dioxide  is  contra- 
indicated. Furthermore,  carbon  dioxide  can 
linger  within  the  soda  lime  circuit  for  as  long 
as  three  days.’’'  The  diehloracetylene  has 
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caused  cranial  nerve  palsies  which  may  be 
permanent.  Any  patient  receiving  trichlor- 
ethylene  should  not  be  given  any  anesthetic  in 
the  presence  of  soda-lime  for  at  least  several 
hours  after  trichlorethylene  is  discontinued. 

Summary 

A multitude  of  drugs  with  a variety  of 
actions  have  been  developed  in  the  last 
decade  for  the  treatment  and  prevention  of 


disease.  Certain  modern  drugs  may  be  thera- 
peutic under  usual  conditions  of  administra- 
tion and  deleterious  when  altered  conditions 
such  as  anesthesia  supervene.  A preanesthetic 
drug  history  is  imperative  in  order  that  neces- 
sary precautions  can  be  taken  to  prevent  the 
sometimes  fatal  consequences  when  these 
drugs  are  combined  with  regional  as  well  as 
general  anesthesia. 
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Total  esophagectomy  and  esophagocloplastij . H.  B. 
Gregorie,  Jr.  and  H.  B.  Otherson,  Jr.  (Charleston) 
surg  Gynec  Obstet  115:153-161  Aug.  1962. 

At  the  Medical  College  of  South  Carolina  a study 
of  336  cases  of  esophageal  carcinoma  indicated  a 
need  for  an  improved  method  of  management  because 
of  the  high  incidence  of  the  disorder  and  poor  re- 
sults when  x-ray  or  surgery  were  used  alone. 

Total  esophagectomy  and  x-radiation  therapy  is 
employed  for  all  thoracic  level  lesions.  Subtumori- 
cidal  4500  R tumor  dose  supervoltage  x-radiation 
avoids  possible  spinal  cord  necrosis  which  was  ob- 
served in  four  patients  when  5000  R was  employed. 
X-radiation  suppression  of  tumor  activity  and  bulk 
may  produce  resectability  and  improved  nutrition. 

The  criteria  for  non-resectability  are  discussed. 

The  surgical  procedures  are  designed  for  palliation 
or  cure.  If  resectability  and  risk  status  permit,  a 
single  stage  total  thoracic  esophagectomy  and  eso- 
phagocoloplasty  utilizing  the  left  colon  is  preferred 
with  two  teams  performing  simultaneously.  If  re- 
sectability is  prevented  by  abdominal  metastases. 


substernal  colon  by-pass  may  be  needed  and  done 
and  thoracotomy  avoided.  Laparotomy  is  advised  as 
the  initial  surgical  step.  If  a non-resectable  thoracic 
lesion  is  found  at  thoracotomy  it  is  outlined  by 
silver  clips  to  guide  additional  x-radiation,  and  if 
needed,  colon  by-pass  is  placed  intrapleurally  and 
posteriorly.  If  the  risk  status  prohibits  a single  stage 
approach,  cervical  esophago-cologastrostomy  is  first 
performed  since  malnutrition  is  the  leading  cause  of 
the  poor  risk  status.  Esophagectomy  is  done  later. 

The  advantages  of  a single  stage  procedure  are 
outlined  and  this  is  preferred  when  it  can  be  per- 
formed with  acceptable  mortality.  Preference  for  the 
colon  as  the  organ  for  substitution  is  clarified. 

Based  on  results  obtained  in  seven  cases  during  the 
past  year  during  which  total  esophagectomy  with 
single  stage  esophagocoloplasty  was  performed  for 
four  malignant  and  three  benign  esophageal  lesions, 
with  a single  and  avoidable  mortality,  the  authors 
believe  this  approach  may  offer  better  results  in  the 
future. 
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SOME  RACIAL  DIFFERENCES  IN  THE  INCIDENCE 
OF  CANCER 
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Variations  in  the  incidence  of  malignant 
neoplasms  among  different  ethnic 
groups  are  among  the  most  intriguing 
problems  encountered  by  one  who  attempts  to 
cover  the  field  of  cancer  chemotherapy.  The 
number  of  questions  which  arise  from  the 
striking  differences  far  outnumber  the  few 
answers  which  have  been  provided  by  present 
knowledge.  Among  the  latter,  mention  should 
be  made  of  the  research  which  has  shown  that 
the  high  incidence  of  hepatoma  among  the 
Bantus  of  South  Africa  is  due  to  a dietary  de- 
ficiency which  is  readily  corrected,  and  the 
discovery  that  circumcision  apparently  reduces 
the  incidence  of  cancer  of  the  uterine  cervix 
and  tumors  of  the  penis. 

The  late  C.  P.  Rhoads9  raised  the  questions, 
why  is  breast  cancer  eight  times  more  preva- 
lent in  the  United  States  than  in  Japan,  and 
why  is  stomach  cancer  four  to  five  times  more 
common  in  Iceland  than  in  this  country?  D.  P. 
Slaughter8  has  observed  that  cancer  is  almost 
non-existent  in  the  Navajo  Indians,  while  can- 
cer of  the  nasopharynx  is  practically  a racial 
disease  among  Chinese.  Howard  Earle1  has 
raised  the  queries,  why  has  stomach  cancer 
shown  a decreased  incidence  in  the  United 
States  in  recent  years,  while  leukemia  is  in- 
creasing faster  in  Americans  over  60  years  of 
age  than  any  other  kind  of  malignant  neo- 
plasm except  lung  cancer? 

Malignant  diseases  of  the  hematopoietic  sys- 
tem offer  a bewildering  array  of  racial  riddles. 
N.  L.  Petrakis6  observed  in  1960  an  increase  of 
five  percent  per  year  in  leukemia  in  three 
countries  with  the  highest  standard  of  living, 
namelv,  the  United  States,  Denmark  and  Great 
Britain,  while  F.  G.  J.  Hayhoe*  cited  the 


mortality  rates  in  the  United  States  from  leu- 
kemia as  rising  from  39  per  million  in  1940  to 
65  in  1954;  in  Denmark  the  death  rate  climbed 
from  48  to  71  in  the  same  period;  and  in 
Canada  the  rise  was  from  31  to  51.  H.  B. 
Greig2  confirmed  the  estimate  that  the  in- 
cidence of  leukemia  is  doubling  almost  every 
15  to  20  years  in  civilized  countries,  but  he 
added  that  the  peak  of  childhood  leukemia  at 
ages  three  to  four  does  not  appear  in  the 
Negro  in  the  United  States,  or  in  the  Japanese 
in  Japan;  he  also  raised  the  question  of  why 
the  ratio  of  acute  to  chronic  leukemia  is  now 
one-to-one,  whereas  20  years  ago  it  was  one 
acute  to  five  chronic  cases.  S.  Shao-Chang7 
observed  that  there  is  more  chronic  than  acute 
leukemia  in  the  world  but  in  recent  years  the 
number  of  acute  is  about  the  same  in  China 
as  the  number  of  chronic  cases.  In  Japan  S. 
Osamura4  states  that  until  recently  there  were 
more  chronic  than  acute  cases  of  leukemia, 
but  that  now  the  acute  forms  are  two  to  three 
times  more  frequent  than  chronic.  Equally 
surprising  is  Osamura’s  statement  that  chronic 
myelocytic  leukemia  is  ten  times  more  preva- 
lent than  chronic  lymphocytic  leukemia  in 
Japan,  while  Shao-Chang  points  out  that  the 
incidence  of  chronic  lymphoid  leukemia  is 
higher  in  the  United  States  and  Europe  than 
chronic  myeloid  leukemia;  he  found  in  China 
only  2.7%  of  chronic  lymphocytic  leukemia  in 
596  cases,  while  chronic  myelocytic  leukemia 
averaged  31.0%  of  the  cases. 

These  arresting  variations  in  the  incidence 
of  cancer  in  different  nationalities  offer  a 
promising  field  for  enlarging  our  knowledge 
of  the  etiology  of  malignant  growths.  When 
these  causes  are  known,  it  is  hoped  from  past 
experience  that  they  may  be  eliminated. 
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The  role  of  the  human  placenta  in  the  transfer  and 
metabolism  of  insulin  by  Maria  G.  Buse,  Walter  J. 
Roberts  and  John  Buse.  ( Charleston ) J Clin  Invest 
41;  29,  Jan.,  1962. 

The  transfer  of  insulin-I131,  iodide1",  and  radio- 
iodinated  serum  albumin  across  the  placental  barrier 
was  studied  in  28  patients.  Tracer  amounts  of  labeled 
material  were  injected  or  infused  into  the  mother  7 
minutes  to  4 hours  prior  to  delivery. 

The  trichloroacetic-soluble  breakdown  products  of 
insulin-I131  as  well  as  iodide1'"  equilibrated  rapidly 
between  mother  and  fetus,  while  only  minute  amounts 
if  labeled  trichloroacetic-precipitable  material  were 
found  in  fetal  plasma  after  the  administration  of 
insulin-I131. 

Significant  amounts  of  labeled  material  were 
trapped  by  the  placenta  after  the  injection  of  in- 
sulin-1131, but  not  after  the  injection  of  iodide131  or 
radioiodinated  serum  albumin. 

The  bound  labeled  material  present  in  the  placenta 
after  the  injection  of  insulin-I131  was  rapidly  de- 
graded when  placental  slices  or  homogenates  were 
incubated  at  37.5°  C.  The  addition  of  reduced 
glutathione  to  the  system  increased  the  rate  of  de- 
gradation. 

It  is  concluded  that  the  placenta  barrier  at  term  is 
relatively  impermeable  to  insulin  and  that  the  human 
placenta  traps  and  degrades  significant  amounts  of 
insulin  in  vivo. 


Surgical  treatment  of  ruptured  abdominal  aortic 
aneurysms.  J.  M.  Stallworth,  R.  G.  Price,  J.  C. 
Hughes,  III  and  E.  F.  Parker.  (Charleston)  Ann  Surg 
155:711  May  1962. 

A series  of  76  cases  witli  ruptured  abdominal 
aortic  aneurysms  is  reviewed.  Of  the  total  number  of 
patients,  53  were  collected  from  previously  reported 
cases  and  23  are  added  from  our  experience. 

From  a clinical  standpoint  more  than  90  percent  of 
tlie  patients  complained  of  severe  abdominal  or  back 
pain  or  both.  Radiation  of  this  pain  to  various  parts 
was  common.  An  associated  tender  abdominal  mass 
was  present  in  62.50  percent  of  the  patients.  Of  these 
masses  53.75  percent  were  pulsatile. 

The  over-all  mortality  was  57.8  percent.  The 
operating  room  mortality  was  11.8  percent.  The 
average  interval  between  the  operation  and  death 
was  nine  days.  The  average  age  of  the  patient  was 


64  years.  Men  outnumbered  the  women  by  a ratio 
of  10:1. 

The  cause  for  death  in  about  75  percent  of  the 
deceased  patients  was  related  to  a depleted  total 
blood  volume  and  its  effect  on  the  heart  and  kid- 
neys. The  remaining  25  percent  of  the  deaths  were 
from  complications  such  as  would  be  encountered 
following  any  major  surgical  procedure. 

Since  it  has  been  established  from  previous  studies 
that  the  incidence  of  rupture  of  an  abdominal 
aortic  aneurysm  increases  with  the  size  and  dura- 
tion of  the  aneurysm,  and  since  \he  mortality  is 
greatest  after  rupture  has  occurred,  the  most  success- 
fid  management  of  abdominal  aortic  aneurysm  is  de- 
pendent upon  early  diagnosis  and  treatment. 


Spinal  and  epidural  drugs,  with  emphasis  on 
modes  of  action.  J.  M.  Shingler,  Jr.  (Spartanburg) 
Tri-State  Med  J 10:9-11,  June  1962. 

A brief  history  is  given  of  the  development  of  the 
practice  of  producing  regional  anesthesia  by  injection 
of  local  anesthetic  drugs  into  the  spinal  canal  and 
into  tlie  epidural  space. 

The  following  desirable  features  for  a spinal  or 
epidural  anesthetic  agent  are  given:  (1)  fully  re- 
versible anesthetic  action,  (2)  no  irritative  or  toxic 
properties,  ( 3 ) rapid  onset  and  adequate  and  pre- 
dictable duration  of  action,  ( 4 ) solubility  in  aqueous 
solutions  at  pH’s  encountered,  (5)  stability,  and  (6) 
compatibility  with  vasopressors. 

The  more  commonly  seen  toxic  and  side  effects 
and  their  treatments  are  discussed. 

The  six  drugs  now  used  in  America  to  produce 
virtually  all  the  spinal  and  epidural  anesthetics  are 
listed,  these  being:  (1)  procaine  ( Novocaine,  etc.), 
(2)  tetracaine  (Pontoeaine),  (3)  chloroprocaine 
(Nesacaine),  (4)  piperocaine  (Metvcaine),  (5) 
dibucaine  ( Nupercaine ) , and  (6)  lidocaine  (Xylo- 
caine).  Their  similarities,  differences,  and  particular 
indications  are  discussed.  The  mechanism  of  pro- 
longation of  the  anesthetic  action  by  the  concomitant 
injection  of  a vasoconstrictor  is  explained.  A discus- 
sion follows  if  the  probable  modes  of  action,  as  well 
as  possible  reasons  for  occasional  failures  of  the 
anesthetic  agents,  with  the  effect  of  varying  solubil- 
ity in  different  types  of  body  tissue  fluids  at  varving 
pH’s  being  explored.  The  paper  ends  with  the  ob- 
servation that  many  gaps  remain  in  our  knowledge 
of  the  action  of  the  local  anesthetic  agents. 
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Charleston,  S.  C. 


Introduction 

The  problems  of  carcinoma  of  the  esopha- 
gus have  long  been  a concern  to  the 
physicians  of  South  Carolina.  At  the 
Medical  Center  Hospitals  and  Cancer  Clinic 
of  the  Medical  College  of  South  Carolina  there 
has  been  a particular  interest  in  this  problem. 
During  the  period  from  January  1940  through 
June  1957,  336  cases  of  carcinoma  of  the 
esophagus  have  been  studied.  The  report  of 
this  study  has  appeared  in  two  separate 
articles  by  Drs.  Parker,  Hanna,  Postlethwait, 
Gregorie  and  Hughes.6’  0 From  this  group  of 
patients  there  are  only  six  survivors.  While 
most  patients  are  seen  in  their  fifth  decade, 
the  age  has  varied  from  27  to  86  years.  Ap- 
proximately 20%  of  the  patients  are  Cauca- 
sians, while  80%  are  Negroes;  60%  are  males 
and  40%  females.  Among  the  Negro  female 
patients  only  cancer  of  the  cervix  and  breast 
is  more  frequent  than  esophageal  cancer.  In 
the  Negro  male  the  esophagus  is  the  most 
common  primary  site  of  malignancy. 

Various  methods  have  been  employed  by 
members  of  this  institution  to  improve  the 
outcome  of  therapy.  As  a basic  approach,  pre- 
liminary x-ray  therapy  and  subsequent  eso- 
phagectomy is  now  being  offered.  This  com- 
bination is  felt  to  be  superior  to  the  use  of 
either  alone  as  in  one  of  the  previous  reviews 
x-radiation  was  a predominant  method  of  ther- 
apy, while  in  the  other  surgery  was  the  pre- 
dominant method  and  in  both  the  outcome  of 
therapy  was  quite  poor.  During  the  past  year 
seven  patients  with  carcinoma  of  the  esopha- 
gus have  been  treated  bv  total  esophagectomy 
and  i colon  reconstruction.  Earlv  results  have 


Carcinoma  of  the  esophagus  is  one  of  the 
most  frequently  encountered  neoplasms 
among  clinic  patients  at  the  Medical  Col- 
lege of  South  Carolina.  Results  of  treatment 
in  the  past  by  surgery  or  x-ray  alone  have 
been  very  poor.  An  operative  mortality  of 
over  55%  among  64  patients  having 
esophagectomy  and  reconstruction  using 
stomach  has  been  reported  from  this  institu- 
tion through  .June  1957.  This  report  concerns 
single  stage  total  thoracic  esophagectomy 
and  colon  reconstruction  performed  in  seven 
patients  during  the  past  year  following  x- 
radiation  therapy  with  an  operative  mortal- 
ity of  14%.  The  procedure  may  be  applied 
for  palliation  or  cure.  The  desirability  of 
total  thoracic  esophagectomy  for  cure  of 
esophageal  carcinoma  is  emphasized. 


been  encouraging.  Three  patients  with  severe 
lye  strictures  have  been  treated  with  the  same 
operative  procedure.  It  is  the  purpose  of  this 
report  to  emphasize  the  need  for  total  thoracic 
esophagectomy  in  treatment  of  carcinoma  of 
the  esophagus  and  to  discuss  the  advantages 
of  single-stage  colon  reconstruction. 

Preoperative  Management 
Although  a tumoricidal  dose  of  irradiation 
to  the  esophagus  only  occasionally  produces 
spinal  cord  damage,  the  potential  for  injury 
is  always  present.  The  proximity  of  the  spinal 
cord  to  the  esophagus  and  the  susceptibility 
of  the  cord  to  permanent  changes  from  irradia- 
tion may  lead  to  hemiplegia  or  quadriplegia 
sometimes  not  apparent  until  six  months  after 
therapy.  Four  instances  of  spinal  cord  necrosis 
have  occured  in  a four  year  period  at  this  in- 
stitution. Because  of  this  threat,  the  total 
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tumor  dose  recently  has  been  limited  to  4500r. 
This  dose  is  applied  through  opposing  rota- 
tional ports  during  a three  week  period.  The 
activity  of  the  tumor  and  its  bulk  are  usually 
diminished  by  this  therapy.  The  opportunity 
for  resectability  appears  to  increase  and  the 
patient’s  nutritional  status  may  be  improved 
when  esophageal  obstruction  is  relieved. 
Esophagectomy  then  follows  to  complete  the 
eradication  of  the  neoplasm. 

Careful  attention  must  be  given  to  the  nutri- 
tional support  of  the  patient.  Pulmonary,  renal, 
and  hepatic  function  are  evaluated  and  ther- 
apy is  directed  to  specific  needs.  Anemia, 
blood  volume  deficits,  and  blood  electrolyte 
derangements  are  corrected.  Integrity  of  the 
proposed  colon  transplant  is  evaluated  by 
barium  enema  and  occasionally  sigmoido- 
scopy. 

Nature  of  Surgical  Procedure 

From  previous  case  studies  the  following 
contraindications  to  operation  and  attempted 
esophageal  resection  have  been  formulated: 
recurrent  laryngeal  nerve  involvement  with 
vocal  cord  paralysis;  esophagobronchial, 
esophagotracheal,  or  esophagopulmonary  fis- 
tula; gross  hemorrhage  from  the  tumor  site; 
mediastinitis;  hemoptysis  due  to  tracheo-pul- 
monary  extension;  and  distant  metastases.  The 
longer  the  lesion  the  less  likely  it  is  to  be  re- 
sectable. However,  in  one  of  the  five  year 
survivors  from  this  institution,  a lesion  12  cm. 
in  length  was  shaved  from  the  bronchus  and 
subsequent  x-ray  therapy  administered.  Back 
pain  portends  extra-esophageal  extension  of 
neoplasm  but  is  an  unestablished  contraindica- 
tion to  thoracotomy. 

Laparotomy  is  advised  as  the  initial  step  in 
the  surgical  procedure  which  is  undertaken 
through  triple  right  sided  incisions  in  the  neck, 
chest,  and  abdomen.  If  non-resectable  ab- 
dominal metastates  are  found,  a by-pass  pro- 
cedure may  be  done  with  substernal  extra- 
pleural placement  of  the  colon  transplant. 
Thoracotomy  is  done  next.  If  a non-resectable 
thoracic  lesion  is  found,  the  tumor  may  be 
outlined  with  silver  clips  to  guide  additional 
x-ray  therapy.  A bypass  procedure  then  can 


Figure  1 

Figure  1.  Segment  of  transverse  and  left  colon 
used  as  by-pass.  Blood  supply  based  on  middle 
colic  and  marginal  arteries. 

be  done  by  placing  the  colon  posteriorly  in 
the  right  pleural  cavity.  With  the  colon  in  the 
posterior  location  there  are  three  advantages 
over  the  substernal  route:  the  anasotomosis  is 
less  angulated;  superior  mediastinal  compres- 
sion of  the  transplant  is  less  likely;  and  the 
blood  supply  to  the  proximal  esophagus  is  less 
often  disturbed. 

Multi-staged  operations  may  be  necessary 
for  poor  risk  patients.  Gastrostomy  may  im- 
prove the  nutritional  status  but  some  patients 
will  still  require  a staged  procedure.  A sub- 
sternal extrapleural  colon  by-pass  is  performed 
with  anastomosis  to  the  cervical  esophagus 
and  to  the  stomach.  Later  when  the  nutritional 
status  is  improved  esophagectomy  may  be  car- 
ried out. 

If  the  tumor  is  theoretically  resectable  and 
the  risk  status  permits,  a single-stage  proced- 
ure is  advised.  Total  esophagectomy,  including 
the  lymphatics  about  the  esophagus,  the 
lesser  omentum,  the  cardia,  the  left  gastirc 
vessels,  and  the  proximal  one-fourth  of  the 
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stomach,  is  performed.  The  esophagus  is  re- 
constructed using  a portion  of  the  transverse 
and  left  colon  which  is  placed  in  the  esopha- 
geal bed.  The  colon  transplant  is  placed  in  an 
antiperistaltic  manner  to  prevent  torsion  of  the 
blood  supply.  The  reversal  of  peristalsis  does 
not  impede  swallowing.  Figure  1 illustrates  the 
blood  vessels  which  are  preserved  to  nourish 
the  colon  segment.  The  portion  for  transplant 
is  shaded.  Figure  2 illustrates  schematically 


Figure  2 

Figure  2.  Final  anti- 
peristaltic scheme  of 
esophagocoloplasty 
(D=  distal;  P — proxi- 
mal colon).  Colon  seg- 
ment in  esophageal  bed. 
Supporting  middle  colic 
artery  passes  posterior 
to  stomach.  Pyloro- 
plasty and  temporary 
gastrostomy  are  done. 


the  completed  esophageal  reconstruction  with 
the  cervical  esophagus  anastomosed  to  the  dis- 
tal end  of  the  colon  and  the  proximal  end  of 
the  colon  transplant  anastomosed  to  the  stom- 
ach. A pyloroplasty,  and  a temporary  gas- 
trostomy are  also  done. 

Discussion 

The  benefits  of  a single-stage  operation  are 
obvious  if  the  safety  offered  by  a multi-staged 
operation  is  matched.  By  employing  two  sur- 
geons simultaneously  in  the  chest  and  neck 
and  two  in  the  abdomen  we  have  been  able 
to  accomplish  the  operation  with  reduced 
mortality.  Our  experience  indicates  that  mor- 
bidity and  mortality  of  the  single-stage  ap- 
proach has  been  equal  to  and  slightly  better 
than  that  of  the  multi-stage  approach.  The 
single-stage  approach  permits  preservation  of 


a better  blood  supply  to  the  proximal  esoph- 
agus and  division  of  the  proximal  esophagus 
at  a higher  level  if  necessary.  It  also  avoids 
the  threat  of  superior  mediastinal  compression 
of  the  colon  transplant,  which  is  always  a 
problem  when  the  transplant  is  placed  in  the 
anterior  mediastinum  in  the  multistage  pro- 
cedure. In  the  single-stage  procedure,  the 
proximal  anastomosis  which  is  carried  out  in 
the  neck  may  be  aligned  without  tension  or 
angulation  and  is  far  more  apt  to  remain  func- 
tional and  intact.  The  previous  case  reviews 
at  this  institution  show  that  the  mortality  rate 
for  esophagectomy  and  esophagogastrostomy 
was  over  55%. 5’ The  recent  mortality  rate  for 
this  procedure  has  been  distinctly  less  and 
particularly  when  preceeded  by  x-ray  therapy. 
Parker  and  Jenkins7  found  the  most  frequent 
fatal  complication  in  a series  of  esophag- 
ectomies with  esophagogastrostomv  to  be  dis- 
ruption of  the  anastomosis  within  the  chest 
with  the  development  of  empyema.  The  threat 
of  disruption  with  colon  anastomosis  in  the 
neck  does  not  pose  such  a hazard.  In  26  re- 
constructions of  this  type,  Montenegro3  re- 
ported no  cases  of  mediastinitis  even  though  a 
fistula  developed  at  the  neck  level  in  six  cases. 
Careful  construction  of  a secure  anastomosis 
is  of  paramount  importance.  Excellent  ex- 
posure is  available  through  the  cervical  wound 
in  contrast  to  the  difficult  exposure  at  the 
apex  of  the  chest  if  the  anastomosis  is  done 
within  the  thorax. 

In  the  cases  concerned  in  this  report,  nutri- 
tion was  improved  in  all  following  x-ray  ther- 
apy as  oral  alimentation  became  possible.  All 
gained  weight  and  tolerated  the  single-stage 
procedure  well.  One  patient  died  of  pulmonary 
infection  35  days  after  operation.  All  patients 
have  gained  weight  postoperatively.  There  has 
been  one  later  death  three  months  after  opera- 
tion in  a patient  who  developed  shigellosis 
and  finally  staphylococcal  pneumonia.  No 
evidence  of  recurrence  has  been  discovered. 
Figures  3,  4,  and  5 illustrate  respectively  the 
barium  swallow  appearance  of  the  esophagus 
at  the  time  of  diagnosis  of  malignancy,  at  the 
completion  of  x-ray  therapy,  and  following 
esophagectomy  and  esophagocoloplasty. 
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Total  esophagectomy  and  esophagocolo- 
plasty  may  be  applied  to  lesions  at  any  level 
in  the  esophagus  for  cure  or  for  palliation. 


Figure  4 

Figure  4.  Barium  swallow  after  x-ray  therapy 
showing  improvement,  an  avenue  for  nourish- 
ments, but  persistent  defect. 


Swallowing  is  restored  approximately  one 
week  after  operation.  X-ray  therapy  alone  has 
been  found  unsatisfactory  for  permanent  pal- 
liation. 

Total  thoracic  esophagectomy  is  necessary 
in  order  to  gain  proper  margins  from  the 
tumor.  Watson12  and  Scanlon8  in  microscopic 
studies  of  surgical  specimens  from  patients 
with  esophagectomy  for  carcinoma  found  that 
45%  had  inadequate  longitudinal  margins. 
Embolic  submucosal  lymphatic  spread  can 


Figure  5 

Figure  5.  Barium  swallow  after  total  thoracic 
esophagectomy  and  esophagocoloplasty  with  the 
colon  by-pass  in  the  esophageal  bed.  Good  empty- 
ing into  stomach. 


produce  skip  zones  so  that  a pathological  re- 
port of  normal  margins  is  incomplete  assur- 
ance against  local  recurrence.  One  patient  in 
this  series  was  found  to  have  a neoplastic 
focus  20  cm.  from  the  main  lesion  which  would 
have  remained  if  total  thoracic  esophagectomy 
had  not  been  done.  Another  patient  from  this 
institution  developed  carcinoma  at  the 
esophagogastrostomy  14  years  after  previous 
subtotal  esophagectomy. 

The  use  of  the  colon  appears  superior  to 
other  methods  of  esophageal  reconstruction. 
The  colon  provides  adequate  length  for  the  re- 
placement, resists  acid  peptic  digestion  suffi- 
ciently, is  endowed  with  a good  blood  supply, 
and  functions  well  without  causing  undesir- 
able gastrointestinal  symptoms.  Beck  and 
Baronofsky1  have  found  the  left  colon  superior 
to  the  right  because  of  greater  available 
length,  a more  constant  marginal  artery,  and 
more  appropriate  diameters  for  anastomosis. 
Mahoney  and  Sherman"  have  investigated  the 
various  methods  of  substitution  for  the  esoph- 
agus and  strongly  favor  colon.  Watson12  de- 
scribes a similar  experience  and  outlines  the 
disadvantages  of  other  methods.  Tubes  of  rub- 
ber or  plastic  function  poorly,  leak  almost 
universally,  and  produce  extremely  high  mor- 
tality. 

The  stomach  seldom  reaches  the  neck  with 
a blood  supply  as  dependable  as  that  which 
accompanies  the  colon.  One  is  tempted  to  re- 
strict the  degree  of  esophagectomy  when  using 
the  stomach  because  of  the  difficulty  of  mak- 
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ing  the  stomach  reach  the  neck.  Such  use  for 
replacement  increases  the  potential  for  suture 
line  recurrence  of  tumor.  Esophagitis  is  more 
common  following  esophagogastrostomy.  Ne- 
ville and  Clowes4  have  demonstrated  the 
superiority  of  colon  over  stomach  for  recon- 
struction in  a series  of  animals  and  patients. 
If  the  stomach  is  placed  high  in  the  neck  or 
thorax,  aspiration  of  gastric  juice  may  produce 
a fatal  tracheobronchitis.  Dyspepsia  is  fairly 
common  following  esophagogastrostomy. 

When  skin  tubes  or  a subcutaneous  route 
are  employed  for  reconstructing  the  esopha- 
gus, gastric  regurgitation,  stricture,  stenosis, 
ulceration,  and  fistula  frequently  occur.  Tubes 
formed  from  the  stomach  have  a tenuous 
suture  line  and  a relatively  poor  blood  supply. 

It  is  difficult  and  often  impossible  to  pre- 
serve adequate  blood  supply  to  a segment  of 
jejunum  brought  to  the  neck.  The  frequency 
of  jejunal  ulceration,  when  it  is  anastomosed 
to  the  stomach,  has  been  cited  by  Watson.11 

When  a single-stage  procedure  is  performed 
vagotomy  accompanies  esophagectomy  and  for 
this  reason  a pyloroplasty  must  be  done.  These 
procedures  reduce  the  gastric  acidity  and  dim- 
inish the  tendency  for  peptic  digestion  of  the 
colon.  The  colon  appears  properly  resistant  to 
such  digestion  as  has  been  illustrated  by  Sher- 
man" who  reports  from  the  world  literature 
only  two  instances  of  colon  ulceration  in  336 
collected  cases. 


TABLE  I 

Mortality  in  Colon  Transplants 
Carcinoma  of  the  Esophagus 

Review  by  Sherman,  C.  C.,  Mahoney,  E.  B., 
Jones,  T.  I. 

Scientific  Exhibit,  American  College  of  Surgeons, 
Chicago,  October  1961 

Resection  arul  T ransplant  in  One  Stage 


Number 

Number 

Mortality 

Author 

Cases 

Heaths 

Hate 

Baker 

i 

0 

0% 

Beattie 

i 

i 

100% 

Chrysospathis 

2 

2 

100% 

Gregorie 

5 

i 

20% 

Johns 

i 

i 

100% 

Kergin 

i 

i 

100% 

Matflerd 

i 

i 

100% 

Montenegro 

i 

i 

100% 

Neville 

23 

7 

30% 

Patterson 

2 

2 

100% 

Sherman 

6 

1 

17% 

Watson 

1 

0 

0% 

Total 

45 

18 

40% 

Two  Stage  Procedure 

132 

21 

16% 

Colon  By-Pass 

74 

23 

31% 

therapy  presented  is  necessarily  the  best  for 
management  of  these  disorders  of  the  esoph- 
agus. With  additional  experience  this  approach 
may  provide  more  satisfactory  results  in  the 
future. 

Summary 

Total  thoracic  esophagectomy  and  colon  re- 
placement has  been  descirbed  as  a single- 
stage  procedure  employing  two  surgical  teams 
working  simultaneously  through  triple  right 
sided  incisions  in  the  neck,  chest,  and  ab- 
domen. Ten  such  cases  have  been  carried  out 


From  Sherman’s”  review,  figures  in  Table  I 
show  the  mortality  rate  for  single-stage  pro- 
cedures to  be  40%  and  for  two  stage  proced- 
ures 16.2%.  Our  present  operative  mortality 
of  one  in  7 cases  for  carcinoma  would  permit 
continuation  of  the  single-stage  approach.  For 
benign  and  malignant  problems  our  operative 
mortality  is  one  in  ten  cases  for  single  stage 
total  thoracic  esophagectomy  and  colon  re- 
placement. 

Present  results  are  too  limited  in  number  to 
substantiate  our  belief  that  the  method  of 


in  the  past  year  with  one  operative  death. 
Seven  cases  concerned  carcinoma  and  three 
severe  lye  stricture  of  the  esophagus.  The  ad- 
vantages and  flexibility  of  the  procedure  are 
stressed.  Combination  with  pre-operative  x-ray 
therapy  has  permitted  preoperative  reduction 
of  tumor  bulk  and  has  relieved  esophageal  ob- 
struction. The  procedure  may  be  applied  for 
palliation  or  cure.  The  importance  of  total 
thoracic  esophagectomy  as  a requirement  in 
the  design  for  cure  of  carcinoma  of  the  esoph- 
agus is  stressed. 
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Renal  infection  in  hypertension:  Cause  or  effect? 
Cheves  McC.  Smythe,  M.  D.,  Medical  College  of 
South  Carolina.  A Chapter  from  the  II  Hahnemann 
Symposium  on  Hypertension.  Lea  & Febiger.  Phila- 
delphia, Pa.  1961. 

An  extensive  literature  on  the  relationship  of 
pyelonephritis  to  hypertension  and  vice  versa  has 
built  up  since  the  well  known  paper  of  Weiss  and 
Parker  first  stressed  this  clinical  fact.  The  following 
conclusions  can  be  reached  from  careful  study  of  the 
material  published  to  date. 

( 1 ) In  experimental  animals  hypertension  defi- 
nitely increases  the  susceptibility  of  the  kidney  to 
hematogenous  pyelonephritis. 

(2)  The  production  of  hypertension  as  a result  of 
experimentally  induced  pyelonephritis  is  difficult  to 
achieve. 

(3)  Almost  all  clinical  and  autopsy  studies  of 
human  material  stress  a double  or  greater  incidence 
of  pyelonephritis  in  hypertensives  than  in  variously 
selected  groups  of  controls. 

( 4 ) Age  of  the  patient,  sex,  race,  parity,  renal 
size  and  function,  duration  of  the  disease  all  affect 
the  incidence  of  pyelonephritis  in  any  hypertensive 
population,  and  the  incidence  of  hypertension  in  any 
pyelonephritic  group. 

(5)  Even  with  careful  study,  hypertension  and 
pyelonephritis  in  association  is  difficult  to  differ- 
entiate from  primary  or  essential  hypertension. 

(6)  Pyelonephritis  is  related  to  the  accelerated 
phase  of  hypertension.  Its  role  in  the  precipitation  of 
this  form  of  hypertensive  disease  probably  depends 
on  two  pathologic  mechanisms,  either  renal  ischemia 
without  much  loss  of  renal  tissue  as  the  result  of 
proliferative  endarteritis  or  simply  the  result  of  loss 
of  renal  mass  from  long-standing  infection. 


Pyelonephritis  as  a cause  of  hypertension.  Cheves 
McCord  Smythe,  M.  D.  (Charleston)  Amer  J. 
Cardiol  9:696,  May  1962. 


1.  Hypertension  is  clearly  much  more  frequent 
among  pyelonephritic  persons  than  among  suit- 
ably matched  control  subjects. 

2.  A search  for  pyelonephritis  among  hypertensive 
patients  will  be  rewarding  in  10  to  20  per  cent  of 
cases,  depending  on  age,  race,  sex  and  economic 
standing  of  the  group  studied. 

3.  Pyelonephritis  is  a common  cause  of  malignant 
hypertension,  and  a careful  search  for  it  should 
be  made  in  all  such  cases. 

4.  Surgical  ablation  of  a unilaterally  pyelonephritic 
kidney  cannot  be  relied  upon  as  a cure  for  hyper- 
tension and  is  not  without  disappointing  failures. 
A careful  appraisal  of  the  functional  cultural,  and 
vascular  status  of  the  good  kidney  must  be  made 
before  the  offending  organ  is  removed. 

5.  Among  younger  patients  especially,  the  conclusion 
that  pyelonephritis  is  a cause  of  hypertension  is 
more  clearly  justified. 

6.  Among  older  patients,  pyelonephritis  may  occur 
simultaneously  with  essential  hypertension. 

7.  Since  pyelonephritis  is  a disease  of  the  debilitated, 
elderly,  diabetic,  senile,  neurologic-ally  crippled, 
sedentary  and  those  with  prostatic  disease  in  all 
of  whom  vascular  disease  is  also  rampant,  the 
conclusion  that  pyelonephritis  is  the  cause  of 
hypertension  in  these  patients  cannot  be  accepted 
until  proved. 

8.  The  pathology  of  pyelonephritis  accompanied  by 
hypertension  includes  gross  renal  atrophy  with  re- 
duction of  renal  mass,  an  obstructing  renal 
endarteritis,  interstitial  fibrosis  and  ischemic 
atrophy  of  the  tubules.  Renal  vascular  obstruction 
seems  the  most  probable  mechanism,  underlying 
the  hypertension. 

9.  Experimental  evidence  prosing  that  hypertension 
potentiates  the  emergence  of  pyelonephritis  has 
no  clinical  counterpart,  and  the  clinical  evidence 
that  pyelonephritis  is  a cause  of  hypertension  has 
no  reliable  experimental  counterpart. 
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REPORT  OF  A CASE  IN  A CHILD 

H.  ANNE  MORGAN,  M.  D. 

Department  of  Pediatric S 
Medical  College  of  South  Carolina 
Charleston,  S.  C. 


While  pheochromocytoma  is  a rare  cause 
of  hypertension  in  children,  it  should 
be  considered  in  the  differential  diag- 
nosis of  every  case  of  hypertension  since  it  is 
a potentially  curable  cause.  The  diagnosis  de- 
pends primarily  on  suspicion  of  the  tumor  as, 
once  considered,  it  is  not  too  difficult  to  con- 
firm. The  following  report  illustrates  some  of 
the  typical  findings  in  a child  with  a function- 
ally active  pheochromocytoma. 


Figure  1. 

A photograph  of  pa- 
tient on  admission  to 
the  hospital.  Note  her 
anxious  expression  and 
evidence  of  weight  loss 
and  debility. 


Case  Report 

M.  B.,  an  11  year  old  white  female  was  admitted 
on  July  29,  I960,  with  a history  of  intermittent  head- 
aches, vertigo,  abdominal  pain,  vomiting,  and  fever, 
of  approximately  one  month’s  duration.  She  also  had 


been  complaining  of  extreme  weakness  and  had  been 
losing  weight  in  spite  of  a good  appetite.  Past  history 
was  unremarkable  except  for  some  polydipsia,  poly- 
uria, and  enuresis  noted  for  several  months  prior  to 
this  admission. 

She  was  a fairly  well  developed,  but  extremely  thin 
white  female  who  appeared  both  acutely  and 
chronically  ill.  Oral  temperature  was  102°  F.  Skin 
turgor  was  good  but  there  was  profuse  perspiration 
and  extremities  were  cold  and  clammy.  Examination 
of  fundi  showed  bilateral  papilledema.  There  was 
sinus  tachycardia,  of  180  per  minute  but  no  clinical 
cardiomegaly.  Blood  pressure  was  180/160  mm.  Hg. 
in  both  upper  extremities  and  over  190  systolic  in  the 
lower  extremities.  The  remainder  of  the  examination 
was  within  normal  limits. 

Following  admission,  the  patient  continued  to  have 
hypertension  of  180-250  systolic  and  160-200  dia- 
stolic and  a persistent  low  grade  fever  with  several 
episodes  of  profuse  sweating  and  occasional  vomiting. 

A retroperitoneal  air  study  was  done  with  400  ml. 
of  air  injected  into  the  right  presacral  region. 

The  patient  was  scheduled  for  exploratory  opera- 
tion. Five  days  prior  to  surgery  she  was  started  on 
oral  Regitine  ( phentolamine ) in  gradually  increasing 
dosage  up  to  75  mg.  everv  4 hours.  The  day  prior  to 
surgery  her  blood  pressure  was  in  the  average  range 
of  140/90. 

At  surgery  a firm  tumor  mass  which  extended  into 
the  interior  vena  cava  was  encountered  in  the  right 
adrenal  area.  Some  additional  tissue  was  also  found 
in  the  peri-renal  fascia.  The  tumor  was  removed  as 
completely  as  possible. 

The  patient  withstood  the  operative  procedure  well. 
There  was  no  severe  fluctuation  in  blood  pressure 
except  for  one  precipitous  drop  to  60  mm.  systolic 
pressure  at  the  time  that  the  blood  supply  to  the 
tumor  was  ligated.  No  intravenous  Regitine  or 
Levophed  ( levarterenol ) was  required  during  the 
operation,  but  the  patient  was  given  two  pints  of 
whole  blood  by  push  transfusion  at  the  time  of  the 
fall  in  blood  pressure.  FolloxVing  removal  of  the  tumor 
her  blood  pressure  slowly  returned  to  90/ 60,  where 
it  stabilized. 

The  pathological  report  on  the  adrenal  tumor  stated 
that,  on  section,  a well  circumscribed  mass  appeared 
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Figure  2. 

This  figure  shows  an  intravenous  pyelogram 
which  was  interpreted  by  the  radiologist  as  show- 
ing normal  excretory  function;  but  the  right  kid- 
ney appeared  to  be  slightly  rotated  and  displaced 
medially,  with  the  right  ureter  overlying  the 
spine. 


Figure  3. 

The  film  obtained  after  injection  of  the  air.  The 
right  kidney  is  well  outlined  and  there  appears  to 
be  a well  circumscribed  mass  overlying  the  upper 
pole  of  the  kidney  in  the  area  of  the  right  adrenal 
gland. 


to  be  arising  in  the  medulla  and  compressing  the 
cortex.  Microscopic  sections  of  the  mass  revealed 
some  areas  with  evidence  of  infiltration  of  the  cap- 
sule of  tlie  adrenal  and  extension  into  the  periadrenal 
fatty  tissue.  Sections,  including  the  segment  of  the  wall 
of  the  inferior  vena  cava,  also  showed  evidence  of  the 
infiltration  of  the  vein  wall  by  the  cells  forming  the 
adrenal  mass,  and  sections  of  the  fibro-fatty  tissue 
removed  from  the  peri-renal  fascia  revealed  clusters 
of  cells  similar  to  those  described  in  the  adrenal  mass. 
The  final  pathologic  diagnosis  was  pheochromo- 
blastoma,  a term  sometimes  used  to  describe  malig- 
nant forms  of  pheoehromocytoma  as  evidenced  by  in- 
vasion of  the  capsule,  direct  extension,  or  metastases. 

The  patient’s  post  operative  course  was  essentially 
uncomplicated,  and  her  blood  pressure  remained  in 
a normal  range  without  medication. 

A 24  hours  urine  specimen  for  catechol  amines  was 
collected  on  the  third  post  operative  day,  and  this 
was  reported  to  show  0.514  mg./24  hr,,  which  is  well 
within  normal  limits  A post  operative  blood  specimen 
showed  catechol  amine  levels  within  normal:  epine- 
phrine 0.16,  nor-epinephrine  11.64. 

The  patient  was  discharged  from  the  hospital  on 
her  12th  post  operative  day,  at  which  time  she  was 
completely  asymptomatic,  and  physical  examination 
revealed  marked  regression  of  the  papilledema  and  a 
weight  gain  of  5 lbs.  She  was  last  seen  by  one  of 
the  pediatricians  on  January  5,  1961,  at  which  time 
she  apparently  was  doing  well.  Her  blood  pressure 
was  90/54,  fundi  were  normal  and  routine  physical 
examination  unremarkable. 


Discussion 

This  case  is  unusual  in  that  the  findings  at 
surgery  and  later  confirmed  by  the  patholo- 
gist showed  changes  in  the  tumor  which  were 
highly  suggestive  of  malignancy.  Various  re- 
views1’ 7 of  pheochromocytomas  in  adults 
and  children  have  cited  the  incidence  of 
malignancy  as  8 to  10%,  but  most  authors 
have  agreed  that  the  diagnosis  of  malignancy 
in  a pheoehromocytoma  is  difficult  to  make. 
Theoretically,  there  should  be  evidence  of  in- 
vasion of  the  tumor  capsule,  direct  extension, 
or  metastases,  the  last  occurring  at  a site 
where  chromaffin  tissue  is  not  normally  pres- 
ent. 

The  signs  and  symptoms  caused  by  the 
tumor  are  due  to  the  excessive  levels  of  epine- 
phrine and  nor-epinephrine  in  the  circulating 
blood.  These  hormones  are  present  in  vary- 
ing ratios,  but  nor-epinephrine  usually  pre- 
dominates. Daesclmer1  lists  some  of  the  most 
common  symptoms  and  physical  findings,  in- 
cluding headaches,  visual  disturbances,  weak- 
ness, nervousness,  restlessness,  anxiety,  hvper- 
hydrosis,  fever,  nausea  and  vomiting,  ab- 
dominal pains,  polyuria,  polydipsia,  poly- 
phagia, weight  loss,  palpitation,  cardio- 
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Figure  4. 

The  gross  tumor  specimen  removed  at  opera- 
tion. 


Figure  5. 

The  tumor  in  cross  section. 


megaly,  persistent  or  intermittent  hyper- 
tension, retinopathy,  irritability,  glycosuria, 
albuminuria,  and  hyperglycemia.  In  a review 
of  17  cases  of  pheochromocytomas  in  chil- 
dren, Cahill5  found  that  the  most  common 
chief  complaint  was  headache  and  the  most 
common  physical  findings  were  hypertension, 
retinopathy,  and  tachycardia.  Hypertension 
was  present  in  all  cases  and  in  15  out  of  the 
17  cases  reported  it  was  sustained,  rather  than 
paroxysmal. 

The  differential  diagnosis  of  pheochromo- 
cytoma  must  include  all  causes  of  hyper- 
tension found  in  childhood.  The  most  com- 
mon causes  are  renal  disorders  such  as  con- 
genital renal  anomalies,  acute  and  chronic 
glomerulonephritis,  acute  and  chronic  pyelo- 
nephritis, polycystic  disease,  renal  vein  throm- 
bosis, and  unilateral  renal  arterial  obstruc- 
tion. Intracranial  disorders  account  for  a 
relatively  high  percentage  of  cases  of  hyper- 
tension and  the  following  must  be  considered: 
acute  encephalitis,  acute  poliomyelitis,  intra- 
cranial hemorrhage  or  thrombosis,  brain 
tumor,  and  the  various  causes  of  encephalo- 
pathy with  increase  in  intracranial  pressure 
such  as  lead  poisoning  and  chronic  subdural 
hematoma.  Congenital  heart  disease,  espe- 
cially coarctation  of  the  aorta  and  patent  duc- 
tus also  must  be  considered  since  these  con- 
ditions may  cause  a systolic  hypertension. 
Metabolic  or  hormonal  disorders  which 
should  be  considered  include  hyperthyroid- 
ism, Cushing’s  syndrome,  congenital  adrenal 
hyperplasia  and  virulizing  adrenal  tumor, 


acute  intermittent  porphyria  and  familial 
autonomic  dysfunction.  A few  other  rare 
causes  of  hypertension  in  children  are  peri- 
arteritis nodosa,  disseminated  lupus  ery- 
thematous, vitamin  D intoxication,  acrodynia 
and  anxiety  neurosis. 

The  most  helpful  provocative  test  in  making 
the  diagnosis  of  a pheochromocytoma  is  the 
Regitine  test.  This  drug,  because  of  its  marked 
adrenolytic  effect,  will  cause  a significant  drop 
in  blood  pressure  if  hypertension  is  due  to  an 
excessive  level  of  epinephrine  and  nor- 
epinephrine in  the  blood.  False  positive  re- 
sults occur,  especially  if  sedatives,  narcotics, 
anesthetics,  thiocyanates  and  certain  othei 
medications  have  been  used,  but  the  in- 
cidence of  false  positive  reactions  is  low 
if  the  test  is  done  during  an  episode  of  hyper- 
tension when  the  patient  has  not  been  re- 
ceiving other  drugs. 

The  most  reliable  test  in  confirming  the 
diagnosis  of  pheochromocytoma  is  an  eleva- 
tion of  the  catechol  amine  levels  in  urine  or 
blood  or  both. 

X-ray  examinations,  especially  pyelograms 
and  retroperitoneal  air  insufflation,  are  fre- 
quently helpful  in  localizing  the  tumor  prior 
to  surgery.  It  should  be  remembered  that  the 
demonstration  of  one  tumor  does  not  exclude 
the  possibility  of  bilateral  or  multiple  tumors. 
Palmiere  in  reviewing  68  cases  of  plieo- 
ehromocytomas  in  children  found  that  the 
tumor  was  unilateral  in  62%  and  multiple  in 
•38%.  Twenty  percent  of  the  tumors  were 
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Figure  6. 

A graphic  illustration  of  the  patient’s  blood 
pressure  before  and  after  surgery.  The  blood 
pressure  response  to  oral  regitine  was  clearly  evi- 
dent. Operation  was  on  the  18th  of  August,  fol- 
lowing which  her  blood  pressure  remained  stable 
and  in  a normal  range. 


extra-adrenal.  Most  of  the  adrenal  tumors 
occurred  in  the  right  adrenal  gland. 

Once  the  diagnosis  is  confirmed  ,the  treat- 
ment is  surgical.  Zintel  et  al* 1 2 3  in  reviewing  the 
literature  prior  to  1958,  found  71  cases  of 
pheochromocytomas  in  children  under  13 
years,  51  of  whom  underwent  surgery.  The 
mortality  rate  was  25%,  but  none  of  the  cases 
survived  without  operation.  Pre-operative 
control  of  blood  pressure  using  oral  phentol- 
amine  is  advised  by  many  surgeons  and  was 
used  in  our  patient.  During  surgery  both 
phentolamine  and  Levophed  should  be  avail- 
able for  intravenous  use  because  manipula- 
tion of  the  tumor  may  cause  a sudden  release 
of  catechol  amines  with  a dangerous  rise  in 
blood  pressure.  In  some  cases,  it  is  necessary 
to  maintain  the  patient  on  vasopressor  drugs 
post-operatively. 

After  surgery,  if  there  is  a recurrence  of 
hypertension,  repeated  determinations  of 
catechol  amines  should  be  made.  An  elevated 
level  would  be  the  most  reliable  evidence  for 
the  presence  of  additional  tumors  or  func- 
tionally active  metastases.  At  six  months  fol- 
low-up, our  patient  was  asymptomatic,  but 
her  prognosis  is  impossible  to  predict,  and  it 


must  be  guarded  because  of  the  pathological 
diagnosis  of  malignancy  of  the  tumor  in  her 
case. 


Table  1 

Laboratory  Work.  An  ECG  showed  only  sinus 
tachycardia. 

M.  B.  Laboratory  Findings 

7-29-60  Hemoglobin  15.6,  RBC  5.6  million,  WBC 
5,000  (60%  polys) 

Urine-specific  gravity  1.020,  albumin  4 + 
7-29-60  BUN  20.8  mg.,  FBS  116  mg.,  Na  130 
mEg.  per  liter,  K 5.0  mEq.  per  liter 

7- 30-60  BUN  19.8  mg.,  FBS  116  mg.,  Na  134 

mEq.  per  liter,  K 5.0  mEq.  per  liter 

8- 15-60  BUN  12.2  mg.,  FBS  195  mg. 

7- 20-60  LP:  OP  360  mm.  CSF,  cells  0,  protein  53, 

sugar  98,  CP  280 

8-  7-60  Regitine  test:  (3  mgm.  IV)  Basal  BP 

180/160 

1 min.  110/60  8 min.  125/60 

2 min.  100/40  15  min.  130/90 

3min.H0/70  1 hr.  150/110 

2 hrs.  ISO/ 150 

8-  9-60  24  hour  urine  for  catechol  amines: 

21.77  mg./24  hrs.  (normal  less  than  10  mg.) 
8-11-60  24  hour  urine  for  catechol  amines: 

46.1  mg./ 24  hrs. 

8-15-60  Plasma  epinephrine  level: 

2.04  meg.  per  liter  ( normal  less  than  1 ) 
Plasma  nor-epinephrine  level: 

19.98  meg.  per  liter  (normal  2-4) 
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Conclusion 

Pheochromoeytoma,  although  a rare  cause 
of  hypertension  in  children,  should  be  con- 
sidered in  the  differential  diagnosis  since  it  is 
potentially  curable.  The  most  common  signs 
and  symptoms  include  a persistent  or  inter- 
mittent hypertension,  retinopathy,  tachy- 
cardia, weakness  and  weight  loss,  fever, 
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DERMATOLOGICAL  DON’TS 

Kathleen  Riley,  M.  D. 

Case  7 — Spider  Nevus  (nevus  araneus) 

White,  Female,  Age  5 
HISTORY 

The  parent  noticed  a fine  red  spot  on  the  child’s 
cheek. 

The  spot  enlarged  and  developed  radiating  lines 
from  all  sides. 

The  parent  had  noticed  pulsation  in  the  center  of 
the  lesion  and  was  alarmed. 

The  lesion  had  been  completely  asymptomatic. 

PHYSICAL  EXAMINATION 
On  the  left  cheek  was  a small  centrally  located, 
red,  macule,  from  which  radiated  numerous  fine 
capillaries  in  a design  suggesting  the  body  and  legs 
of  a spider. 

The  central  part  was  slightly  elevated  and  it  pul- 
sated. 

With  point  pressure  on  the  spot,  the  radiating  ves- 
sels became  invisible. 

DIAGNOSIS 
Spider  Nevus 
TREATMENT  DON’TS 

1.  Don’t  remove  by  surgery. 

2.  Don’t  treat  with  x-ray. 

3.  Don’t  treat  lesions  appearing  during  pregnancy. 
They  will  usually  clear  spontaneously  after  de- 
livery. 

DO 

1.  Do  locate  central  vessel  with  point  pressure. 

2.  Do  lightly  electrodesiccate  only  the  central  vessel 
with  no  anesthesia. 

3.  Do  expect  minimal  or  no  scarring. 

4.  Do  consider  the  remote  possibility  of  liver  disease 
in  adults  when  lesions  are  numerous. 


Common  Distribution  of  Spider  N’evi 
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President’s  Page 

The  year  for  the  Association  is  more  than  half  gone. 

I hope  that  each  of  yon  is  pleased  with  the  effort  that 
yon  have  put  forth  in  the  process  of  improving  the 
patient  care  in  our  state.  If  you  have  done  nothing,  then 
it  is  high  time  that  you  accept  your  responsibility  and 
get  busy.  Mr.  Kennedy  and  his  Socialistic  colleagues  are 
going  to  reintroduce  some  type  of  medical  care  for  the 
over  sixty-five  year  old  patient  under  Social  Security 
regardless  of  the  need.  It  is  the  responsibility  and  privi- 
lege of  each  doctor  of  medicine  to  oppose  this  type  of 
legislation.  We,  the  medical  profession,  have  many 
friends  who  are  against  this  type  of  socialistic  legislation, 
such  as  the  South  Carolina  Dental  Association,  the  South  Carolina  Nurses  Association,  the 
Pharmaceutical  Association  of  South  Carolina,  the  Farm  Bureau,  and  the  Chamber  of  Com- 
merce. For  these,  we  are  grateful.  We  hope  that  the  American  people  will  oppose  further  en- 
croachment of  government  control  of  free  enterprise.  Write,  and  have  your  patients  and 
friends  write,  to  those  who  represent  you  in  Congress.  Remember  they  are  your  representa- 
tives whether  you  voted  for  them  or  not.  It’s  time  you  take  an  active  stand  to  preserve  the 
best  medical  care  that  this  country  has  ever  had.  You  must  stand  and  be  counted.  Dr.  George 
M.  Fister,  President  of  the  American  Medical  Association,  has  said:  “I  am  confident  that  we 
can  again  win  this  struggle,  but  victory  will  require  calm,  intelligent,  well  reasoned  action  on 
the  part  of  the  entire  profession.”  It  is  necessary  that  we  participate. 

The  State  Convention  is  coming  soon — May  7th,  8th  and  9th — at  Myrtle  Beach.  Our  Pro- 
gram Committee  (Dr.  Dale  Groom,  Chairman,  Dr.  Forde  Mclver  and  Dr.  James  Wells)  has 
for  us  as  outstanding  a program  as  I have  ever  been  privileged  to  preview.  This  program  will 
meet  well  the  needs  of  our  membership.  Because  of  its  excellence  we  are  anticipating  a rec- 
ord attendance. 

The  annual  Alumni  Banquet  is  going  to  be  out  of  the  ordinary.  We  have  as  our  guest 
speaker  one  of  the  leading  statesmen  of  our  time — Governor  Donald  Russell.  Another  feature 
will  be  the  recognition  of  a group  of  doctors  who  do  the  real  work  of  our  Association  — the 
Presidents  of  our  County  Medical  Societies. 

This  year  the  South  Carolina  Medical  Association  has  made  a great  effort  to  have  liaison 
with  other  professions  and  groups.  It  is  too  earlv  to  announce  plans,  but  we  are  working  with 
the  South  Carolina  Bar  Association  toward  a meeting  in  the  spring  with  the  members  of  the 
two  associations.  Such  a meeting,  I know,  will  be  of  benefit  to  both  groups.  Doctors  can  and 
should  learn  a great  deal  from  the  meeting.  It’s  good  public  relations  if  we  participate. 

Remember,  it  is  the  extra  mile  that  counts. 


James  H.  Gressette,  M.  D. 
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Chronic  Emergencies 

A release  from  the  American  Hospital  Asso- 
ciation notes  without  alarm  a “remarkable  in- 
crease and  change  in  the  character  of  emer- 
gency department  loads.”  It  states  that  in  the 
past  15  years  there  has  been  a great  growth 
in  the  number  of  patients  seeking  service  in 
hospital  emergency  departments,  and  that 
many  of  these  applicants  are  obviously  not 
necessarily  recently  injured  nor  acutely  ill. 
Certainly  this  has  been  the  case  in  the  emer- 
gency room  with  which  we  are  familiar  at 
Roper  Hospital. 

According  to  the  release,  physicians  and 
hospital  administrators  are  greatly  concerned 
about  the  inadequacies  of  emergency  depart- 
ments, and  the  Association  has  produced  a 
guide  to  indicate  how  the  facilities  of  such 
departments  can  be  expanded  to  meet  the 
apparent  needs,  noting  the  prime  difficulty 
of  finding  physicians  for  staffing. 

It  might  be  questioned  whether  it  is  neces- 
sary to  effect  any  great  expansion  of  the  scope 
of  present  emergency  services.  Already  in 
many  hospitals  there  is  difficulty  in  finding 
sufficient  staff  to  take  care  of  the  existing  de- 
mands in  various  other  departments.  A great 
many  of  the  patients  who  come  to  the  emer- 
gency room  come  simply  for  their  own  con- 
venience and  not  because  they  are  in  urgent 
need  of  attention.  The  facilities  of  the  physi- 
cian’s office  and  the  usual  available  out  pa- 
tient departments  are  by-passed  because  pa- 
tients prefer  to  come  at  some  odd  hour  to  an 
emergency  room  which  they  know  is  con- 
stantly staffed — after  a fashion.  If  the  pro- 
posals of  expansion  of  facilities  are  carried 
out,  inevitably  there  would  be  a possibility 
of  a greatly  increased  tendency  toward  the 
practice  of  medicine  by  hospitals,  and  that  to 
our  mind  is  not  desirable. 

Perhaps  the  solution  is  not  to  offer  more 
service,  but  to  limit  the  service  to  the  type  of 
condition  for  which  an  emergency  room  is 
primarily  intended.  This  requires  a certain 


amount  of  firm  refusal  of  applications  by 
those  in  charge  of  such  services,  but  once  the 
policy  is  established  in  the  mind  of  the  pub- 
lic, demands  should  diminish  rapidly.  In  this 
effort  the  private  physician  must  do  his  part 
by  refraining  from  referring  patients  who 
could  well  be  seen  by  him  in  his  office  by  a 
little  extra  effort  on  his  part.  If  he  establishes 
the  concept  that  patients  can  obtain  service 
for  any  ailment  in  an  emergency  room  at  any 
time  he  is  risking  a reduction  in  the  demands 
on  his  own  skills. 


Curricula  Vitae 

The  American  Medical  Association,  being 
the  fount  of  knowledge  of  the  affairs  of  in- 
dividual physicians,  is  especially  desirous  of 
maintaining  a biographical  file  on  all  of  its 
members.  Partly  this  may  be  in  anticipation 
of  that  inevitable  day  when  our  names  will 
appear  in  the  obituary  column.  However,  a 
current  file  of  information  can  be  extremely 
useful  in  many  activities  and  the  Association 
is  requesting  an  outline  of  his  career  from 
every  physician  in  the  United  States,  to  be 
held  for  use  in  time  of  need.  It  is  hoped  that 
these  desired  dossiers  will  be  full  and  accurate 
and  not  written  in  a spirit  of  reticence. 

The  Committee  on  Historical  Medicine  of 
the  South  Carolina  Medical  Association  finds 
that  in  delving  into  the  past  of  many  physi- 
cians whose  names  are  well  known  there  is 
often  relatively  little  biographic  information 
to  be  found.  It  too,  would  be  most  happy  to 
have  the  same  kind  of  information  which  is 
desired  by  the  A.M.A.  Being  less  important 
than  the  A.M.A.,  the  Committee  would  be 
happy  with  a carbon  copy  of  the  original  sent 
to  higher  levels. 


Old  Journals  Received 

The  Journal  writes  to  acknowledge  with 
many  thanks  the  gift  of  ten  bound  volumes  of 
The  Journal  of  the  South  Carolina  Medical 
Association  of  the  period  1913-1934  from  the 
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Columbia  Medical  Society.  These  help  greatly 
to  improve  our  incomplete  file.  Additional 
contributions  of  old  numbers  or  volumes  dated 
before  1936  would  be  most  welcome  to  the 
Editor. 


World  Wide  Malaria 

In  South  Carolina,  which  had  its  quota  of 
malaria  in  older  times,  we  can  rejoice  in  the 
fact  that  there  has  not  been  a confirmed  case 
of  indigenous  malaria  in  the  state  since  1954. 
Freedom  from  malaria  is  generally  pur- 
chasable, and  we  have  purchased  it  here. 

Throughout  the  world,  with  marked  con- 
centration in  certain  areas,  malaria  still  re- 
mains a tremendous  scourge,  a causative  of 
innumerable  deaths  and  an  inconceivable 
amount  of  illness  and  economic  loss.  Vigor- 
ous efforts  are  being  made  by  the  World 
Health  Organization  and  other  bodies  to 
eradicate  this  fearsome  disease. 

A particular  ray  of  hope  has  arisen  from 
Atlanta,  where  workers  in  the  research  bureau 
of  the  Public  Health  Service  have  developed 
a drug  which  appears  to  be  an  efficient 
prophylactic  for  a long  period.  A single  in- 
jection of  this  drug  given  volunteers  nearly  a 
year  ago  continues  to  protect  them  from  mal- 
aria as  evidenced  by  their  freedom  from  in- 
fection by  heavily  infected  mosquitoes  which 
regularly  produce  the  disease  in  persons  who 
have  not  had  the  prophylactic  injection. 
Whether  the  drug  is  curative  remains  to  be 
shown,  although  there  seems  to  be  consider- 
able promise  that  it  is. 

Use  of  a drug  of  this  kind,  which  now  bears 
the  title  of  C1501,  will  be  of  enormous  ad- 
vantage in  controlling  malaria,  but  obviously 
it  will  not  eliminate  the  need  or  pursuit  of  the 
other  accepted  measures  which  are  essential 
in  the  campaign  of  eradication. 


Miscellany 

AGED 

We  saw  a term  the  other  day  which  seemed 
to  mitigate  the  stark  designation  of  “the 
aged.”  The  words  used  were  the  “very  middle- 
aged,”  which  seems  to  put  the  victims  (?)  in 
a somewhat  more  favorable  position. 


CHARITY 

And  apropos  of  the  many  demands  of 
charitable  organizations,  worthy  though  they 
may  be,  there  is  something  in  the  statement 
that  “the  once  sweet  voice  of  charity  has  risen 
to  an  imperious  bellow.”  (Robertson  Davies) 


A.M.A.  NEWS 

The  A.M.A.  Neivs  is  a very  fine  publication, 
but  we  cannot  quite  understand  why  it  pro- 
motes the  image  of  the  wealthy  doctor  by 
carrying  advertisements  for  only  the  most 
expensive  automobiles  such  as  Cadillac  and 
the  Mercedes  Benz. 


KNEE-JERK 

There  is  no  reason  why  the  press  should  not 
make  use  of  established  medical  terms,  but 
they  should  be  in  the  sense  in  which  they 
originated.  A newspaper  article  concerning 
the  candidacy  for  office  of  one  of  our  people 
says  that  “he  faces  the  fury  of  the  professional 
knee-jerk  liberal”  . . . Now  we  think  we  know 
what  this  means,  but  after  all  the  knee-jerk 
is  an  old  friend  used  in  a specific  sense  and 
applied  to  a certain  reaction.  We  do  not  think 
it  refers  to  the  character  of  the  liberal  or  any- 
one else. 


INFLAMMABLES 

Service  station  operators  who  fill  customers’ 
containers  with  petroleum  products  such  as 
gasoline  and  kerosene  must  see  that  warning 
labels  are  on  the  containers,  the  Food  and 
Drug  Administration  reminded. 


CORRESPONDENCE 


To  the  Editor: 

The  Sept  Arch  Derm  on  one  page  in  Transactions 
has  the  following:  “The  patient  was  digitalized, 

diuresed,  and  sedated.” 

There  ought  to  be  a law  hut  I am  afraid  there  is 
none.  Perhaps  vou  ought  to  editorialize  on  it  again. 

John  van  de  Erve,  M.  D. 
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Minutes  of  Council  Meeting- 
South  Carolina  Medical  Association 
Wednesday,  October  24,  1962 

The  fall  meeting  of  Council  met  in  the  English 
Room  of  the  Columbia  Hotel,  Columbia,  South  Caro- 
lina and  was  called  to  order  at  2:00  P.  M.  by  Dr. 
John  Brewer,  Chairman.  The  following  doctors  were 
present:  James  H.  Gressette,  President;  Robert  Wil- 
son, President-Elect;  J.  Howard  Stokes,  Treasurer; 
Joseph  I.  Waring,  Editor  of  the  Journal;  M.  L. 
Meadors,  Executive  Secretary;  George  Dean  Johnson 
and  Joseph  P.  Cain,  Jr.,  Delegates  to  the  A.  M.  A.; 
Charles  N.  Wvatt,  Alternate  to  the  A.  M.  A.;  John 
Arthur  Siegling,  President,  S.  C.  Medical  Care  Plan; 
Ben  N.  Miller,  Secretary.  The  following  Councilors 
were  present:  Clay  W.  Evatt,  1st  District;  A.  F. 
Burnside,  V.-Chm.,  2nd  District;  C.  J.  Scurry,  3rd 
District;  John  P.  Booker,  4th  District;  John  M. 
Brewer,  Chairman,  5th  District;  William  L.  Perry,  6th 
District;  Norman  O.  Eaddy,  7th  District;  Joseph  D. 
Thomas,  8th  District.  The  meeting  was  opened  with 
prayer  led  by  Dr.  Eaddv. 

Dr.  Brewer  introduced  Mr.  Earl  Short,  Senior  Trust 
Officer,  Citizens  and  Southern  National  Bank,  who 
discussed  the  Keogh  Bill  passed  bv  the  last  Congress 
which  allows  self-employed  individuals  to  set  aside 
untaxable  retirement  funds.  He  discussed  the  many 
intricacies  of  the  bill,  indicating  that  the  various  pro- 
visions and  regulations  had  not  yet  been  published. 
Since  no  amount  of  income  in  the  calendar  year  of 
1962  can  be  set  aside  and  since  it  is  expected  that 
all  regulations  will  be  provided  by  the  end  of  this 
calendar  year,  he  felt  that  the  Council  should  take 
no  action  at  this  time.  Mr.  Short  was  questioned  by 
Doctors  Brewer,  Booker,  and  Cain.  Dr.  Cain,  who 
is  Chairman  of  the  Insurance  Committee  of  Council, 
concurred  in  Mr.  Short’s  recommendation  that  no 
action  be  taken  at  this  time. 

Council  thanked  Mr.  Short  for  his  discussion,  and 
this  material  was  taken  for  information. 

Dr.  Harold  Jervey  reported  to  Council  as  Chair- 
man of  the  Committee  on  Liaison  with  Allied  Profes- 
sions. He  indicated  that  discussions  had  been  held 
with  the  corresponding  committee  from  the  Bar  Asso- 
ciation, Ministerial  Association,  etc. 

Regarding  a meeting  with  the  legal  profession 
there  was  considerable  discussion.  Dr.  Joe  Cain 
moved  that  the  Council  recommend  to  the  Liaison 
Committee  that  the  Bar’s  invitation  for  a joint  meet- 
ing be  accepted.  He  would  provide  for  a night  meet- 
ing with  fellowship  and  a speaker  to  present  a sub- 
ject of  mutual  interest.  The  motion  was  seconded  by 
Dr.  Burnside.  Dr.  George  Dean  Johnson  offered  a 
substitute  motion  suggesting  that  the  Liaison  Com- 
mittee of  the  medical  profession  be  allowed  to  meet 
with  a similar  committee  of  the  Bar  Association  and 
work  out  a mutual  program  satisfactory  to  the  two 
groups.  The  substitute  motion  was  seconded  by  Dr. 
Eaddy.  Discussion  was  entered  into  by  Doctors 
Gressette,  Brewer,  and  Stokes.  At  this  point  Mr.  Nel- 
son, visitor  from  the  A.  M.  A.  office  was  introduced 


and  asked  to  make  an  expression  referable  to  a lawyer- 
doctor  meeting.  He  suggested  that  a member  of  the 
A.  M.  A.  Council  would  be  glad  to  advise  with  the 
group  regarding  this  and  other  legal  matters.  Further 
discussion  was  held  by  Dr.  John  Booker,  Dr.  Clay 
Evatt,  Dr.  George  Dean  Johnson,  and  others. 

The  substitute  motion  offered  by  Dr.  Johnson  and 
seconded  by  Dr.  Eaddy  was  put  and  carried  in  the 
affirmative,  and  Dr.  Jervey  was  instructed  to  pro- 
ceed with  appropriate  arrangements.  Before  com- 
pleting plans  he  was  asked  to  report  back  to  Council. 

At  this  point  Dr.  Brewer  called  for  the  reading  of 
the  Minutes  of  the  Council  meeting  at  Myrtle  Beach. 
The  Minutes  of  May  8,  1962  were  read  and  approved 
as  read. 

The  Minutes  of  May  9,  1962  were  read.  The  para- 
graph referring  to  money  appropriated  from  the 
S.  C.  M.  A.  to  the  Women’s  Auxiliary  was  discussed 
and  amended.  Council  had  passed  a motion  which 
provided  one  dollar  per  member  of  the  S.  C.  M.  A. 
to  be  paid  to  the  Auxiliary,  one-half  to  the  state  or- 
ganization and  one-half  to  the  local  chapter.  With  the 
clarification  of  this  portion  of  the  Minutes  it  was 
moved  that  the  Minutes  be  approved  as  amended  by 
Dr.  Johnson,  seconded  by  Dr.  Perry,  then  approved 
by  a voice  vote. 

The  final  Minutes  of  Council,  May  10,  1962,  were 
read  and  approved  as  read. 

Dr.  Joe  Cain  presented  Mr.  Talbert  who  sum- 
marized the  efforts  of  the  Insurance  Committee 
working  with  his  office  to  provide  appropriate  insur- 
ance coverage  on  a group  basis  for  the  members  of 
the  SCMA.  The  initial  arrangements  with  Home 
Security  provided  that  members  be  insured  without 
proof  of  insurability;  the  group  could  be  three 
hundred  or  greater.  Only  182  applications  were  re- 
ceived, and  this  was  unacceptable  to  the  carrier.  An 
additional  contract  was  studied  with  Coastal  State 
Life  Insurance  Company,  and  again  a suitable  con- 
tract with  the  small  number  of  applications  could  not 
be  worked  out.  Dr.  Cain  summarized  the  discussion 
by  the  opinion  that  such  contracts  as  had  been 
offered  were  offering  no  special  benefits  to  the  Asso- 
ciation. At  this  point  Dr.  Wilson  moved  that  the  In- 
surance Committee  be  asked  to  continue  its  study  and 
report  back  to  Council.  This  was  seconded  by  Dr. 
Gressette,  put,  and  carried  in  the  affirmative. 

Dr.  Joe  Waring,  Editor  of  the  Journal,  reported. 
He  indicated  that  advertising  which  had  dropped  off 
in  the  Journal  a year  ago  had  been  to  a great  point 
regained.  The  Journal  is  now  being  supplied  to  Senior 
medical  students  and  house  officers  gratis. 

Dr.  Waring  also  indicated  that  he  had  had  a re- 
quest by  the  South  Carolina  Political  Action  group  to 
publicize  certain  material  in  the  Journal.  Mr.  Nelson 
of  the  AMA  office  indicated  that  the  Trustees  of  the 
VMA  had  endorsed  AMPAC  in  principle.  SCALPEL, 
which  is  a corresponding  state  organization  is  not  a 
component  part  of  the  national  organization  but  could 
bear  the  same  relationship  to  the  state  organization 
and  Journal  as  does  the  national  organization.  Dr. 
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Cain  suggested  that  letters  to  the  Editor  and  edi- 
torials would  not  be  out  of  line  to  publish. 

Dr.  Waring  suggested  that  an  Assistant  Editor 
might  be  considered  for  the  journal  so  that  this  in- 
dividual might  get  some  insight  into  the  publication. 
Dr.  Perry  suggested  that  Dr.  Waring  seek  out  such 
an  associate  and  report  his  suggestion  to  Council  for 
approval.  This  was  put  in  the  form  of  a motion  by 
Dr.  Gressette,  seconded  by  Dr.  Scurry,  and  carried. 

Dr.  Waring  reported  on  his  public  relations  work, 
suggesting  that  a public  relations  institute  might  be 
considered.  Mr.  Nelson  of  the  AMA  suggested  that  a 
specialist  in  this  phase  of  work  might  be  supplied  by 
the  AMA  for  such  a program.  Dr.  Johnson  moved, 
and  it  was  duly  seconded  that  Dr.  Waring  be  allowed 
to  plan  such  a program  without  any  additional  cost 
to  the  Association.  This  was  put  and  carried  in  the 
affirmative. 

Dr.  Waring  reported  on  the  Historical  Committee’s 
activity.  Material  for  publication  of  a book  covering 
medical  history  in  South  Carolina  up  to  1825  is  com- 
plete. This  is  to  be  a very  substantial  book  of  some 
four  hundred  pages.  Four  thousand  dollars  have  been 
set  aside,  and  an  additional  five  hundred  dollars  will 
be  in  prospect  for  this  year  to  effect  the  publication. 
It  is  expected  that  two  thousand  copies  could  be 
printed;  and  with  an  additional  one  thousand  to 
fifteen  hundred  copies  could  be  distributed  to 
the  membership  of  the  Association.  Dr.  Gressette 
moved  that  Dr.  Waring  be  empowered  to  go  forward 
with  the  printing  of  the  history  and  that  the  avail- 
ability of  the  book  be  publicized  in  the  Journal.  Those 
requesting  the  books  by  the  designated  date  would 
be  furnished  the  book  without  cost.  Any  residual 
books  could  be  supplied  to  key  libraries  or  sold  to 
interested  purchasers.  Dr.  Stokes  offered  an  amend- 
ment that  each  member  be  supplied  with  a book 
without  request.  This  amendment  was  not  accepted 
by  Dr.  Gressette,  and  the  original  motion  was  put 
and  carried  in  the  affirmative. 

Dr.  Gressette  presented  Dr.  Harrison  Peeples  and 
Dr.  Parker  of  the  SCALPEL  Committee.  The  Kerr- 
N I ills  Bill,  which  is  locally  controlled,  was  contrasted 
with  the  King-Anderson  legislation  which  was  pro- 
posed as  national  compulsory  hospital  insurance.  A 
number  of  advertisements  and  other  circulated 
material  appearing  in  several  communities  were  dis- 
cussed. Ways  and  means  to  combat  adverse  criticism 
and  misinformation  was  discussed  by  Doctors  Brewer, 
Stokes,  and  others.  Dr.  Julian  Price  was  asked  to 
comment. 

Dr.  Joe  Cain  stressed  the  importance  of  letting 
people  of  South  Carolina  know  of  the  provisions  of 
the  Kerr-Mills  arrangemtnts  in  South  Carolina. 

Dr.  Julian  Price  cited  Mr.  Rivers’  welfare  directors 
expression  that  the  aged  were  better  cared  for  under 
the  Kerr-Mills  arrangements  in  South  Carolina. 

On  recommendation  of  Dr.  Joe  Cain,  Dr.  Waring’s 
Public  Relations  group  was  asked  to  prepare  appro- 
priate releases  which  in  turn  will  be  forwarded  by 
the  Secretary  to  secretaries  of  the  component  societies 


for  publication  in  local  papers.  This  should  be  done 
at  an  early  date,  and  the  various  members  of  Council 
are  to  be  responsible  for  seeing  that  this  intent  is 
carried  out.  Council  thanked  Dr.  Tom  Parker  and 
Dr.  Harrison  Peeples  for  their  report. 

Dr.  Julian  Price  reported  for  the  Polio  Committee 
indicating  that  his  report  was  to  be  sent  directly  to 
the  county  societies  without  any  lay  publication.  The 
committee  recognized  the  excellent  progress  in  the 
control  of  poliomyelitis  with  the  use  of  the  Salk  vac- 
cine. The  possible  dangers  of  the  oral  vaccine  when 
administered  to  adults  and  also  the  possibility  of 
danger  to  adults  when  the  vaccine  is  administered  to 
the  child  population  is  also  recognized.  Dr.  Cain 
suggested  that  we  accept  the  committee’s  report  as 
information  and  endorse  their  action.  Dr.  Price  was 
asked  to  send  his  formulated  report  to  the  Secretary 
of  Council,  who  in  turn  will  forward  this  to  the  con- 
stituent county  societies. 

Dr.  Donald  Kilgore  reported  for  the  Committee  on 
Legislation  and  Public  Relations.  Dr.  Ben  Stands  had 
reported  to  this  committee  that  there  was  threatening 
legislation  at  the  close  of  the  last  General  Assembly 
regarding  labelling  of  blood  as  to  race  of  donor.  He 
cited  the  fact  that  the  American  Association  of  Blood 
Banks  and  the  Red  Cross  Blood  Banks  had  no  pro- 
visions of  labelling  blood;  therefore,  this  would 
jeopardize  the  program  in  South  Carolina.  His  com- 
mittee suggested  that  the  South  Carolina  Society  of 
Pathologists  draft  a statement  of  principle  opposing 
the  labelling  of  blood.  This  statement  is  to  be  passed 
on  to  the  component  societies  to  be  taken  up  with 
their  local  representatives  to  the  General  Assemble. 
Dr.  Eaddv  moved,  and  Dr.  Scurry  seconded  the  re- 
port of  this  committee.  Dr.  Cain  suggested  that  the 
recommendation  be  passed  on  to  Legal  Counsel  for 
proper  presentation  at  legislative  hearings.  Mr. 
Meadors  suggested  that  the  committee  get  a bill 
drafted  for  presentation  to  Mr.  Dennis,  Chairman  of 
the  Medical  Affairs  Committee  of  the  Senate.  Mr. 
Meadors  commented  that  he  was  also  working  with 
the  Medical  Affairs  Committee  in  preparation  of  a 
bill  instrumenting  action  taken  by  the  House  of  Dele- 
gates at  the  last  state  meeting  regarding  medical 
registration. 

Dr.  John  Brewer  directed  the  Secretary  to  read 
excerpts  from  the  Minutes  of  Council  regarding  the 
establishment  of  a Committee  on  Education  and  also 
excerpts  from  the  Minutes  of  the  House  of  Delegates 
from  May,  1962,  Myrtle  Beach  meeting  regarding 
the  appointment  of  a committee  by  the  President  of 
the  Association  to  study  medical  education  and  state 
agencies  having  medical  advisory  committees. 

Minutes  of  Council  Meeting,  Myrtle  Beach,  South 
Carolina,  May  8,  1962,  page  two:  “Council  next  con- 
sidered the  matter  of  the  establishment  of  a com- 
mittee on  education  and  after  a considerable  discus- 
sion it  was  moved  by  the  Secretary  that  the  Chair- 
man of  Council  be  directed  to  appoint  a Committee 
of  Council  to  consider  the  formation,  function,  duties, 
and  set-up  of  a permanent  advisory  committee  on 
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education,  to  work  with  the  administration  of  the 
Medical  College  of  South  Carolina  in  an  advisory 
capacity  as  to  the  ways  in  which  the  Association 
might  be  of  help  in  matters  regarding  undergraduate 
and  postgraduate  medical  education.  This  committee 
of  Council  was  also  to  consider  the  advisability  of  the 
formation  of  a committee  on  liaison  with  other  state 
agencies  having  medical  advisory  committees.  This 
motion  was  passed. 

Minutes  of  House  of  Delegates,  Myrtle  Beach, 
South  Carolina,  May  9,  1962,  page  sixty-seven: 

“This  is  the  report  of  the  Reference  Committee  on 
Reports  of  Council  and  Officers.  Motion  was  made 
by  Dr.  Tucker  Weston,  seconded  by  Dr.  Harold 
Jeter  and  unanimously  carried  that  the  Reference 
Committee  recommend  that  a committee  be  ap- 
pointed by  the  President  to  study  and  report  to 
Council  tlie  advisability  of  a permanent  committee  to 
study  medical  education  and  all  state  agencies  having 
medical  advisory  committees.  I so  move,  Mr.  Presi- 
dent.” 

Pursuant  to  the  directive  from  the  House  of  Dele- 
gates, Dr.  Gressette  had  appointed  a committee  for 
the  study  recommended.  It  was  the  consensus  sum- 
marized by  Dr.  Cain  that  this  committee  was  proper 
and  that  it  should  report  to  Council  its  recommenda- 
tions. A motion  to  confirm  this  action  was  made  by 
Dr.  Cain,  seconded  by  Dr.  Perrv,  put,  and  passed. 

Dr.  Clay  Evatt’s  Committee  to  Study  Health  Or- 
ganizations Seeking  Endorsement  of  the  state  Medical 
Society  reported  on  a recent  meeting  with  the  Na- 
tional Foundation,  and  Dr.  Evatt  moved  that  this  or- 
ganization have  approval  of  Council.  Dr.  Cain  moved 
that  Dr.  Evatt’s  report  be  taken  as  a partial  study 
report  from  the  National  Foundation  and  that  the 
final  report  be  presented  to  the  House  of  Delegates 
at  the  next  meeting.  This  was  seconded  by  Dr.  Eaddy, 
put,  and  passed. 

Dr.  Eaddy  moved  that  the  Medical  Advisory  Com- 
mittee to  Selective  Services  be  reactivated  and  re- 
emphasized with  Dr.  Frank  Owens  as  Chairman.  Dr. 
Perry  suggested  that  Dr.  Owens  be  empowered  to  fill 
vacancies  on  his  committee.  Dr.  Eaddv  was  asked  to 
convey  this  request  to  Dr.  Owens. 

Dr.  Eaddy  suggested  that  Dr.  Robert  Solomon  be 
contacted,  stressing  the  importance  of  the  emergency 
disaster  committee,  assuring  the  Chairman  of  the  co- 
operation of  Council.  This  action  was  recommended 
by  Dr.  Eaddv,  seconded  by  Dr.  Cain,  put,  and  car- 
ried in  the  affirmative.  The  Secretary  of  Council  is 
directed  to  convey  this  information  to  Dr.  Solomon. 

As  a member  of  Council,  Dr.  Eaddy  has  been 
directed  by  Blue  Cross  to  deal  with  certain  irregulari- 
ties in  fees  occurring  in  his  district.  Dr.  Eaddy  was 
informed  that  he  had  jurisdiction  to  act  on  this  with 
the  members  of  his  local  hospital  board  and  pass  this 
on  to  the  state  Mediation  Committee. 

Dr.  Siegling  reported  on  Blue  Cross — Blue  Shield 
included  a recent  Miami  meeting  attended  by  him 
and  Mr.  Sandow.  The  Senior  Citizens  Plan  has  been 
released  by  Dr.  Austin,  Insurance  Commissioner,  and 


is  now  to  be  put  into  effect.  The  former  old  age  plans 
will  be  upgraded  into  this  new  Senior  Citizens  Plan. 

Dr.  Howard  Stokes  presented  the  Budget  for  the 
coming  year.  The  Budget  was  discussed  at  length, 
particularly  with  references  as  to  how  the  income 
might  be  increased  without  upgrading  the  dues.  It 
was  felt  that  this  need  not  be  faced  at  this  time,  and 
no  special  motions  were  made.  The  Budget  as  revised 
was  adopted. 

Dr.  Brewer  thanked  the  members  in  attendance, 
and  the  meeting  adjourned  at  7:00  P.  M. 

Respectfully  submitted, 

Ben  N.  Miller,  M.  D.,  Secretary 


Report  of  Special  Committee  on 
Polio  Vaccine 

Dr.  James  H.  Gressette,  President  of  the  South 
Carolina  Medical  Association,  appointed  a special 
committee  to  study  the  question  of  poliomyelitis  vac- 
cine as  it  pertains  to  South  Carolina  and  to  make 
such  report  and  recommendations  as  it  thought  ad- 
visable. The  committee  met  on  October  24,  1962, 
with  six  of  the  members  present.  Discussion  brought 
out  the  following  points: 

1.  There  has  been  a marked  decrease  in  the  incidence 
of  polio  in  South  Carolina  thanks  to  the  use  of  the 
Salk  vaccine.  From  a peak  of  forty-six  cases  of 
polio  with  paralysis  in  1939  we  have  dropped  to  a 
total  of  only  six  cases  during  the  first  ten  months 
of  1962. 

2.  There  has  been  widespread  use  of  the  Sabin  vac- 
cine in  other  countries.  It  has  been  used  on  a 
mass  basis  in  a few  communities  in  this  country. 
The  results  have  been  good. 

3.  On  September  17,  1962,  tlie  Surgeon  General  of 
the  Public  Health  Service,  upon  the  advice  of  his 
special  Advisory  Committee,  recommended  that 
“the  use  of  Type  Three  Vaccine  (Sabin)  in  mass 
campaigns  be  limited  to  pre-school  and  school  age 
children.  Plan  for  mass  programs  using  Tvpe  One 
and  Type  Two  Vaccines  in  all  age  groups  should 
continue.” 

4.  On  October  8,  1962,  the  Committee  on  Control  of 
Infectious  Diseases  of  the  American  Academy  of 
Pediatrics  advised  that  since  “there  now  exists  a 
reasonable  doubt  in  the  minds  of  experts  about 
the  safety  of  Type  Three  Vaccine,  the  prudent  ap- 
proach is  to  withhold  judgment  and  postpone  its 
use  in  children  as  well  as  in  adults  pending  further 
study  and  appraisal  of  the  Surgeon  General’s  Ad- 
visory Committee.  If  Type  Three  Vaccine  virus  is 
ultimately  shown  to  be  responsible  for  the  re- 
ported cases  in  adults,  then  one  must  be  concerned 
about  the  risk  to  children  and  to  young  parents 
who  might  become  infected  from  children  if  com- 
munity Tvpe  Three  vaccination  programs  are  in- 
stituted in  pre-school  and  school  children.” 

5.  Such  data  as  are  available  show  a wide  divergence 
of  opinion  in  different  states  as  to  the  best  policy 
to  be  followed,  (i.  e.  North  Carolina  called  all 
plans  for  a statewide  immunization  program  with 
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Sabin  Vaccine  after  the  Surgeon  General’s  report 
was  released.  San  Francisco  went  right  ahead  with 
its  program  this  fall  omitting  Type  Three  Vaccine 
for  adults). 

Our  committee,  after  careful  study  of  the  facts 
available  and  opinions  expressed,  presents  the  follow- 
ing recommendations  to  the  Council  of  the  South 
Carolina  Medical  Association.  It  is  our  hope  that 
these  will  be  forwarded  to  each  county  medical 
society,  to  the  State  Health  Officer,  and  to  the  Editor 
of  the  Journal. 

1.  It  would  be  unwise  for  the  South  Carolina  Medical 
Association  to  issue  a statement  to  the  public  at 
this  time.  Statements  from  the  Surgeon  General, 
from  Dr.  Sabin,  and  from  others  have  already 
been  given  wide  publicity.  Further,  we  are  led  to 
believe  that  another  statement  will  soon  be  issued 
from  the  Surgeon  General. 

2.  Except  in  the  event  of  an  impending  epidemic  no 
effort  should  be  made  at  this  time  to  promote  a 
statewide  immunization  program  with  oral  vac- 
cine. 

3.  Whether  local  communities  shall  attempt  the  use 
of  oral  vaccine  should  be  determined  by  the  local 
(county)  medical  society  in  the  light  of  the  best 
information  available.  Should  such  a program  be 
instituted  it  should  be  carried  out  on  a community- 
wide basis.  Your  committee  feels  strongly  that  any 
such  community-wide  program  should  be  under 
the  auspices  of  the  local  medical  society,  working 
in  close  collaboration  with  the  local  health  de- 
partment and  that  it  is  unwise  to  have  such  a 
program  supervised  by  a non-medical  group. 

4.  Physicians  should  be  urged  to  continue  the  giving 
of  Salk  Vaccine  until  a completely  satisfactory 
oral  vaccine  is  available. 

Respectfully  submitted, 

Swift  Black,  M.  D.,  Dillon 
Frances  Doyle,  M.  D.,  Georgetown 
James  A.  Hayne,  M.  D.,  Hampton 
Charles  Holmes,  M.  D.,  Columbia 
G.  E.  McDaniel,  M.  D.,  Columbia 
Harold  Jackson,  M.  D.,  Greenville 
Julian  P.  Price,  M.  D.,  Chairman, 
Florence 


TO  ALL  COUNTY  MEDICAL  SOCIETY 
PRESIDENTS  AND  SECRETARIES: 

TO  THE  PRESIDENTS  AND  SECRE- 
TARIES OF  THE  WOMAN’S  AUXILIARY 
TO  THE  SOUTH  CAROLINA  MEDICAL 
ASSOCIATION: 

The  January  issue  of  The  Journal  of  The  South 
Carolina  Medical  Association  carries  a notice  about 
the  17th  Annual  Essay  Contest  of  the  Association  of 
American  Physicians  and  Surgeons.  The  object  of  the 
Contest  is  to  stimulate  better  understanding  of  the 
American  system  by  high  school  students. 

There  is  no  need  to  detail  the  vital  relationship 
that  exists  between  the  practice  of  private  medical 


care  and  the  free  enterprise  system.  The  threat  that 
exists  to  both  needs  only  mention. 

As  a medical  leader  in  your  community,  you  are 
being  asked  to  lend  your  prestige  and  efforts  for  the 
following  purposes: 

1.  To  bring  the  Essay  Contest  to  the  attention  of 
the  members  of  your  society. 

2.  To  introduce  the  Contest  in  the  high  schools  of 
your  County. 

3.  To  appropriate  funds  for  county  prizes.  (Sug- 
gest $50,  $25,  $10.) 

4.  To  select  a local  judging  committee  to  review 
the  Essays  so  winners  may  be  chosen. 

( The  Ladies  Auxiliary  has  consented  to  assist 
in  this  project.) 

Please  do  not  let  this  opportunity  to  serve  our 
country  and  our  profession  slip  away.  Our  future 
leaders,  still  in  high  school,  look  to  us  for  sound, 
mature  guidance. 

The  attached  sheet  highlights  what  your  society 
can  do.  The  other  enclosed  information  is  to  give 
you  additional  background. 

Within  a few  days  you  will  receive,  under  sepa- 
rate cover,  one  of  the  package  libraries  used  in  con- 
nection with  the  AAPS  Essay  Contest.  A supply  of 
these  may  be  obtained  for  distribution  by  your  com- 
mittee by  writing  the  State  Chairman  of  AAPS 
Essay  Contest. 

I invite  your  questions  for  further  detail,  but  most 
of  all  seek  your  cooperation  in  making  this  another 
successful  statewide  South  Carolina  Essay  Contest. 

Sincerely  yours, 

John  M.  Brewer,  M.D. 

Chairman — South  Carolina  AAPS  Essay  Contest 

Mrs.  George  C.  Smith 

Chairman — Community  Service  Ladies  Auxiliary 


Suggestions  For  County  Society 
Sponsorship  of  The  AAPS  Contest 

1.  Appoint  a committee  of  Society  members  of  Auxil- 
iary, or  a joint  committee.  This  committee  should 
obtain  the  cooperation  of  local  school  authorities 
in  conducting  the  contest.  The  PTA,  civic  or 
service  clubs  and  various  publicity  media  should 
be  called  upon  to  help  promote  the  contest. 

2.  Funds  for  cash  prizes  for  county  contestants  win- 
ners should  be  donated  by  the  Society.  The  num- 
ber and  amount  are  determined  by  your  society, 
but  three  prizes  are  usual,  with  a first  prize  of 
$50-$100. 

3.  Judges  of  the  Essays  should  consist  of  a physician, 
an  educator  and  one  other  person,  such  as  a clergy- 
man, attorney  or  dentist,  selected  by  the  Contest 
Committee  or  the  Society  officers. 

4.  The  first  three  prize  winning  Essays  should  be 
forwarded  to  the  South  Carolina  AAPS  Essay 
Contest  Committee  on  or  before  March  20,  1963. 

Rules  of  The  Essay  Contest 

1.  Choice  of  topic:  “The  Advantages  of  Private  Medi- 
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cal  Care”  or  “The  Advantages  of  the  American 
Free  Enterprise  System  over  Communism”. 

2.  Eligibles  are  high  school  students  in  all  public, 
parochial  or  private  schools  except  sons  and 
daughters  of  physicians. 

3.  Essays  must  be  between  1000  to  1500  words, 
double  spaced,  typed  on  one  side  and  on  8 Vz  ” x 
11”  paper. 

4.  The  name,  address,  telephone  number,  school  and 
grade  of  the  essayist  should  appear  on  the  cover 
or  the  first  page  of  the  Essay. 

5.  The  Contest  begins  January  1,  1963,  and  Essays 
must  be  submitted  on  or  before  March  15,  1963 
to:  “HEADS  OF  EACH  COUNTY  ESSAY  COM- 
MITTEE". 

6.  Compositions  must  be  original  and  should  be  well 
documented. 

7.  Judging  will  be  based  solely  on  knowledge  and 
grasp  of  the  subject  supported  with  documentation 
and  sound,  logical  conclusions. 

Activities  of  The  State  Essay  Contest 
Committee 

A.  The  South  Carolina  AAPS  Essay  Contest  Com- 
mittee will  receive  the  three  prize  winning  Essays 
from  each  sponsoring  County.  Essays  must  be  re- 
ceived by  March  20,  1963. 

( In  the  absence  of  County  Society  sponsorship 
Essays  from  interested  students  will  be  received 
directly  by  the  Committee  and  judged  along  with 
others. ) 

13.  Judges  selected  by  the  State  Committee  will  con- 
sist of  a physician,  an  educator  and  one  other 
qualified  person. 

C.  State  prizes  will  be:  First  prize  $100,  Second 
prize  $75,  Third  prize  $50. 

D.  The  three  State  prize  winning  Essays  will  be  for- 
warded to  the  National  Headquarters  of  the 
Association  of  American  Physicians  and  Surgeons, 
by  April  1,  1963,  in  order  to  compete  for  na- 
tional awards. 

E.  The  State  Essay  Contest  Committee  will  make 
available  free  packaged  libraries,  consisting  of 
pertinent  reprints,  and  in  any  other  way  be  help- 
ful to  sponsoring  County  Societies. 

F.  Correspondence  on  the  Essay  Contest  should  be 
directed  to  John  M.  Brewer,  M.  D.,  206-8  South 
Matson  Street,  Kershaw,  South  Carolina — Chair- 
man of  the  AAPS  Essay  Contest. 


Actions  of  The  House  of  Delegates  AMA 
November  25-28,  1962 
Los  Angeles,  Calif. 

In  keynoting  the  Association’s  attitude  toward 
Social  Security  health  care  for  the  aged.  Dr.  George 
M.  Fister  of  Ogden,  Utah,  AMA  president,  told  the 
opening  session  of  the  House: 

“We  will  not  compromise  on  the  fundamental  prin- 
ciples in  which  we  believe  and  for  which  we  have 
fought  in  the  past  with  courage  and  good  judgment. 
We  will  not  jeopardize  our  position  either  by  indi- 
cating a willingness  to  consider  a compromise  which 


MEDICAL  TELEVISION 

Thursday  and  Friday,  February  7th  and  8th, 
8-9:30  P.  M.  on  South  Carolina’s  Educational 
Television  Network. 

DERMATOLOGY  CLINIC 
Panel : 

Dr.  J.  Lamar  Callaway,  Professor  of  Dermatol- 
ogy, Duke  University. 

Dr.  Richard  Allison,  Jr.,  Columbia,  South  Caro- 
lina. 

Dr.  Kathleen  Riley,  Assoc.  Cl.  Prof,  of  Der- 
matology, Med.  Coll,  of  S.  C.,  Charleston, 
South  Carolina. 

Dr.  Dale  Groom,  Moderator. 

Produced  in  collaboration  with  the  ETY'  Staff 
through  a grant  from  the  Merck  Sharp  & Dohme 
Postgraduate  Program. 

Reminder:  A replay  of  PEPTIC  ULCER  will 
be  shown  on  February  21st. 


would  damage  our  basic  principles,  or  by  hasty 
action  which  might  be  misinterpreted.” 

Dr.  Fister  urged  the  entire  medical  profession  to 
understand  the  basic  issues  in  this  struggle  so  that 
they  can  recognize  the  difference  between  com- 
promise and  surrender. 

“The  people  will  respond  to  the  truth,”  he  said, 
“and  it  is  imperative  that  we  as  individuals  and  as 
an  organization  see  that  they  get  the  truth.” 

The  House  reaffirmed,  without  compromise  or 
change,  the  Association’s  present  policy  of  opposition 
to  the  King-Anderson  type  of  legislation  and  support 
for  the  Kerr-Mills  program.  In  so  doing,  it  also  ap- 
proved in  principle  the  following  suggested  amend- 
ments to  the  Kerr-Mills  Law: 

1.  Remove  the  requirement  that  both  Old  Age 
Assistance  ( OAA ) and  Medical  Assistance  for  the 
Aged  (\1AA)  programs  be  administered  by  the  same 
agency; 

2.  Provide  flexibility  in  the  administration  of  the 
income  limitations  proposed  under  state  law  so  that 
a person  who  experiences  a major  illness  may  qualify 
for  benefits  if  the  expense  of  that  illness,  in  effect, 
reduces  his  money  income  below  the  maximum  pro- 
vided; 

3.  Include  a provision  in  the  law  requiring  state 
administering  agencies  to  seek  expert  advice  from 
physicians  or  medical  societies  through  medical  ad- 
visory committees;  and 

4.  Provide  for  “free  choice”  of  hospital  and  doctor 
under  state  programs. 
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At  the  same  time,  the  House  also  endorsed  in 
principle  four  proposed  amendments  to  the  Internal 
Revenue  Code,  designed  to  assist  in  financing  the 
medical  and  hospital  expenses  of  the  aged.  These 
amendments  would:  liberalize  tax  deductions  for 

medical  expenses  of  dependents  over  age  65;  remove 
the  1 per  cent  drug  limitation  and  include  drugs  as 
medical  expenses;  permit  taxpayers  over  age  65  to 
receive  full  tax  benefit  for  medical  expenses  by 
use  of  the  carry-forward  and  carry-back  principle, 
and  provide  a tax  credit  for  medical  expenses  paid  by 
the  over  age  65  taxpayer,  proportionate  to  the  rela- 
tion between  his  medical  expenses  and  taxable  in- 
come. 

The  House  also  approved  a status  report  which 
concluded  with  this  statement: 

“It  is  our  strong  conviction  that  the  legislative 
situation,  the  expanding  health  insurance  and  pre- 
payment coverage,  the  improving  economic  status  of 
tlie  aged,  and  the  many  other  factors  cited  in  this 
report  require  that  we  face  the  1963-64  Congressional 
campaign  without  defeatism  or  complacency  and 
with  pride  in  the  progress  that  has  occurred.  Finally, 


it  is,  above  all,  essential  that  our  position  not  be 
undermined  by  the  adoption  of  any  policies  that 
compromise  our  basic  principles.” 

In  considering  seven  so-called  “pledge”  resolu- 
tions, involving  professional  freedom,  the  House 
adopted  a substitute  resolution  urging  that  all  physi- 
cians be  encouraged  to  support  the  position  taken 
by  the  House  of  Delegates  in  June,  1961.  That  policy 
statement  said: 

“The  House  of  Delegates  invites  attention  to  the 
fact  that  the  medical  profession  is  the  only  group 
which  can  render  medical  care  under  any  system  and 
that  tlie  medical  profession  is  best  qualified  to  de- 
termine how  the  best  medical  care  can  be  delivered. 

“Tlie  House  of  Delegates  believes  that  the  medi- 
cal profession  will  see  to  it  that  every  person  receives 
the  best  available  medical  care  regardless  of  his  abil- 
ity to  pay,  and  it  further  believes  that  the  profession 
will  render  that  care  according  to  the  system  it  be- 
lieves is  in  the  public  interest  and  that  it  will  not  be 
a willing  party  to  implementing  any  system  which  is 
detrimental  to  the  public  welfare.” 


News 


Dr.  Aimar  Speaks  At  Veterans  Day 
Observance 

Charles  Aimar,  Darlington  physician  and  medical 
coordinator  of  the  local  civil  defense  program,  was 
guest  speaker  at  the  annual  Veterans  Day  banquet 
at  the  Darlington  American  Legion  Hut  in  Novem- 
ber. 


Dr.  Pitts  Speaks  Before  Cancer  Unit 
Meeting  November  29 

Dr.  Thomas  A.  Pitts  of  Columbia  was  the  guest 
speaker  for  the  annual  meeting  of  the  Berkeley 
County  Cancer  Unit  on  November  29. 


Dr.  Hoyt  Bodie  Now  in  Columbia 
As  Radiologist 

Dr.  Hoyt  Bodie  has  recently  become  associated 
with  Dr.  T.  A.  Pitts  and  Dr.  J.  F.  Adams  in  the  prac- 
tice of  radiology  in  Columbia.  These  radiologists  serve 
the  Baptist  Hospital,  the  Providence  Hospital,  and 
the  S.  C.  State  Hospital. 

Dr.  Bodie  is  a native  of  Batesburg.  He  received  a 
B.  S.  degree  from  the  University  of  South  Carolina 
in  1947,  and  is  a member  of  Phi  Beta  Kappa.  In  1951 
he  graduated  from  the  Medical  College  of  S.  C.  as  an 
honor  graduate.  He  spent  one  year  of  general  intern- 
ship at  Wayne  County  General  Hospital  in  Eloise, 
Michigan  from  1951-52. 

For  six  years  Dr.  Bodie  was  a general  practitioner 
at  Johnston,  S.  C.,  and  was  active  in  civic  affairs  in 
this  community,  receiving  the  Distinguished  Service 
Award  in  1956.  He  took  his  training  in  the  field  of 
radiology  at  the  Medical  College  of  Georgia  in 


Augusta,  Georgia  from  1958-1961.  Following  this  he 
was  a member  of  the  faculty  at  the  Medical  College 
of  Georgia  for  one  year. 


Alcoholism  Council  To  Organize  in 
Florence 

A steering  committee  has  been  named  to  organize 
a council  on  alcoholism  to  educate  Florence  County 
citizens  on  tlie  problems  of  the  disease. 

Tlie  committee  was  formed  after  addresses  by  Dr. 
W.  R.  Mead,  local  physician,  and  W.  J.  McCord, 
educational  director  of  the  South  Carolina  Alcoholic 
Rehabilitation  Commission. 


Laurens  County  Medical  Society  Elects 
New  Officers 

The  November  meeting  of  the  Laurens  County 
Medical  Society  was  held  at  the  Joanna  Club  House, 
Joanna.  Dr.  William  D.  Irvine,  president,  presided. 

The  following  officers  for  1963.  were  elected:  Dr. 
E.  M.  Sullivan  of  Clinton,  president;  Dr.  Julian 
Atkinson,  Laurens,  Vice-president;  Dr.  Louis  Stephens, 
Clinton,  Secretary-treasurer;  Dr.  James  MacDonald, 
Clinton,  delegate  to  S.  C.  Medical  Society,  and  Dr. 
Martin  M.  Teague,  Laurens,  alternate  delegate. 


Dr.  Powe  To  Be  Partner  Of  Dr.  Owens 

A native  Hartsvillian,  Dr.  C.  E.  (Ed)  Powe,  Jr., 
has  returned  home  and,  as  an  obstetrician  and  gyne- 
cologist, will  be  associated  with  Dr.  Charles  Owens 
as  a partner. 

Dr.  Powe  is  the  son  of  Mrs.  C.  E.  Powe  and  the 
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late  Dr.  Powe.  He  attended  Hartsville  Higli  School 
and  graduated  from  Woodberry  Forest  School.  Then 
he  went  to  Davidson  College,  and  on  to  the  Medical 
College  of  South  Carolina  where  he  received  his 
medical  degree  in  1958.  He  did  internship  for  one 
vear  at  the  Medical  College  Hospital. 

He  has  had  several  articles  published  in  the  AM  A 
Journal,  the  Southern  Medical  Journal  and  the  Jour- 
nal of  Obstetrics  and  Gynecology,  with  his  major 
theme  and  interest  centering  in  three  realms. 

He  did  his  residency  program — in  obstetrics  and 
gynecology  at  the  University  of  Miami. 

Two  articles  were  published,  entitled  “The  Pre- 
vention of  Maternal  and  Infant  Death  by  Hemor- 
rhage in  Pregnancy.” 

Another  article,  published  last  July  in  the  JAMA, 
was  on  the  “Relief  of  Pain  During  Labor. 

Still  another  article  is  yet  to  be  published,  and  is 
expected  to  be  out  in  a month  or  two.  It  is  titled 
“Surgical  Treatment  of  Female  Cancer. 


Dr.  LaBorde  Opens  Medical  Offices  in 
Columbia 

Dr.  Jean  Baptiste  LaBorde,  Jr.  has  announced  the 
opening  of  his  office  for  the  general  practice  of 
medicine  at  2009  Hampton  Street. 

Dr.  LaBorde  was  born  in  Columbia,  the  son  of  Mrs. 
Jean  LaBorde  and  the  late  Dr.  LaBorde  of  Columbia. 
He  attended  the  University  of  South  Carolina,  and 
was  graduated  from  the  Medical  College  of  South 
Carolina  in  1959. 

He  completed  his  internship  at  Columbia  Hospital 
in  1960. 

After  attending  the  School  of  Aviation  Medicine 
at  Brooks  Air  Force  Base,  San  Antonio,  Texas,  he 
served  for  two  years  as  a captain  in  the  Air  Force, 
stationed  at  Hancock  Field,  Syracuse,  New  York. 


Physicians  Participate 

Dr.  O.  Rhett  Talbert  introduced  the  first  program 
of  the  Charleston  Freedom  Forum,  Inc.,  held  Novem- 
ber 20  at  Memminger  Auditorium.  Giving  the  Wel- 
come and  Presentation  by  the  City  of  Charleston  was 
Dr.  Clarence  W.  Legerton.  Dr.  Talbert  is  president 
of  the  Freedom  Forum,  and  Dr.  Legerton  and  Dr. 
R.  Maxwell  Anderson  are  sponsors. 


American  College  of  Surgeons 

The  American  College  of  Surgeons  will  hold  its 
Sectional  Meeting  in  Charlotte,  N.  C.,  February  11-13 
at  the  Queen  Charlotte  Hotel.  Dr.  Paul  W.  Sanger 
is  local  chairman. 


Dr.  Weston  and  Dr.  Fennell  Associate 

C.  Tucker  Weston,  M.  D.  and  Edwin  K.  Fennell, 
M.  D.  announce  their  association  in  the  practice  of 
orthopedic  & Traumatic  Surgery  at  1410  Barnwell 
Street,  Columbia. 


Research  Building  of  The  Medical  College 
of  South  Carolina  Completed  in  Late  1962. 

This  8 story  building  on  Mill  St.  connects  by 
passage-ways  with  each  floor  level  of  the  older 
basic  science  quadrangle  and  is  near  the  over-head 
passage-way  to  the  Medical  College  Hospital.  The 
ground  floor  is  an  extension  of  the  Alumni  Mem- 
orial Clinic  and  the  upper  7 floors  contain  lab- 
oratories and  specialized  services  of  the  research 
activities. 
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Sumter  Health  Department  Gets  Award 

The  Sumter  County  Health  Department  has  re- 
ceived an  award  from  the  Sumter  County  Unit  of  the 
American  Cancer  Society  for  its  work  with  cancer 
patients.  Dr.  Alex  Heise  accepted  the  award  for  the 
Department. 


Doctors  Meet  Lawyers  in  Florence 

Chesterfield  County  physicians  were  hosts  to  Pee 
Dee  doctors  and  lawyers  at  a dinner  meeting  in 
Florence,  November  29th.  Mr.  B.  A.  Moore,  Profes- 
sor of  Jurisprudence  at  the  Medical  College  of  South 
Carolina,  was  guest  speaker. 


Coastal  Medical  Society 

The  Coastal  Medical  Society  met  November  15  at 
Walterboro.  Capt.  L.  L.  Hayes,  M.  D.,  Commanding 
Officer  of  the  U.  S.  Naval  Hospital,  Beaufort,  spoke 
on  New  Approaches  in  the  Management  of  Mass 
Casualties. 


Medical  College  Addition  Opened 

On  November  21,  1962  the  Medical  College 

opened  its  $548,000  addition  to  the  Department  of 
Psychiatry. 

The  additions  on  both  the  east  and  west  wings  as 
well  as  the  center  area  will  increase  the  bed  capacity 
from  22  to  66.  43  new  rooms  have  been  constructed. 
According  to  Dr.  H.  Rawling  Pratt-Thomas,  president, 
the  Department  will  be  divided  into  a section  for 
security  patients  and  another  section  called  “open.” 
Each  section  will  have  28  beds.  A 10  bed  child  psy- 
chiatry ward  also  is  included  in  the  new  facility. 

Present  to  celebrate  the  opening  ceremonies  was 
the  S.  C.  Legislature’s  Special  Committee  on  Mental 
Health,  Senator  Earl  Morris,  Jr.,  from  Pickens 
County,  Chairman,  Dr.  H.  R.  Pratt-Thomas,  Dr.  J.  J. 
Cleckley,  Chairman,  Department  of  Psychiatry,  the 
staff  of  the  Department  and  members  of  the  press, 
\ ideo  and  radio  media.  Dr.  Cleckley  said  that  the 
new  and  varied  facilities  will  make  possible  the  train- 
ing of  12  to  14  residents  in  psychiatry  instead  of  the 
6 formerly  trained.  Senator  Morris  and  his  Committee 
have  been  studying  and  making  recommendations  to 
improve  South  Carolina’s  psychiatric  training  and 
treatment  program  since  1948. 

An  open  house  was  held  on  December  4. 


Extended  Internship  Approved  For 
Spartanburg  Hospital 

Spartanburg  General  Hospital  has  been  approved 
for  a two-year  internship  training  program  by  the 
American  Academy  of  General  Practice. 

The  trustees  approved  a recommendation  that  two 
second-year  interns  be  employed  for  this  program. 
They  agreed  that  the  second-year  intern  salaries  will 
be  $425  per  month  — the  same  as  a first  and  second 
year  resident. 

The  hospital  has  also  started  on  its  fourth  project 
in  an  extensive  modernization  and  renovation  pro- 
gram. 


FEBRUARY  7-13,  1963 
BOY  SCOUTS  OF  AMERICA 


Dr.  Jeanes  Honored 

A tribute  was  paid  to  the  late  Dr.  R.  P.  Jeanes, 
Saturday,  October  27,  when  seven  lovely  magnolia 
trees  were  planted  in  his  memory  on  the  Easley  Bap- 
tist Hospital  grounds. 

The  trees  were  planted  at  the  end  of  the  South 
Wing  next  to  Fleetwood  Drive.  They  were  donated 
bv  Mr.  and  Mrs.  Otto  McDonald,  Iris  Garden  Club, 
Mr.  and  Mrs.  Homer  Coker,  employees  and  the  Board 
of  Trustees  of  the  hospital. 


Charleston  Alert  Elects  Dr.  Talbert 

Dr.  O.  Rhett  Talbert,  professor  of  neurology  at  the 
Medical  College  of  South  Carolina,  has  been  elected 
chairman  of  Charleston  Alert. 


Funds  Approved  For  Barnwell 
Hospital  Expansion 

The  board  of  trustees  of  the  Barnwell  County  Hos- 
pital has  received  official  word  from  the  Department 
HEW  that  an  application  for  federal  funds  totaling 
$140,000  has  been  approved.  The  approval  is  based 
on  the  condition  that  the  hospital  will  be  able  to 
provide  one-third  of  the  expected  cost  of  the  ex- 
pansion program. 

The  board  added  that  it  expects  to  receive  a gift 
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of  one-half  of  the  cost  that  would  normally  be  paid 
from  county  funds,  and  the  Barnwell  County  Legisla- 
tive Delegation  has  cooperatively  approved  the 
underwriting  the  remainder,  which  would  be  one- 
sixth  of  the  total  cost,  or  $35,000. 

As  a result  of  these  funds,  it  is  expected  that 
some  16  new  private  rooms  and  two  semi-private 
rooms  will  be  added  to  the  present  facilities  and  other 
needed  changes  will  be  made.  All  of  this  will  be  at 
a maximum  total  cost  of  $210,000. 


Elected  Officers  of  The  Charleston  County 
Medical  Society  For  the  Year  1963 

President Dr.  Pierre  G.  Jenkins 

Vice-President Dr.  William  H.  Speissegger 

Secretary  and  Treasurer Dr.  Louis  P.  Jervey 


Medicare  Is  Debate  Topic  in  Charleston 

The  pros  and  cons  of  Medicare,  government-spon- 
sored health  care,  were  debated  at  the  Jewish  Com- 
munity Center  in  Charleston  in  November. 

Participants  in  the  debate,  sponsored  by  B'nai 
B’rith,  were  O.  T.  Wallace,  master  in  equity  for 
Charleston  County,  and  Dr.  R.  M.  Anderson,  local 
physician.  Dr.  Arthur  V.  Williams  moderated  the 
discussion. 


Williamsburg  County  Hospital  Enters 
Final  Planning  Stages 

A new  $1  million  Williamsburg  County  Memorial 
Hospital  is  in  the  final  planning  stages. 

The  architect’s  plans  are  nearing  completion,  the 
site  has  been  obtained,  Hill-Burton  funds  appropri- 
ated, and  organization  set  for  a fund-raising  drive  for 
the  final  $100,000  needed  before  construction  starts. 

The  new  structure  will  be  a 60-bed  hospital  on  a 
100-bed  chassis,  which  means  that  construction  fea- 
tures allow  for  40-bed  expansion  without  increasing 
expensive  medical  service  areas. 


Pathology  Department  Dedicated 

Dedication  services  for  the  Thomas  G.  Roche  De- 
partment of  Pathology  in  the  service  area  of  the 
Cherokee  County  Memorial  Hospital  were  held 
November  18. 


Dr.  Hunt  Named  Chairman  Of  ’62  Seal 
Campaign 

Dr.  Leon  E.  Hunt,  who  became  Bishopville’s  third 
general  practitioner  last  summer,  has  been  appointed 
1962  Honorary  County  Christmas  Seal  Campaign 
Chairman. 


Dr.  Talbert  Addresses  Underwriters 

Dr.  Rhett  Talbert,  professor  of  neurology  at  the 
Medical  College  of  S.  C.  addressed  the  Charleston 
Life  Underwriters  Association  in  November. 

The  subject  of  his  address  was  “The  Individual 
Versus  Collectivism.” 


MEDICAL  ETV 

Since  the  1961-62  series  of  Medical  Tele- 
vision programs,  several  hospitals  and  many 
new  schools  have  been  added  to  the  Educa- 
tional Television  Network  which  now  serves 
every  county  of  South  Carolina.  Therefore,  in 
addition  to  the  current  series  of  programs  which 
will  be  presented  on  the  regular  schedule  of  the 
first  Thursday  and  Friday  of  every  month  as 
before,  the  recordings  of  last  year’s  programs 
will  be  shown  again  on  the  following  sched- 
ule: 

The  Lump  in  the  Breast— January  17,  1963 
Peptic  Ulcer — [February  21,  1963 
Pitfalls  in  the  Treatment  of  Fractures — March 
21,  1963 

Treatment  of  Hypertension — April  18,  1963 
Space  Medicine,  and  Medical  Disaster 
Planning — May  16,  1963. 

You  will  continue  to  receive  each  month  an- 
nouncements of  the  new  series  of  live  programs. 
The  above  re-runs  are  being  scheduled  par- 
ticularly for  the  hospitals  which  have  been 
added  to  the  ETV  Network  but  of  course  they 
may  be  viewed  also  in  any  of  the  144  schools 
served  by  ETV  throughout  the  State.  If  you 
are  interested  in  viewing  any  or  all  of  these 
programs,  please  consult  your  local  school 
officials. 


Dr.  Mead  Addresses  Kiwanians 

Dr.  Walter  R.  Mead  of  Florence,  chairman  of  the 
South  Carolina  Alcoholic  Rehabilitation  Center 
Board,  addressed  members  of  the  Sumter  Kiwanis 
Club  during  their  November  meeting. 


Dr.  Williams  Named  Chairman  Of 
Georgetown’s  New  Board  Of  Health 

Dr.  C.  Lide  Williams  was  chosen  chairman  of  the 
newly-created  Georgetown  board  of  health  at  its 
organizational  meeting. 

The  board  was  established  by  the  Georgetown  City 
Council  in  compliance  with  a state  law  requiring  such 
boards  in  all  cities. 


Columbia  Medical  Society  Names  Officers 
For  New  Year 

Dr.  Rudolph  Farmer  was  named  president-elect 
of  the  Columbia  Medical  Society  at  the  annual  elec- 
tion meeting  December  10. 

Dr.  J.  Gordon  Seastrunk,  named  president-elect  in 
1961,  will  become  the  society’s  president  in  January. 

Other  officers  named  include:  Dr.  E.  C.  Kinder, 
vice-president;  Dr.  James  A.  Fort,  re-elected  secre- 
tary; Dr.  James  W.  Fouche,  re-elected  treasurer,  and 
Dr.  Buford  S.  Chappell,  re-elected  editor  of  The 
Recorder,  the  society’s  monthly  publication. 
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Tlie  following  were  named  Delegates  to  the  South 
Carolina  Medical  Association:  Dr.  Garrison  Latimer, 
Dr.  John  E.  Holler,  Dr.  P.  F.  LaBorde  and  Dr.  D. 
Strother  Pope. 

Alternate  delegates  are:  Dr.  J.  R.  Allison,  Jr.,  Dr. 
A.  F.  Burnside,  Jr.,  Dr.  Hugh  DuBose,  Dr.  Buford  S. 
Chappell,  Dr.  R.  P.  Watson,  Dr.  Charles  R.  Sloan, 
Dr.  Marion  Hook,  Dr.  H.  A.  Skinner,  Dr.  Albert  E. 
Cremer,  Dr.  F.  L.  Clark  and  Dr.  L.  V.  Jowers. 

Dr.  Farmer,  has  been  superintendent  of  the  South 
Carolina  Sanatorium,  State  Park,  since  July  1954. 
Born  in  Allendale,  he  was  graduated  from  Clemson 
College  and  received  his  medical  degree  from  the 
Medical  College  of  South  Carolina. 

He  interned  at  Roper  Hospital,  Charleston;  Presby- 
terian Hospital,  Pittsburgh;  and  General  Hospital, 
Spartanburg.  He  came  to  the  South  Carolina  Sana- 
torium in  July,  1930.  He  took  post-graduate  work  at 
the  Trudeau  School  of  Tuberculosis,  Saranac  Lake, 
N.  Y.,  and  Bellevue  Hospital,  N.  Y. 

Doctor  Farmer  is  a member  of  the  South  Carolina 
Medical  Association  and  is  a past  vice-president  of 
the  Columbia  Medical  Society;  past  president  of  the 


Columbia  Medical  Club;  member  of  the  Columbia 
Rotary  Club  and  numerous  professional  societies. 


The  Gill  Memorial  Eye,  Ear  and  Throat 
Hospital 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hospital 
Announces  to  the  Profession 
its 

Thirty-Sixth  Annual  Spring  Congress 
in 

Ophthalmology  and  Otolaryngology 
April  1 through  April  5,  1963 
For  Further  Information  Write: 
Superintendent,  P.  O.  Box  1789,  Roanoke,  Virginia 


Red  Cross  Heads  Elected 

Both  Oconee  and  Marion  counties  have  recently 
elected  physicians  to  head  their  Red  Cross  Chapters. 
In  October,  Dr.  L.  E.  Mays  was  renamed  president 
of  the  Oconee  Red  Cross  and  Dr.  Louis  Abbott  was 
re-elected  second  vice  chairman.  The  Marion  chapter 
of  the  American  Red  Cross  installed  Dr.  Ira  Barth  as 
its  chairman  in  November. 
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ORDER  RLANK 

South  Carolina  Medical  Association 

PUBLIC  RELATIONS  COMMITTEE 

P.  0.  Box  275,  Charleston,  S.  C. 


PLEASE  SEND  THE  FOLLOWING 


Pamphlets  & Reprints 

(Quantity) 

America — Beware  of  the  Welfare  State 
Socialized  Medicine  and  You 
A Case  Against  Socialized  Medicine 
The  Cost  of  Medical  Care 
I Quit  Socialized  Medicine 
Health  Care  for  the  Aged 
A Family  Doctor’s  Fight 
Medical  Aid  for  Aged 
Helping  Those  Who  Need  Help 
What  Price  Medical  Care  of  the  Aged  ? 


Speeches 

1.  King  Anderson  vs.  Kerr  Mills 

2.  Food  Faddism 

3.  Hospital  Costs 

4.  Hidden  Hazards  (household 
poisons) 

5.  Care  of  American  Businessmen 

6.  Mental  Health 

7.  Medicine  as  a Career 

8.  7 Ways  to  Cut  Medical  Expenses 


NAME 

ADDRESS- 
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Public  Relations 


SPEAKERS  BUREAU: 

What  is  your  local  bureau  doing? 


In  order  to  determine  the  effectiveness  of  this  program,  the  public  relations  committee 
would  welcome  news  of  your  activities,  special  problems,  or  need  for  specific  materials. 

In  Charleston  County  the  speakers  bureau  has  had  an  active  fall  season.  Requests  have 
come  from  a number  of  civic  clubs,  representing  a cross-section  of  the  community. 

An  unusual  engagement — a debate  between  a local  physician  and  a Democratic  leader — 
won  a round  for  the  medical  profession  as  an  extremely  strong  case  was  presented  against 
MEDICARE. 

Another  departure  from  the  usual  was  the  appearance  of  a local  physician  as  guest  of 
the  local  press  club  for  an  off-the-record  discussion  of  Medicare  and  other  press-related 
medical  problems.  Sessions  of  this  nature  can  clear  the  air  effectively  and  pave  the  way  for 
sympathetic  local  press  relations.  If  there  is  no  press  club  in  your  area,  the  same  results  may 
be  achieved  by  inviting  members  of  the  press  to  a regular  or  special  meeting  of  your  county 
society. 


the  light  touch  . . . 

one  view  of  socialized  medicine — 
from  “Doing  the  Charleston”  by  Ashley 
Cooper 

Reprint  from  the  Charleston  News  &■ 
Courier,  Oct.  9,  ’62 

“Mr.  Jones  is  suddenly  taken  ill  with  what 
appears  to  be  acute  appendicitis.  His  wife, 
an  expectant  mother,  calls  the  local  govern- 
ment medicare  clinic,  and  explains  to  the 
receptionist  Mr.  Jones’  symptoms. 

Mrs.  Jones — But  Mr.  Jones  is  in  violent  pain. 

Receptionist — I’m  sorry  Mrs.  Jones,  hut  today  is 
the  day  for  skin  diseases. 

Mrs.  J. — What  about  tomorrow? 

Recpt. — Oli  this  Wednesday  is  the  day  for  corns, 
bunions  and  ingrowing  toenails. 

Mrs.  J. — Well,  how  about  Thursday? 


Recpt. — That’s  the  day  the  Circuit  Brain  and 
Cancer  Surgeon  makes  his  semi-annual  visit,  and 
Dr.  M.  E.  DiCare  lias  to  assist  him. 

Mrs.  J. — What  is  scheduled  for  Friday? 

Recpt. — All  Fridays  are  reserved  for  maternity 
cases.  Dr.  DiCare  doesn’t  like  to  make  the  ex- 
pectant mothers  wait  unnecessarily  for  fear  they 
might  become  too  uncomfortable. 

Mrs.  J. — (Becoming  exasperated)  Well,  when  are 
appendicitis  cases  scheduled? 

Recpt. — (Consulting  the  schedule)  Appendix  re- 
movals are  scheduled  for  Tuesday  of  next  week. 

Mrs.  J. — All  right.  I’ll  bring  Mr.  Jones  in  then. 

Recpt. — Oh,  but  Mr.  Jones  hasn’t  been  examined 
yet.  Examinations  and  scheduling  of  new  cases  are 
on  Wednesday  of  next  week. 

Mrs.  J. — Then  what  can  we  do?  I'm  afraid  Mr. 
Jones  might  die  before  then. 

Recpt. — There’s  a good  veterinarian  around  the 
corner  from  the  clinic.  Confidentially,  we  use  him 
ourselves,  but  don't  let  Dr.  DiCare  hear  about  it. 
lie  might  have  the  veterinarian’s  license  revoked.  In 
the  meantime  you  can  pick  up  your  medikit  on 
Monday  between  the  hours  of  10  and  2.  It  contains 
a good  supplv  of  vitamins,  tranquilizers  and  seda- 
tives. 
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Deaths 


DR.  HEYWARD  GIBBES 


Dr.  J.  Heyward  Gibbes,  noted  physician  and  for 
a quarter  of  a century  chairman  of  the  Board  of 
School  Commissioners  for  the  Columbia  district,  died 
December  15. 

Dr.  Gibbes,  who  was  74,  saw  patients  as  late  as 
four  days  before  but  was  stricken  that  afternoon  and 
taken  to  the  hospital. 

Dr.  Gibbes  had  practiced  for  a half-century  in 
Columbia,  or  since  1913,  and  was  widely  recognized 
as  a distinguished  practitioner  in  the  field  of  internal 
medicine  in  which  he  specialized. 

But  as  a man  of  varied  intellectual  pursuits,  Dr. 
Gibbes  extended  his  interests  and  services  beyond 
the  scope  of  his  profession.  His  devotion  to  the  ad- 
vancement of  his  fellow  man  brought  to  his  service 
on  the  school  board  dedication,  deep  study  and  the 
application  of  his  exceptional  intellect.  He  served  as 
a member  of  this  board  for  35  years,  24  of  them  as 
its  chairman,  and  in  a period  when  the  growth  of  the 
Columbia  area  made  heavy  demands  upon  its  public 
school  facility. 

Born  in  Charleston  Sept.  8,  1888,  Dr.  Gibbes  at- 
tended Clemson  College  for  one  year  and  was  gradu- 
ated from  the  University  of  South  Carolina  in  1908 
with  B.S.  and  A.B.  degrees. 

His  medical  education  was  at  the  Medical  College 
of  Johns  Hopkins  University,  from  which  he  was 
graduated  in  1912,  ranking  sixtli  in  his  class. 

Dr.  Gibbes  was  a student  at  Johns  Hopkins  during 
an  illustrious  period  of  its  history,  and  had  the  ad- 
vantage of  pursuing  his  preparations  as  a physician 
under  a faculty  of  worldwide  distinction.  Its  mem- 
bers included  the  renowned  Doctors  William  Osier, 
Dr.  Howard  Kelly  and  Dr.  William  S.  Halstead. 
Another  member  of  Johns  Hopkins  staff  who  was  a 
man  of  eminence  at  that  time  was  Dr.  Welch.  Dr. 
Gibbes  interned  under  another  noted  medical  profes- 
sor, Dr.  L.  F.  Barker. 

It  was  from  such  associations  and  teachings  that 
Dr.  Gibbes  came  back  to  Columbia  to  himself  become 


a highly  successful  physician  and  notably  serviceable 
citizen  of  his  native  state. 

It  was  recalled  that  the  late  Dr.  William  Watts  Ball, 
former  editor  of  The  State  and  The  News  and 
Courier,  once  said  Dr.  Gibbes  was  “one  of  the  wisest 
of  all  South  Carolinians.” 

For  his  services  to  mankind,  Dr.  Gibbes  received 
honors;  the  most  recent  came  only  last  month,  when 
he  received  a citation  from  the  Veterans  Administra- 
tion. He  had  been  chief  medical  consultant  at  the 
Veterans  Hospital  in  Columbia  since  1934. 

In  1940  the  University  of  South  Carolina  conferred 
upon  Dr.  Gibbes  the  honorary  degree  of  Doctor  of 
Science. 

Dr.  Gibbes  was  a past  president  of  the  South 
Caroliniana  Society  and  of  the  Columbia  Medical 
Society. 

Dr.  Gibbes  was  a member  of  the  American  Clinical 
and  Climatological  Association,  the  American  Medi- 
cal Association,  the  American  College  of  Physicians, 
the  Southern  Medical  Association,  the  Columbia  Medi- 
cal Society  and  the  Pithotomy  Club  (known  as  the 
Society  of  Pithotomist),  originated  in  1897  and  mem- 
bership in  which  was  open  only  to  Johns  Hopkins 
seniors.  He  was  a member  of  the  Kosmos  Club  of 
Columbia. 


DR.  P.  E.  ASSEY 

Dr.  Phillip  Edward  Assey,  a practicing  physician 
for  35  years,  died  December  17  in  Georgetown. 

Dr.  Assey  was  born  in  Georgetown  on  Sept.  5, 
1905  and  received  his  pre-medical  education  at  the 
University  of  South  Carolina.  He  was  graduated  from 
the  Medical  College  of  South  Carolina  and  received 
further  training  at  Saranac,  N.  Y.  and  at  Bellevue 
Hospital  in  New  York  City.  Dr.  Assey  was  a mem- 
ber of  the  South  Carolina  Medical  Association  and  of 
the  Georgetown  County  Medical  Association  and  a 
member  of  the  staff  of  the  Georgetown  County  Mem- 
orial Hospital. 


DR.  W.  A.  WALL 

Dr.  William  Aiken  Wall,  78  years  old,  died 
November  19  at  his  residence,  104  Broughton  Road. 

Dr.  Wall  was  born  July  4,  1884  in  Marion  County. 
He  attended  Marion  High  School  and  entered  the 
school  of  pharmacy  in  Charleston  graduating  in  1905. 
He  then  operated  a pharmacy  for  several  years  in 
Charleston  and  completed  the  school  of  medicine  at 
the  Medical  College  in  1912.  He  practiced  medicine 
in  Berkeley  Countv  for  50  years  and  continued  in 
active  practice  until  the  day  of  his  death. 

He  was  a Mason,  a deacon  of  the  First  Baptist 
Church  and  superintendent  of  education  for  Berkeley 
County  for  20  years. 
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DR.  J.  Y.  BRYSON 

Dr.  J.  Y.  Bryson,  resident  physician  at  State  Park 
in  Columbia,  passed  away  suddenly  from  a heart 
attack  on  November  19.  He  was  a native  of  Laurens 


and  attended  Wofford  College  and  the  University  of 
S.  C.  He  graduated  from  the  Medical  College  of 
S.  C.  and  did  graduate  work  in  the  Ear,  Nose  and 
Throat  Clinic  in  New  York. 


SOUTH  CAROLINA  STATE  HOSPITAL 
DEPARTMENT  OF  PROFESSIONAL 
SERVICES,  COLUMBIA  UNIT 
LAWSON  H.  BOWLING,  M.  D. 
DIRECTOR 


Treatment  Program 

Psychiatry  and  mental  hospitals  have  gotten  a 
tremendous  public  acceptance  and  boost  since  World 
War  II.  These  hospitals  were  studied  as  social  systems 
and  found  to  be  primarily  custodial  rather  than  thera- 
peutic. However,  we  are  changing  from  custodial  to 
therapeutic.  The  concept  of  the  open  hospital  has  de- 
veloped. There  is  closer  liaison  with  communities. 
Units  in  general  hospitals  have  been  developed.  Day 
and  night  care  units,  half-way  houses  and  many  other 
alternatives  to  the  “insane  asylum  have  flowered. 
The  isolation  era  is  rapidly  closing.  The  concept  of 
the  “crazy  person”  has  been  seriously  modified. 

The  Therapeutic  Mental  Hospital 

A therapeutic  hospital  provides  services  to  effec- 
tively deal  with  the  physical,  emotional  and  social 
aspects  of  patients’  problems.  It  calls  for  clinical 
services,  teaching  and  research.  It  requires  a wide 
variety  of  services,  a variety  of  professions,  programs 
with  specific  goals  and  the  means  to  implement  them, 
coordination  of  professional  skills,  flexible  services  in 
a continuum  and  the  development  of  community  ser- 
vices. These  programs  are  developed  through  ad- 
ministrative and  clinical  procedures. 

Administration  sets  the  emotional  climate  of  the 
organization.  A therapeutic  hospital  is  minimally  re- 
strictive, regulative,  confining,  isolating,  regimented 
and  is  non-punishing.  Its  rules  are  minimal  and  simple. 
It  gives  responsibility  to  patients  and  expects  them 
to  meet  their  responsibilities. 

Specific  Structure  of  Treatment  Services 

The  hospital  superintendent  is  a physician,  a psy- 
chiatrist, and  a hospital  administrator.  The  director 
of  professional  services  is  a physician  and  psychiatrist, 
trained  in  administration.  Four  major  Psychiatric  Ser- 
vices (admission-exit,  remotivation,  geriatric,  and 
medical-surgical ) are  under  the  direction  of  chief  psy- 
chiatrists or  physicians  and  each  has  a program  and 
set  of  goals  coordinated  by  the  director  of  professional 
services. 

We  have  departments  of  nursing,  psychology,  social 
work,  chaplaincy,  occupational  therapy,  industrial 

Dr.  Humphries  Honored 

Dr.  A.  W.  Humphries,  retired  Kershaw  County 
Health  Department  director,  was  presented  with  a 
pin  in  recognition  of  50  years  service  as  a practicing 
physician  in  South  Carolina,  during  ceremonies  at  a 
meeting  of  the  Kershaw  County  Medical  Association. 
Presenting  Dr.  Humphries  with  the  pin  is  Dr.  F.  N. 


therapy,  recreation,  music  therapy,  library,  vocational 
counseling  and  trades  training.  These  departments 
deploy  their  personnel  and  resources  to  enrich  with 
their  skills  the  programs  of  the  Psychiatric  Services. 
Admission-Exit  Service  is  for  acute  and  intensive 
treatment.  Remotivation  Service  is  for  illnesses  of 
longer  duration.  Geriatric  Service  is  for  aged  persons. 
Medical-Surgical  Service  provides  medical  and  sur- 
gical treatment  for  those  psychiatric  patients  who  need 
it. 

A modest  after-care  clinic  provides  services  to  a 
limited  number  of  selected  psychiatric  patients  after 
their  release  from  the  hospital. 

The  Tie-in  of  Treatment  With  Teaching  and  Research 

Developmental,  teaching  and  research  undertakings 
to  develop  improved  techniques  and  skills  are  an 
integral  part  of  the  treatment  services  programs. 

There  are  developmental  and  research  undertakings 
to  develop  multidisciplinary  psychiatric  teams,  thera- 
peutic ward  settings,  after-care  social  services  and 
vocational  and  social  rehabilitation.  There  is  a major 
joint  undertaking  between  the  hospital  and  the 
South  Carolina  Department  of  Vocational  Rehabilita- 
tion. 

We  train  physicians  to  be  psychiatrists.  This  is  a 
program  formally  approved  by  the  AMA  council  on 
medical  education.  Nursing  has  extensive  in-service 
and  affiliate  training  programs.  In-service  and  aca- 
demic training  programs  exist  for  psychologists,  social 
workers,  chaplains,  music  therapists,  and  others. 

The  multidisciplinary  psychiatric  team  approach 
is  basic  in  our  treatment  program.  They  give  numerous 
services  and  a variety  of  professional  skills  to  patients 
and  their  families.  There  is  individual  and  group 
counseling  and  psychotherapy,  drug  therapy,  electro- 
convulsive therapy,  social  services  vocational  services, 
after-care  services,  given  in  a coordinated  treatment 
program  “hand-tailored”  for  the  individual  patient. 

Cure  of  the  patient  is,  of  course,  desired  but  it  is 
not  regarded  as  mandatory.  We  strive  for  the  maxi- 
mum functioning  of  the  individual  person  in  the  phy- 
sical, emotional,  and  social  spheres. 

McCorkle,  president  of  the  county  medical  associa- 
tion. 


Dr.  Cowan  Elected  By  Pediatricians 

Dr.  Claude  C.  Cowan,  Jr.  of  Greenville  was  re- 
cently elected  a fellow  of  the  American  Academy  of 
Pediatrics. 
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THE  NURSING  HOME 

GRACE  S.  SOUTHERLAND 
MYRTLE  REACH,  S.  C. 


Nursing  and  Convalescent  Homes  provide  total 
nursing  care  of  geriatric,  chronic  and  longterm  con- 
valescent patients  in  a homelike,  cheerful,  friendly 
and  hopeful  atmosphere.  A first  concern  to  the 
Nursing  Home  administrator  is  to  provide  basic 
housing,  food,  service  and  medically  supervised 
nursing  care.  Concurrently  witli  this  care  the  home 
must  provide  services  to  restore  and  maintain  emo- 
tional, physical,  social  and  spiritual  development  or 
enrichment  for  the  patient.  All  of  these  functions  are 
included  in  the  total  concept  of  care  because  the 
Nursing  Home  believes  in  the  integrity  and  worth  of 
every  resident  of  the  home.  The  Nursing  Home  re- 
gards the  resident  as  an  active  and  participating  be- 
loved member  of  the  community. 

All  of  these  functions  must  be  present  in  the 
Nursing  Home  regardless  of  the  classification  as  to 
medical  diagnosis  of  the  residents.  Nursing  Homes 
should  not  be  the  name  assigned  to  all  facilities 
which  care  for  geriatric,  chronic  and  convalescent  pa- 
tients. Nursing  Home  may  be  used  as  a general  term 
for  a facility  which  cares  for  patients  not  in  need  of 
the  services  of  a general  hospital  or  a specialized 
service  such  as  a tuberculosis  hospital,  mental  in- 
stitution or  specialized  rehabilitation  center. 

Within  this  general  term,  Nursing  Home,  we  need 
to  recognize  that  patient  conditions  demand  that  we 
acknowledge  at  least  four  distinct  types  of  facilities. 
Every  community,  for  instance  a county,  may  need 
a number  of  beds  boused  separately  or  segregated 
into  units  rendering  that  service  appropriate  to  the 
needs  of  each  of  the  groups.  One  facility  should  be 
staffed  and  appropriately  equipped  to  care  for  the 
person  who  is  in  need  of  a minimum  amount  of  per- 
sonal assistance,  ie:  bathing,  dressing  and  walking, 
food  service,  laundry  and  appropriate  social,  religious 
and  activity  programs.  This  group  is  not  in  need  of 
specific  supervision  over  medications  and  treatment. 
This  facility  is  not  a Nursing  Home  but  should  be 
subject  to  standards  which  assure  residents  of  cleanli- 
ness, properly  prepared  food,  safety,  and  competent 
assistance.  The  second  facility  should  be  staffed, 
housed  and  properly  equipped  to  provide  those 
services  included  in  the  first  facility  and  in  addition 
supervision  of  medication  and  simple  treatment  and 
some  special  diets.  In  this  facility  these  services  could 
be  within  the  competency  of  a licensed  practical 
nurse  to  supervise.  In  these  homes  the  residents  would 
probablv  be  mostly  ambulatory.  The  third  facility 
needed  in  a community  is  one  which  would  provide 
all  the  services  mentioned  for  the  first  mentioned 
facility  and  nursing  care  which  may  be  rendered  bv 
a licensed  practical  nurse  under  supervision  of  a 


registered  nurse.  In  this  facility  at  least  one  of  these 
qualified  persons  must  be  present  on  all  shifts.  The 
condition  of  the  patient  requires  much  more  close 
supervision  and  nursing  care  than  the  two  afore- 
mentioned homes’  residents.  The  fourth  ty  pe  facility 
is  a facility  which  includes  all  of  the  services  hereto- 
fore mentioned  but  the  nursing  care  required  by  the 
patient  is  of  a much  more  intensive  nature  so  that  it 
requires  the  24  hour  service  of  the  registered  profes- 
sional nurse.  The  equipment  necessary  in  this  facility 
is  much  more  specialized  and  must  be  appropriate 
for  the  total  nursing  needs  of  the  patient. 

The  four  facilities  described  above  are  identified 
by  the  National  Council  for  Accreditation  of  Nursing 
Homes  and  Related  Facilities  as  a Supervised  Living 
Facility,  the  Intermediate  Care  Facility,  the  Skilled 
Nursing  Care  Facility,  and  the  Intensive  Nursing 
Care  Facility.  Some  states’  Boards  of  Health  have 
recognized  this  division  of  the  general  term  for  care 
facility — Nursing  Home — and  now  license  the  Nurs- 
ing Home  according  to  its  ability  to  provide  services. 
In  this  state  the  nursing  home  group  of  facilities  is 
referred  to  as  skilled  nursing  homes.  Within  the 
definitions  outlined  above  it  is  recognized  that  a home 
which  does  not  have  specially  trained  personnel  on 
duty  at  all  times  can  not  properly  be  called  a skilled 
nursing  home.  Those  homes  which  do  not  and  are  not 
required  to  have  specially  trained  personnel  on  duty 
at  all  times  are  or  shoidd  be  closely  screened  to 
ascertain  that  they  do  not  receive  for  care  persons 
requiring  more  specialized  nursing  care  than  is 
rendered  in  the  facility.  Physicians  will  be  most  help- 
ful to  the  Home  by  appraising  the  entire  needs  of 
the  prospective  resident  to  determine  that  the  Home 
to  which  the  person  goes  renders  the  total  care 
needed. 

As  time  marches  along  I feel  sure  that  residents, 
prospective  residents,  physicians,  nurses,  and  other 
persons  interested  in  the  progress  and  betterment  of 
Nursing  Homes  will  recognize  that  there  are  several 
or  more  levels  of  service  needed  for  the  care  of  per- 
sons unable  to  remain  in  their  own  homes  but  not  in 
need  of  hospitalization.  I trust  that  this  understand- 
ing and  appreciation  for  the  various  levels  of  care 
rendered  will  bring  about  a change  of  attitude  toward 
the  Nursing  Home.  We  should  dispel  the  habit  of 
calling  anything  outside  of  home  or  hospital  a 
Nursing  Home  and  recognize  the  capabilities  of  each 
individual  home  as  it  develops  according  to  its  phy- 
sical structure,  domestic  service,  nursing  service  ren- 
dered as  governed  by  the  nurse  staff  qualifications 
and  size,  and  any  special  services  rendered. 
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OBJECTIVES  AND  PROGRAM  OF  THE 
AMA  COMMITTEE  ON  NURSING 


The  program  of  the  AMA  Committee  on  Nursing 
is  based  on  3 general  assumptions:  (1)  that  nurses 
have  a separate  and  distinct  professional  status  and 
their  contributions  are  those  of  co-workers;  ( 2 ) that 
nursing  should  expect  the  medical  profession  to  sup- 
port and  endorse  high  standards  of  nursing  education 
and  service;  and  (3)  that  each  of  the  various  levels 
of  academic  and  technical  accomplishment  in  nursing 
makes  its  own  unique  contribution  to  the  total  health 
care  of  the  public. 

On  the  basis  of  these  broad  assumptions,  the  Com- 
mittee has  adopted  the  following  objectives: 

1.  To  expand  and  strengthen  liaison  activities  be- 
tween organizations  representing  the  medical  and 
nursing  professions  at  the  national,  state,  and  local 
levels. 

Liaison  has  been  established  with  all  the  major 
nursing  organizations  (including  the  American  Nurses' 
Association,  the  National  League  for  Nursing,  the 
National  Federation  of  Licensed  Practical  Nurses,  the 
National  Association  for  Practical  Nurse  Education 
and  Service,  and  others)  as  well  as  with  constituent 
and  component  medical  associations,  medical  specialty 
groups,  and  several  national  organizations  with  a col- 
lateral interest  in  nursing. 

The  Committee  feels  that  one  of  its  major  contribu- 
tions is  to  promote  interprofessional  conferences  be- 
tween physicians  and  nurses.  A committee  composed 
of  AMA  and  ANA  representatives  is  now  planning  a 
conference  on  nurse-physician  aspects  of  professional 
practice.  The  Committee  on  Nursing  will  also  en- 
courage the  inclusion  of  nurses  on  programs  of 
national  and  state  medical  meetings  and  attempt  to 
remedy  the  scarcity  of  positively  oriented,  unbiased 
material  on  nursing  in  the  medical  literature. 

2 .To  study  and  report  to  the  medical  profession  on 
current  practices  and  trends  in  nursing  and  on  de- 
velopments among  nursing  auxiliary  personnel. 

Through  its  headquarters  staff,  the  Committee  is 
collecting  information  on  nursing  matters  vital  to  phy- 
sicians. A file  of  abstracts,  excerpts,  and  reprints  is 
available  for  quick  reference. 

3.  To  stimulate,  initiate,  and,  where  feasible,  sup- 
port research  in  areas  pertinent  to  the  nurse-physician 
relationship  in  professional  practice. 

Such  research  requires  the  collaboration  of  many 
disciplines.  Several  nurse-physician  teams  are  now  en- 
gaged in  extensive  research  projects.  These  include 
studies  of  interdisciplinary  participation  in  planning 
care;  the  nursing  needs  of  chronically  ill  ambulators 
patients;  and  the  amount  and  type  of  nursing  service 
which  makes  the  maximum  contribution  to  maternal 
and  infant  welfare. 


4.  To  offer  advisory  services  to  both  professions  on 
interprofessional  matters. 

The  secretary  and  chairman  of  the  Committee  serve 
at  present  on  the  committee  on  careers  of  the  National 
League  for  Nursing.  The  secretary  is  also  a member 
of  the  advisory  council  of  the  National  Federation  of 
Licensed  Practical  Nurses,  the  National  League  for 
Nursing’s  committee  to  study  costs  of  nursing  educa- 
tion, and  the  hospital  advisory  council  of  the  National 
Association  for  Practical  Nurse  Education  and  Service. 
The  Committee  will  also  serve  as  a consultant  group 
to  committees,  councils,  and  departments  within  the 
AMA.  Similar  services  have  been  offered  to  con- 
stituent and  component  medical  associations. 

5.  To  provide  support  and  assistance  to  the  nursing 
profession  and  its  nonprofessional  auxiliary  personnel 
in  their  efforts  to  maintain  high  standards. 

Nursing,  like  medicine,  is  faced  with  pressing  de- 
mands for  change  if  high  standards  are  to  be  main- 
tained in  our  present  environment  of  rapid  scientific 
and  social  advances.  Nursing  is  now  engaged  in  a 
continuous  reevaluation  of  its  educational  system,  its 
scope  of  services,  its  legal  responsibilities,  and  other 
phases  of  its  practice  which  reflect  in  the  quality  of 
patient  care.  This  Committee  supports  the  efforts  of 
the  nursing  profession  in  maintaining  high  standards 
and  offers  its  cooperation  and  assistance. 

6.  To  encourage  physicians  to  accept  invitations  to 
serve  on  nursing  school  faculties. 

In  view  of  growing  pressures  on  the  professional 
nurse  to  assume  responsibilities  of  a medical  nature, 
the  teaching  role  of  the  physician  warrants  reevalua- 
tion. At  the  present  time,  some  nursing  schools  are 
finding  it  necessary  to  assign  nurse  faculty  members 
to  lecture  on  medical  subjects. 

If  the  medical  and  nursing  professions  are  to  make 
the  fullest  use  of  their  joint  potential,  they  must  have 
not  only  a common  denominator  of  interest  in  the  pa- 
tient and  a comparable  body  of  knowledge,  but  also 
the  kind  of  relationship  that  derives  from  a deeper 
appreciation  of,  and  respect  for,  each  other  as  allies 
working  toward  the  same  goals. 

Clarence  II.  Bcnage,  M.D. 

Elias  S.  Faison,  M.D. 

Benson  W.  Harer,  M.D. 

Charles  L.  Leedham,  M.D. 

William  R.  Willard,  M.D. 

Arthur  A.  Kirchner,  M.D., 

Chairman 
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Book  Reviews 


PERIPHERAL  VASCU- 
LAR DISEASES.  Edgar 
V.  Allen,  Nelson  W.  Par- 
ker, Edgar  A.  Hines,  Jr. 
Third  Edition;  W.  B. 
Saunders,  Co.,  Philadel- 
phia, 1962,  $18.00. 

In  the  era  when  the 
mechanical  restoration  of 
blood  flow  in  obstructed 
arteries  rises  to  its  peak,  a 
book  is  published  which,  in 
its  third  edition,  again 
stabilizes  thought  by  its  well  organized  reviews  of 
the  various  arterial,  lymphatic,  and  venous  disorders 
which  comprise  the  perplexing  problems  of  peripheral 
vascular  diseases.  The  numerous  conditions  are  well 
illustrated.  The  material  is  organized.  More  important, 
perhaps,  is  the  perspective.  The  vascular  system  in 
the  broad  sense,  is  discussed  freely.  The  facts,  the 
unknown,  the  failures  and  the  successes  are  in- 
corporated. 

In  comparison  to  the  past  editions,  the  striking 
additions  are  the  chapters  on  the  surgical  approach 
to  the  repair  of  large  artery  disorders.  These  de- 
scriptions are  concise  and  adequate  for  readers  of 
\ aried  interest. 

This  book,  in  essence,  fits  the  needs  of  all  prac- 
titioners, from  pediatrics  to  geriatrics.  It  is  a ready 
reference  to  the  common  and  rare  disorders.  Where 
else  can  one  easily  study  lipedema? 

J.  M.  Stallworth,  M.  D. 


PEDIATRIC  DIAGNOSIS.  By  Morris  Green, 
M.  D.  and  Julius  B.  Richmond,  M.  D.  W.  B.  Saun- 
ders Co.  Philadelphia.  2nd  Edition.  1962.  $13.00. 

This  textbook  for  pediatric  diagnosis,  now  in  its 
second  edition,  is  rather  unusual  in  that  it  contains 
no  illustrations  and  uses  a method  of  placing  refer- 
ences widespread  through  the  text  rather  than  at  the 
end  of  chapters  at  the  end  of  the  book. 

There  is  emphasis  on  the  psychological  side  of 
pediatrics,  and  all  the  old  pediatric  tricks  are  to  be 
found.  While  the  authors  say  that  “forcing  the  mouth 
open  or  holding  the  individual  s nostrils  shut  is  both 
unnecessary  and  undesirable”  in  the  examination  of 
the  pharvnx,  most  pediatricians  might  challenge  such 
a sweeping  statement  in  view  of  bitter  experience 
with  recalcitrant  patients. 

There  is  extensive  description  of  symptoms  but 
there  seems  to  be  rather  insufficient  corelation;  for 
example  measles  is  mentioned  in  eleven  different 
references,  but  nowhere  is  the  whole  diagnostic  pic- 
ture put  together.  Similarly  lead  poisoning  has  twentv 
references  in  the  index  and  yet  there  is  no  one  overall 
discussion  of  the  disease.  It  is  not  quite  clear  to  this 
reviewer  why  there  should  be  a fairly  long  section  on 
health  supervision,  although  obviously  many  diag- 
nostic requirements  might  be  worked  into  such  a 
heading.  To  quibble  further,  the  reviewer  is  not 
happy  with  the  use  of  the  word  “repeat”  as  an 
adjective,  nor  with  such  expressions  as  “months  one 
and  two.” 

But  these  are  not  serious  defects,  and  this  book 
can  probably  continue  to  serve  a very  useful  purpose. 

J.  I.  W. 


FOR  BARENTS  ONLY,  by  Frank  Howard 
Richardson,  M.  I).,  1st  Edition.  David  McKay 
Company,  Inc.,  New  York.  1962.  Bp.  114.  Brice 
$2.95. 

In  this,  his  latest  book  Dr.  Richardson  again  scores 
a direct  hit.  Its  style  is  much  like  previous  ones,  it  is 
as  readable  as  a novel,  which  is  a teat  in  itself  for 
any  book  related  to  child-rearing  practices  and  dis- 
cipline. While  his  basic  ideas  are  neither  new  nor 
startling  they  are  of  major  importance.  They  are 
practical  and  true  and  they  are  presented  in  such  a 
fashion  as  to  make  them  clear  and  acceptable  to  any- 
one who  gives  real  thought  to  this  matter  of  child- 
rearing. 

The  book  is  aimed  at  parents  but  it  should  be  a 
must  on  the  reading  list  of  any  physician  whose  prac- 
tice has  to  do  with  children  and  also  of  any  physician 
who  is  a parent.  I have  enjoyed  reading  the  book, 
have  benefited  therefrom  and  would  heartily 
recommend  it  to  any  parent  or  physician. 

Robert  C.  Brownlee,  Jr.,  M.  D. 


WOUND  BALLISTICS.  Edited  by  Maj.  James 
C.  Beyer,  M.  C.  Office  of  the  Surgeon  General, 
Department  of  the  Army,  Washington,  I).  C.  1962. 
Bp.  883.  $7.50. 

This  is  an  extensive  compilation  of  experimental 
data  which  were  obtained  by  the  U.  S.  Army  on 
wound  ballistics.  The  first  half  of  the  book  describes 
in  great  detail  those  characteristics  of  missiles  which 
produce  injury.  The  second  half  records  battlefield 
observations  on  the  effects  of  missiles.  These  observa- 
tions were  made  in  jungle  warfare  in  the  Pacific,  in 
the  Italian  campaign,  and  in  air  fighting.  The  last 
chapter  is  devoted  to  a description  of  the  develop- 
ment of  protective  armor  as  it  was  used  in  the  Korean 
campaign. 

The  book,  which  develops  all  aspects  of  wound 
ballistics  and  describes  how  the  data  were  obtained, 
is  quite  well  written  and  easy  to  read  in  spite  of 
vast  amounts  of  scientific  data  of  a type  which  are 
foreign  to  most  physicians.  However,  the  explanations 
become  intelligible  in  the  book.  The  purpose  of  the 
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lowers  motility  | relieves  cramping  | stops  diarrhea 

LOMOTIL  Antidiarrheal  tablets  and  liquid 

(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 


Traditionally  the  most  effective  means  of 
slowing  excess  intestinal  motility  in  diarrhea 
and  so  of  relieving  the  disorder  have  been 
the  opium  derivatives.  Now  Lomotil  makes 
available  an  antidiarrheal  agent'  of  greater 
therapeutic  efficiency  than  morphine. 

By  controlling  hypermotility,  the  basic  me- 
chanical dysfunction  of  diarrhea,  Lomotil  re- 
duces the  frequency  and  fluidity  of  stools, 
diminishes  cramping  and  controls  diarrhea 
in  many  patients  in  whom  other  drugs  have 
proved  inadequate. 

In  a recent  clinical  report  Cayer  and  Sohmer2 
state:  ‘The  alleviation  of  symptoms  [with 
Lomotil]  was  usually  prompt,  occurring 
within  24  to  72  hours  even  in  the  long- 
standing chronic  cases.  ...  A surprisingly 
satisfactory  response  was  obtained  in  75  per 
cent  of  the  patients  with  regional  enteritis 
and  in  63  per  cent  of  those  with  ulcerative 
colitis,  all  of  whom  had  failed  to  respond  to 
other  measures.” 

The  high  therapeutic  efficiency  of  Lomotil,  its 
safety, convenience  and  economy  may  be  used 
to  advantage  in  acute  or  chronic  diarrhea. 

g.d.  SEARLE  & CO.  Research  in 


Dosage:  For  adults  the  recommended  initial 
dosage  is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily. 

Lomotil  is  supplied  as  unscored,  uncoated 
white  tablets  of  2.5  mg.  and  as  liquid  contain- 
ing 2.5  mg.  in  each  5 cc.  A subtherapeutic 
amount  of  atropine  sulfate  (0.025  mg.)  is 
added  to  each  tablet  and  each  5 cc.  of  the 
liquid  to  discourage  deliberate  overdosage. 
Recommended  dosage  schedules  should  not 
be  exceeded. 

Note:  Lomotil  is  an  exempt  preparation  under 
Federal  narcotic  statutes. 

Detailed  information  and  directions  for  use 
in  children  and  adults  are  available  in  Physi- 
cians’ Product  Brochure  No.  81.  G.  D.  Searle 
& Co.,  P.  O.  Box  5110,  Chicago  80,  Illinois. 


1.  Janssen,  P.  A.  J.,  and  Jageneau,  A.  H.:  A New  Series 
of  Potent  Analgesics:  Dextro  2 : 2-Diphenyl-3-Methyl- 
4-Morpholino  Butyrylpyrrolidine  and  Related  Amides. 

I.  Chemical  Structure  and  Pharmacological  Activity. 

J.  Pharm.  Pharmacol.  9 381-400  (June)  1957. 

2.  Cayer,  D.,  and  Sohmer,  M.  F. : Long-Term  Clinical 
Studies  with  a New  Constipating  Drug.  Diphenoxylate 
Hydrochloride.  N.  Carolina  Med.  J.  22  600-604  (Dec.) 
1961. 
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battlefield  examinations  was  to  provide  data  which 
w'ould  permit  the  production  of  weapons  which  would 
produce  more  casualties  among  the  enemy  and  to 
enable  the  Army  to  devise  more  efficient  weapons, 
develop  better  protective  measures,  and  it  is  hoped 
eventually  to  reflect  in  improved  care  of  the  wounded. 

This  exhaustive  study  achieves  many  of  these  aims. 
It  is  a valuable  reference  hook  for  anyone  dealing  in 
high  velocity  missile  injuries.  Much  that  is  written  in 
the  hook  may  be  applied  to  high  velocity  missile  in- 
juries in  civilian  life  as  w'ell  as  in  the  armed  forces. 

Michael  G.  Weidner,  Jr„  M.  D. 


ENZYMES  AND  DRUG  ACTION.  Ciba 
Foundation.  Little,  Brown  and  Company,  Boston. 
556  pp.  1962.  $12.50. 

This  symposium,  as  with  others  of  similar  origin, 
presents  highly  original  experimental  work  followed 
by  lively  discussions  with  much  challenge  of  concepts. 
About  70  participants  w'ere  drawn  largely  from  re- 
search institutes  of  Europe  and  North  America.  Topics 
covered  include:  pinoeytosis  (invagination  of  cell 
surface  with  uptake  of  vesicles)  as  a means  of  intro- 
ducing drugs  into  cells;  possibly  similar  mechanisms 
hv  which  chlorothiazide  analogs  produce  saluresis  and 
therapeutic  benefit  in  glaucoma  and  epilepsy;  the 
action  of  insulin  in  completing  synthesis  of  peptides 
to  proteins  and  acetates  to  fat  and  the  general  de- 
pendance  of  its  actions  on  the  presence  of  cellular 
membranes;  the  manner  hv  which  digitalis  may  in- 
fluence the  contractile  dynamics  of  actomyosin 
through  antagonizing  a relaxing  factor  and  mobilizing 
calcium  ions;  the  enzyme-related  genetics  of  drug 
sensitivity  with  examples  such  as  that  of  low  chol- 
inesterase serum  levels  and  susceptibility  to  apnea 
with  ordinary  doses  of  curare-type  drugs;  enzyme 
deficiencies  associated  with  acute  hemolytic  anemia 
of  anti-malarials  such  as  primaquine;  oxidative  de- 
struction of  barbiturates  by  microsomal  enzymes  in 
the  liver.  The  total  volume  obviously  can  be  absorbed 
only  by  those  engaged  in  the  ferment  of  these  de- 
velopments. It  contains  more  than  enough  for  those 
with  casual  curiosity  in  the  underlying  mechanisms 
of  drug  actions. 

— R.  P.  Walton,  M.  D. 


STRABISMUS  SYMPOSIUM  OF  NEW  OR- 
LEANS ACADEMY  OF  OPHTHALMOLOGY. 
Edited  by  George  M.  Haik,  M.  D.  C.  V.  Mosby  Co. 
St.  Louis.  1962.  $18.00. 

This  collection  of  papers  presented  at  the  New 
Orleans  Symposium  on  Strabismus  is  superb.  This  is 
probably  the  best  modern  book  on  the  etiology  and 
therapy  of  eye  deviations. 

The  content  of  this  book  has  been  neatly  arranged 
and  each  topic  is  discussed  thoroughly  with  adequate, 
beautiful  drawings,  diagrams  and  succinct  explana- 
tions. 

Such  new  topics  as  the  “ AV”  syndrome,  which  has 


been  rather  recently  described  in  this  literature  and 
new  ideas  on  the  aeeomodative  convergence  mechan- 
ism have  been  "discussed  with  excellence.  The  dis- 
cussion of  the  etiology  of  eye  deviation  in  children 
and  pleoptics,  which  is  a new  method  of  treatment  of 
amblyopia,  proved  to  be  most  interesting  as  well  as 
informative. 

The  contributors  are  all  extremely  well  known  men 
in  their  fields  and  have  done  considerable  work  in 
organizing  such  a complicated  topic  as  strabismus. 

This  book  would  be  of  interest  only  to  ophthalmolo- 
gists and  for  them  I consider  it  a must. 

W.  W.  Vallotton,  M.  D. 


DOCTORS,  PATIENTS,  AND  HEALTH  IN- 
SURANCE. H.  M.  Somers  and  A.  R.  Somers. 
Doubleday  and  Company,  Inc.  Garden  City.  1962. 
Abridged  edition.  $1.95.  Paper  bound. 

Reading  in  a preliminary  note  in  this  book  that 
the  authors  had  been  employees  of  the  Kennedy  Ad- 
ministration, this  reviewer  was  inclined  to  be  a little 
suspicious  of  bias  and  distortion,  qualities  which  seem 
to  be  prominent  in  some  of  the  Administration’s 
activities.  He  was  pleasantly  surprised  to  find  that 
there  was  no  apparent  deviation  from  a fair  and  ap- 
parently unbiased  account  of  the  organization  and 
financing  of  medical  care,  including  practically  ill 
of  the  questions  which  lately  have  been  so  much 
debated.  Even  in  this  abridged  edition  the  informa- 
tion appears  to  be  quite  complete,  well  documented, 
and  well  presented.  Where  the  authors  depart  from 
strictly  factual  discussion  and  wander  into  opinion, 
it  seems  clear  that  they  have  not  emerged  uncon- 
taminated from  their  federal  service.  They  favor 
government  insurance,  and  are  dazzled  bv  group 
practice.  They  present  figures  concerning  the  status 
of  the  aged  which  might  appear  to  be  somewhat 
slanted.  This  feeling  of  uncertainty  is  strengthened 
by  the  presence  of  quotations  from  Dr.  Esselstyn,  a 
person  of  recent  notoriety  and  not  particularly  highlv 
regarded  by  the  medical  profession  as  a whole. 

This  book  contains  much  that  is  of  interest  and 
importance  to  the  profession  and  deserves  reading. 
In  fairness  it  must  be  said  that  nearly  all  of  it  is 
well  presented  and  offers  many  interesting  thoughts 
to  the  physician  who  is  at  all  concerned  with  the 
status  of  his  profession.  However,  after  some  apparent 
restraint  by  the  authors,  toward  the  very  end  of  the 
book  the  following  statements  seem  to  let  the  cat 
out  of  the  bag.  On  page  503  are  found  these  re- 
marks; “The  constricting  fear  of  government  has  no 
rational  basis.  Despite  the  many  forms  of  public 
participation  in  medical  care,  there  has  been  no  dis- 
position for  any  governmental  medical  care  program 
to  intrude  on  the  professional  aspects  of  medical 
practice.  There  is  no  basis  for  anticipating  such  in- 
trusion in  the  future.” 

We  believe  otherwise. 

J.  I.  w. 
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HYPERTENSION 


Dr.  Groom:  I wonder  if  this  panel,  at  the  out- 
set, might  agree  on  a definition  of  just  what 
is  hypertension.  Dr.  Page,  what  are  your 
criteria  for  making  a diagnosis  of  hypertension 
on  a patient? 

Dr.  Page:  Well,  in  the  first  place,  to  define 
hypertension  is  an  unhappy  thing  to  have  to 
do.  I like  to  think  of  hypertension  as  elevated 
blood  pressure  plus  vascular  disease,  and  I 
think  this  is  an  important  distinction  from  just 
elevation  of  blood  pressure.  I recognize  that 
you  have  to  have  an  arbitrary  figure  and  that 
is  something  of  the  order  of  150  with  a dia- 
stolic of  90-95. 

Dr.  Groom:  Perhaps  with  some  variation  in 
different  countries?  Would  you  accept  a lower 
pressure  for  an  oriental? 

Dr.  Page:  No,  1 wouldn’t,  because  I think  the 
insurance  statistics  show  that  just  a little  bit 
of  elevated  blood  pressure  isn't  a good  thing 
for  you.  In  the  old  days  we  used  to  think  that 
if  you  had  an  elevation  of  10  to  15  millimeters 
more  or  less  in  the  diastolic  pressure  it  didn't 
make  any  difference.  But  now  I think  it’s  quite 
clear  that  even  modest  elevations  in  blood 
pressure  do  reduce  your  chances  of  survival. 
1 would  suggest  that  the  average  normal  blood 
pressure  in  the  United  States  is  a little  high. 
But,  we  have  to  keep  our  eyes  open  clinically. 
In  dealing  with  the  disease  hypertension,  it 
is  recognized  that  although  you  have  elevated 
blood  pressure,  the  vascular  disease  is  the 
important  part. 

Now  I like  to  look  at  the  vascular  disease  from 
four  different  aspects:  the  renal,  the  endocrine, 
the  neurogenic  and  the  cardiovascular.  These 
are  four  separate  panels  which,  in  the  ex- 
amination of  patients,  prevent  you  from  miss- 
ing a lot  of  things. 

Dr.  Groom:  Then  it  isn’t  the  actual  level  of 
blood  pressure  you’d  be  concerned  with  quite 
so  much  as  what  that  pressure  is  doing  to  that 
individual? 

Dr.  Page:  That’s  exactly  it,  and  that’s  why 
I think  it  is  so  important  to  keep  these  four 
panels  in  mind  and  make  sure  that  you  ex- 
amine them  all  and  that  you  examine  them 
repeatedly  as  the  disease  progresses. 

Dr.  Groom:  Do  you  think  the  retinal  arterioles 


give  you  much  of  an  index  as  to  what  the 
pressure  does  to  an  individual? 

Dr.  Page:  Yes,  I do.  I do,  and  I think  you’d 
like  to  discuss  that,  Dr.  Smythe. 

Dr.  Smythe:  To  reiterate  what  Dr.  Page  has 
said,  elevation  of  blood  pressure  is  only 
a physical  finding,  and  this  is  not  the  same 
thing  as  a disease.  The  disease  should  be 
called  hypertensive  vascular  disease,  and  one 
cares  about  how  much  vascular  disease  these 
people  have  and  how  rapidly  it  is  advancing. 
I think  it’s  worth  stressing  again  what  you 
brought  out,  that  just  because  the  blood  pres- 
sure is  up  on  one  occasion,  it  doesn’t  mean 
this  person  has  something  to  make  the  doctor 
pour  pills  down  his  face  right  away.  There  is 
no  hurry  about  making  the  diagnosis  unless 
one  is  dealing  with  the  accelerated  or  malig- 
nant phase  of  the  disease.  It  does  no  harm  to 
follow  a patient  along  and  have  the  blood 
pressure  determined  in  a situation  in  which 
he  is  relaxed  and  which  should  not  be  stress- 
ful. After  some  reassurance  has  been  given  to 
a patient  that  something  need  not  be  done 
immediately,  one  can  find  out  really  whether 
the  blood  pressure  is  truly  elevated. 

Dr.  Page:  May  I just  interrupt  there  — this 
question  of  not  having  it  “stressful”  for  him. 
You  know,  I think  the  greatest  bunch  of 
hokum  is  to  tell  a patient  he’s  got  high  blood 
pressure  and  then  say,  now  I want  you  to  re- 
lax. Bemember  the  army  routine  where  you 
took  3 blood  pressures,  you  put  a patient  in  a 
quiet,  dark  room  and  said,  now  relax?  When 
you’ve  told  a fellow  you’ve  got  high  blood 
pressure,  this  scares  the  pants  off  him.  How 
do  you  then  expect  him  to  relax? 

Dr.  Smythe:  What  I do  is  this;  I say,  I don’t 
think  you’ve  got  high  blood  pressure,  and  ask 
the  patient  to  come  back  in  a week  to  go  over 
the  laboratory  results.  Then  you  can  repeat 
the  blood  pressure  measurements  without 
creating  too  much  alarm. 

Usually  a careful  physical  examination  with 
examination  of  the  eyegrounds  to  see  whether 
there  is  thickening,  spasm  of  arterioles,  hemor- 
rhage or  exudate  will  go  far  toward  evaluation 
of  hypertension.  Thickening  of  the  arterioles 
and  spasm  are  indications  of  arteriolar  disease. 
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Then  determine  whether  the  heart  is  enlarged. 
The  quality  of  the  aortic  second  sound  is 
sometimes  very  valuable  here.  A chest  film  for 
heart  size,  electrocardiogram,  palpation  of  the 
peripheral  arteries  to  note  whether  they  are 
thickened — I know  you  are  skeptical,  but  this 
is  sometimes  helpful.  Here  is  a good  place  to 
stress  a physical  finding  which  is  just  coming 
into  its  own  at  this  time,  and  that  is  the  pres- 
ence of  a bruit  or  a thrill  over  vessels.  We  are 
going  to  have  more  in  this  program  about  a 
thrill  over  the  renal  vessel,  but  in  examining 
a patient,  if  there  is  a thrill  over  the  carotids 
or  a bruit  over  the  carotids,  a bruit  over  the 
femorals  or  iliac,  that  is  an  important  physical 
point  for  vascular  disease. 

Dr.  Groom:  Could  you  stress  again  that  people 
who  are  dealing  in  cardiovascular  disease  or 
internists  should  look  at  their  own  eye- 
grounds?  I don’t  mean  their  own  personal  eye- 
grounds  but  I mean  their  own  patients’  eye- 
grounds. 

Dr.  Page:  I think  the  tendency  is,  instead  ol 
following  the  disease  via  the  eyegrounds,  that 
too  many  physicians  turn  patients  over  to  the 
ophthalmologist  and  let  him  do  the  looking. 
You  ought  to  look  at  them  yourself. 

Dr.  Smythe:  Agreed,  wholeheartedly.  If  one  is 
going  to  set  himself  up  to  evaluate  these  pa- 
tients he  should  do  this.  But  the  major  point 
to  bring  out  here  is  that  with  an  adequate 
history  and  a careful  physical  examination 
one  can  go  a long  way  toward  determining 
how  much  vascular  disease  a person  has. 

Dr.  Groom:  And  the  panel  would  agree,  would 
it  not,  that  we  are  definitely  not  talking  about 
the  elderly  lady  with  the  blood  pressure  of 
ISO  over  80.  She  doesn’t  have  hypertension; 
she  only  has  rigid  arteries. 

Dr.  Smythe:  Agreed. 

Dr.  Page:  Yes.  Now  in  years  past  the  group  of 
diseases  called  essential  hypertension  was  a 
tremendous  group  indeed,  but  through  the 
years  certain  entities  have  been  defined — we 
call  them  “secondary  hypertension” — that  is, 
other  diseases  to  which  the  hypertension  might 
reasonably  be  called  secondary.  Some  of  these, 
indeed,  are  curable,  which  places  a much 


greater  responsibility  on  us  as  clinicians  to 
recognize  them. 

Dr.  Groom:  Dr.  Pratt-Thomas,  the  pathologists 
are  always  reminding  us  of  these.  Could  you 
show  us  some  types  of  secondary  hypertension 
which  we  should  not  miss? 

Dr.  Pratt-Thomas:  Yes,  Dr.  Groom,  I would 
be  pleased  to  do  so.  Particularly  one  not  listed 
in  the  textbook,  caused  by  appearing  before 
these  cameras,  (and  I hope  that  this  does  not 
prove  in  the  long  run  to  have  a malignant 
phase ) . 

One  of  the  more  spectacular  forms  of  disease 
which  contributes  to  the  elevation  of  blood 
pressure  is  the  coarctation  of  the  aorta  and 
this  particular  lesion  of  course  is  remediable. 
Something  can  be  done  about  it  and  it  is  very 
important  to  keep  coarctation  constantly  in 
mind.  Here  is  a specimen,  one  surgically  re- 
sected, in  which  you  see  a funnel  shaped  por- 
tion of  the  aorta  petering  out  to  more  or  less 
of  a fibrotic  cord  (Fig.  1)  which  obviously  no 


Figure  1.  Surgically  resected  coarctation  of  the 
aorta  showing  funnel  shaped  segment  which  nar- 
rows to  a fibrotic  cord. 


blood  can  traverse  and  I know  that  you  will 
be  glad  to  learn  that  this  is  a live  patient  and 
not  a dead  one,  which  you  might  expect  me 
to  talk  about.  Something  could  be  done  here; 
actually  it  was  done  by  taking  out  this  narrow 
segment  and  putting  in  an  aortic  graft. 

Dr.  Groom:  You  know,  a clinician’s  face  is 
never  more  red  than  when  a radiologist  calls 
him  up  and  tells  him  that  on  a chest  x-ray  film 
he  finds  evidence  of  coarctation  of  the  aorta 
in  a patient  under  medical  treatment  for 
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hypertension.  Of  course  he  sees  coarctation 
by  the  rib  notching — the  little  notches  on  the 
underside  of  the  rib  due  to  hypertrophy  of  the 
intercostal  arteries,  the  collateral  channels 
around  the  stenotic  area.  This  is  something  on 
which  the  radiologist  should  not  be  the  first  to 
make  a diagnosis,  if  only  we  are  exceedingly 
careful  to  palpate  the  femoral  arteries.  It’s  a 
very  quick  part  of  a physical  examination, 
very  easily  done,  and  certainly  any  young 
hypertensive  who  has  diminished  pulsation  in 
the  femoral  arteries  is  a potentially  curable 
hypertensive  through  resection  of  a coarcta- 
tion such  as  you  have  shown. 

Dr.  Page:  Would  you  buy  the  idea  that  some 
of  these  coarctations  actually  extend  into  the 
renal  vessels  as  well?  We’ve  seen  several  pa- 
tients in  whom  the  coarctation  has  gone  into 
the  renal  vessels  and  I wonder  if  this  isn’t  a 
more  generalized  phenomenon  than  coarcta- 
tion limited  strictly  to  the  aorta. 

Dr.  Pratt-Thomas:  Well,  we’ve  seen  a few  ex- 
amples in  which  the  aorta  seemed  to  narrow 
but  not  to  a sufficient  degree  to  actually  pro- 
duce symptomatology.  But  certainly  in  a con- 
genital anomaly  of  this  type  it  would  be  only 
reasonable  to  suppose  that  there  are  grada- 
tions of  the  process  and  there  could  be  devia- 
tions from  what  is  normally  expected.  I haven’t 
personally  seen  one. 

Another  area  productive  of  secondary  hyper- 
tension from  the  endocrine  standpoint  is  the 
pheochromocytoma,  which  can  lead  to  as 


Figure  2.  Surgical  specimen  of  the  pheo- 
chromocytoma. Remnents  of  the  adrenal  gland 
may  be  detected  at  the  right. 


spectacular  a result  by  its  removal  as  can  the 
coarctation.  Here  you  see  one  of  the  tumors 
with  the  small  remnants  of  the  adrenal  gland 
on  one  side.  (Fig.  2) 

Dr.  Smythe:  Dr.  Pratt-Thomas,  don’t  you  think 
at  this  time  it  might  be  a good  idea  to  stress 
for  a minute  some  of  the  things  about  a pheo- 
chromocytoma which  should  lead  the  doctor 
to  think  about  this  diagnosis.  All  of  us  have 
heard  about  paroxysmal  hypertension  and 
paroxysmal  headache  and  so  on.  This  disease 
has  other  characteristics.  One  seldom  sees  a 
pheochromocytoma  in  a fat  person  because 
these  people  are  hypermetabolic.  These  people 
faint  easily,  and  a history  of  fainting  in  a 
hypertensive  should  make  one  think  of  a 
humoral  cause  of  the  disease.  The  presence 
of  a large  volume  of  dilute  urine  makes  one 
think  of  this.  If  a hypertensive  has  a fast  pulse 
rate,  sweats  a lot,  has  a high  blood  sugar,  or 
other  signs  of  lability,  these  all  suggest  a diag- 
nosis of  pheochromocytoma.  This  brings  up 
the  point  that  one  really  does  not  need  do  a 
histamine  test  on  everyone  whose  blood  pres- 
sure is  100  diastolic.  What  has  your  experience 
been  on  that,  Dr.  Page? 

Dr.  Page:  That’s  right.  I know  at  the  Mayo 
Clinic,  Grace  Roth  did  histamine  tests  on  a 
great  many  hypertensive  patients  who  came 
there  and  she  found  really  quite  a large  num- 
ber of  pheochromocytomas  if  you  remember 
— I think  there  were  something  of  the  order 
of  14  per  thousand.  Dr.  Dave  Humphrey  at 
the  Cleveland  Clinic  did  the  same  thing  and 
only  found  about  3.  I think  this  stresses  the 
fact  that  certain  institutions  or  certain  doctors 
get  a preponderance  of  certain  patients  simply 
because  they  are  known  to  be  especially 
interested  in  a particular  disease  at  that  time. 
But  I think  you  bring  out  a very  interesting 
thing:  that  the  classic  description  of  the  pheo- 
chromocytoma is  by  no  means  always  the  one 
that  you  find.  We  have  had  several  of  them 
in  whom  treatment  with  antiepinephrine  drugs 
has  kept  their  blood  pressures  down.  They 
have  large  excretion  of  catechol  amines  in  the 
urine  and  we  still  have  not  found  the  pheo- 
chromocytoma. 
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Dr.  Groom:  I can’t  imagine  any  more  com- 
plete cure  in  medicine  or  surgery  than  re- 
section of  a pheochromocytoma. 

Dr.  Page:  And  yet  the  blood  pressure  doesn’t 
always  come  down  and  I think  the  reason  it 
doesn’t  is  because — (I  get  back  to  my  old 
notion  about  hypertension  as  a disease  of 
regulation) — this  is  a disease  in  which  there 
are  a variety  of  “stats”  that  are  set  and  reset 
and  if  you  set  your  stat  up,  for  instance,  the 
baroceptors  in  the  carotid  sinus  attempt  to 
prevent  the  blood  pressure  from  falling.  And 
I suspect  that  in  some  of  the  “pheo’s”  this  is 
what  happens. 

Dr.  Groom:  To  show  how  atypical  some  can 
be,  I recall  reading  of  one  patient  who  pre- 
sented himself  as  a case  of  hypotension,  the 
hypotension  of  course  being  due  to  gross  dis- 
ruption of  the  cardiac  rhythm — ventricular 
fibrillation  resulting  from  the  secretion  of 
large  amounts  of  epinephrine  and  norepine- 
phrine. 

Dr.  Pratt-Thonuis:  Dr.  Groom,  1 think  another 
cause  of  secondary  hypertension  which  is 
particularly  important  to  us  because  some- 
thing can  be  done  about  it,  is  in  this  particular 
instance,  a really  human  Goldblatt  kidney 
shown  here,  in  which  a tortuous,  markedly 
thickened,  atherosclerotic  renal  vasculature  on 
one  side  results  in  ischemia  of  this  portion  of 
the  kidney.  You  will  notice  here  an  aberrant 


Figure  3.  Human  Goldblatt  kidney  in  which 
arteriosclerotic  renal  vasculature  has  resulted  in 
renal  ischemia.  Aberrant  artery  at  the  top  has 
allowed  the  upper  part  of  the  kidney  to  develop 
the  granular  surface  whereas  the  lower  two-thirds 
remain  uninvolved. 


artery  which  supplied  part  of  this  kidney  with 
blood  so  that  it  was  not  protected  and  you 
can  see  that  it  shows  granularity  in  its 
ischemic  areas.  (Fig.  3)  Now  in  the  next  slide 
you  see  the  contralateral  kidney  which  has 
been  transformed  into  the  typical  arteriolar 
nephrosclerotic  kidney — the  granular  surface, 
the  ischemic  spots.  (Fig.  4)  Actually  if  this 


Figure  4.  Contralateral  kidney  showing  char- 
acteristic diffuse  granularity  and  scarring. 


had  been  diagnosed  by  the  angiogram,  un- 
doubtedly some  reconstruction  of  the  renal 
vasculature  could  have  taken  place  and  could 
have  been  of  immeasurable  benefit  to  this 
patient. 

Dr.  Groom:  Isn't  it  just  a few  years  ago  that 
this  entity  was  in  the  great,  broad  category 
called  “essential  hypertension”? 

Dr.  Pratt-Thonuis:  Yes,  I remember  the  first 
cases  of  this  that  we  saw  at  autopsy.  At  first 
we  thought  these  were  rare  curiosities  but  as 
we’ve  looked  and  watched,  we’ve  come  across 
this  lesion  more  and  more  frequently. 

Dr.  Page:  You  know,  this  doesn’t  show  that 
we’re  very  smart  clinically.  I’m  always  amazed 
at  how  dumb  we  are,  really.  Just  in  my  short 
lifetime  we’ve  missed  myocardial  infarction. 
We  never  had  myocardial  infarction  when  I 
was  in  medical  school. 

Dr.  Groom:  They  all  died  of  “acute  indiges- 
tion”. 

Dr.  Page:  Either  that  or  “arteriosclerotic  heart 
disease” — I don’t  know  what  all  we  called 


February, 1963 


45 


HYPERTENSION 


them.  At  any  rate  we  didn’t  recognize  what 
they  really  were.  Carcinoid  wasn’t  recognized. 
And  now  certainly,  all  these  patients  with 
renal  stenotic  lesions  are  still  lumped  together 
in  this  great  group  of  people  we  call  “essential 
hypertensives”.  And  1 defy  anybody  today  to 
make  the  diagnosis  of  a renal  stenotic  lesion 
just  on  clinical  signs  and  symptoms. 

Dr.  Smythe:  Once  again,  sir — I think  it’s  from 
your  clinic — isn’t  there  a recent  article  which 
said  that  the  authors  didn’t  appreciate  how 
important  thrills  were  until  they  went  back 
and  looked  for  them? 

Dr.  Page:  Oh,  I’ve  appreciated  thrills  all  my 
life. 

Dr.  Smythe:  Well,  it’s  appalling  to  see  how 
often  one  can  find  bruits  if  he  really  looks 
carefully. 

Dr.  Page:  Yes,  except  that  the  number  of 
bruits  vou  really  hear  in  renal  disease  is  not 
very  great  considering  the  number  of  patients. 
Dr.  Pratt-Thomas:  Here’s  another  more  eso- 
teric, stratospheric  lesion  of  the  renal  artery, 
namely  a dissecting  aneurysm  which  involves 
virtually  nothing  else  except  the  renal  artery 
itself.  (Fig.  5)  Certainly  if  this  lesion  had 


Figure  5.  Renal  artery  with  dissecting 
aneurysm  on  the  left  resulting  in  compression  of 
the  arterial  lumen. 


been  diagnosed  something  could  have  been 
done  with  it  in  these  days  of  not  only  heroic, 
but  extremely  imaginative  and  spectacular 
surgery. 


Now  in  addition  to  the  lesions  we  have  men- 
tioned, I think  one  has  to  pay  some  attention 
to  lesions  of  the  kidney  parenchyma  itself,  of 
which  this  is  rather  a spectacular  and  vol- 
uminous example,  namely  the  polycystic  kid- 
ney. As  you  can  see  here,  the  cysts  obliterate 
a tremendous  portion  of  the  renal  parenchyma. 
(Fig.  6)  This  is  frequently  followed  in  ad- 


Figure  6.  Greatly  enlarged  kidneys  whose 
parenchyma  are  replaced  by  a multitude  of  con- 
genital cysts. 

vancing  years  by  the  development  of  nephro- 
sclerosis and  hypertension. 

In  addition,  we  have  of  course  the  ever  pres- 
ent problem  of  pyelonephritis  and  I think  that 
we  at  least  should  mention  that  although  we 
don't  have  a great  deal  of  time  to  discuss  it. 
Dr.  Groom:  I think  you  have  a kidney  here 
showing  pyelonephritis,  do  you  not? 

Dr.  Pratt-Thomas:  I do.  You  can  see  this  kid- 
ney which  is  obviously  malformed,  which  has 
the  large  shallow  depressed  craters  within  it. 
As  a matter  of  fact,  the  half  that  is  towards 
the  camera  is  virtually  self  amputated  by  this 
scarifying  process.  (Fig.  7)  Now  all  the  cases 
of  this  disease  don’t  seem  to  develop  hyper- 
tension but  I believe  Dr.  Smythe  regards  this 
as  very  important  in  many  instances. 

Dr.  Smythe:  This  is  something  that  is  being 
talked  about:  whether  pyelonephritis  causes 
hypertension  or  hypertension  causes  pyelo- 
nephritis. One  of  the  distressing  problems  is 
that  it  is  very,  very  difficult  to  straighten  out 
which  is  the  cause  in  these  cases. 
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Figure  7.  Pyelonephrotic  kidney  showing  ex- 
tensive broad  areas  of  scarring  with  the  resultant 
loss  of  functional  renal  tissue. 


Figure  9.  Heavily  inflamed  artery,  a portion  of 
whose  wall  is  destroyed  in  a case  of  periarteritis 
nodosa. 


I think  we  ought  to  get  on  with  the  subject 
of  essential  hypertension  which  is  what  most 
of  us  care  most  about. 

Dr.  Pratt -Thomas:  Here  is  an  example  which 
everybody  can  diagnose  by  looking  at  the 
screen — a man  who  has  a pulsating  nodule 
poking  out  from  his  head.  (Fig.  8)  As  you 


Figure  8.  Aneurysm  from  whence  periarteritis 
nodosa  gets  its  name. 

see  the  next  slide,  you  appreciate  that  the 
reason  for  this  is  this  marked  inflammatory 
necrotizing  process  in  his  arterial  system. 
(Fig.  9)  And  this  of  course  is  polyarteritis 
nodosa,  which  in  about  fifty  per  cent  of  cases 
does  produce  hypertension.  The  next  slide 
shows  that  even  if  you  cure  this  disease, 
sometimes  you  are  left  with  such  an  oblitera- 


tion of  the  vascular  lumen  that  all  efforts  have 
really  been  in  vain.  (Fig.  10) 

Dr.  Groom:  How  about  the  neurogenic  types 
of  hypertension?  Would  you  include  anxiety 
in  that,  Dr.  Page — along  with  the  head  in- 
juries and  subdural  hematomas? 


Figure  10.  Healed  polyarteritis  nodosa  in  which 
all  inflammatory  reaction  has  disappeared  but  the 
lumen  has  been  obliterated  by  scar  tissue. 


Dr.  Page:  Yes,  I think  that  there  are  a lot  of 
true  neurogenic  hypertensions.  Polio  is  an  ex- 
ample of  a disease  in  which  neurogenic  hyper- 
tension results.  These  are  hard  to  define  in 
that  neurogenic  and  psychogenic  get  con- 
fused. There  was  a time  when  we  thought  we 
could  select  those  that  had  a particularly 
neurotic  personality. 
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Dr.  Groom:  The  “pent-up  hostilities”? 

Dr.  Page:  Pent-up  hostilities,  yes — and  psycho- 
analysis would  solve  the  problem.  Well,  this 
has  mostly  died  out,  but  I think  we’ve  found 
out  something  probably  much  more  important 
in  the  sense  that  the  nervous  system  can  be 
used  as  a point  of  attack  in  the  treatment  of 
hypertension.  This  is  the  one  area  where  we’re 
very  effective.  I think  it’s  well  worth  re- 
membering. 

Dr.  Groom:  Would  you  care  to  list  any  others 
in  the  endocrine  group? 

Dr.  Page:  Under  the  endocrine  or  neurogenic? 
Dr.  Groom:  Either. 

Dr.  Page:  Yes,  porphyria  is  one,  a beautiful 
one  where  the  nervous  system  seems  to  be  in- 
volved. Paraplegics  often  have  hypertension. 
An  example  of  primary  endocrine  hyper- 
tension is  aldosteronism — a most  interesting 
disease.  1 think  it’s  interesting  particularly  in 
the  sense  that  it  involves  a substance  that 
particularly  intrigues  me:  angiotensin.  Now 
on  this  slide  that  maybe  you’d  like  to  see — 
and  1 show  you  this  just  for  fun — (Shows  slide 
of  structure  of  angiotensin ) 

Dr.  Groom:  Did  you  dash  that  off  freehand? 
Dr.  Page:  Yes,  almost  freehand — it  only  took 
about  17  years  to  dash  that  off.  This  is  a sub- 
stance that  seems  to  be  secreted  by  the  kid- 
neys. You’re  familiar  enough  with  it  to  know 
that  it  results  from  the  action  of  renin,  which 
is  an  enzyme  present  in  the  juxtaglomerular 
cells  of  the  kidneys  which  reacts  on  the  sub- 
strate to  form  this  polypeptide,  the  structure 
of  which  1 have  just  shown  you.  It  has  been 
synthetized  in  our  laboratories  so  we  now 
have  a substance  which  is  certainly  far  and 
away  the  most  active  vasopressor  substance 
known.  But  the  very  interesting  and  curious 
thing  about  it,  found  by  both  Genest  and 
Laragh,  is  that  this  substance  seems  to  be 
the  one  that  regulates  the  secretion  of  aldo- 
sterone. That  is  fascinating  because,  as  you 
know,  it  has  been  demonstrated  that  in  malig- 
nant hypertension,  there  is  a hypersecretion 
of  aldosterone.  So  now  angiotensin  will  pro- 
vide “tenure”  for  us  for  quite  a time  because 
the  measurement  of  the  amounts  of  angio- 


tensin in  blood  may  well  be  the  key  to  the 
diagnosis  of  “renal”  hypertension.  This,  of 
course,  would  be  a major  advance. 

Dr.  Smythe:  Dr.  Page,  do  you  think  that  this 
angiotensin  is  the  cause  of  hypertension? 

Dr.  Page:  I most  certainly  do  not.  That  is  a 
loaded  question.  It  always  makes  me  rise  to 
the  bait.  I think  hypertension  is  a “disease  of 
regulation”  and  that  it’s  a constellation  of  all 
these  things  put  together.  I think  if  we  could 
get  out  of  this  habit  of  talking  about  essential 
hypertension  and  secondary  hypertension  and 
realize  first  that  blood  pressure  does  only  one 
thing,  it  perfuses  your  tissues,  and  that  to  per- 
fuse your  tissues  with  the  limited  amount  of 
available  blood  is  a tremendously  difficult 
hemodynamic  problem.  Therefore  the  body 
has  a whole  coterie  of  “stats” — regulatory 
mechanisms — and  it’s  the  interplay  of  them 
that  finally  determines  how  much  blood  gets 
to  each  tissue  which  in  the  long  run  de- 
termines what  happens  in  your  patient.  So 
angiotensin  is  one  of  the  vital  links  in  this 
complex  system  of  regulations.  In  that  sense 
it  is  a cause  of  hypertension. 

Dr.  Groom:  And  the  kidney  is  only  one? 

Dr.  Page:  The  kidney  is  only  one,  the  adrenal 
is  only  one,  the  nervous  system  is  only  one  and 
the  blood  vessels  are  only  one.  And  this  is 
what  I call  the  “mosaic  of  hypertension”. 

Dr.  Smythe:  Dr.  Page,  you  have  definitely 
settled  in  your  own  mind,  as  far  as  the  vascular 
changes  in  the  kidney  are  concerned,  which 
is  the  chicken  and  which  is  the  egg,  and  I 
assume  that  you  believe  that  the  vascular 
changes  of  nephrosclerosis  take  place  after 
the  hypertension  has  been  established  by  a 
combination  of  these  four  mechanisms  which 
you  mentioned. 

Dr.  Page:  Now  that’s  a trap  that  I get  caught 
in  once  in  a great  while.  I'll  say  this  right 
away — that  there  are  hypertensions  that  re- 
sult from  vascular  lesions  in  the  arteries,  in  the 
renal  arteries.  This  is  what  we’ve  been  talking 
about.  This  is  true,  but  I would  not  at  the 
present  time  agree  that  essential  hypertension, 
for  instance,  begins  as  a demonstrable  vascular 
lesion.  In  other  words,  I think  the  hyper- 
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tension  begins  and  then  the  vascular  lesions 
result  from  that.  I say  that  because  of  the 
remarkable  effect  of  the  lowering  of  blood 
pressure  in  malignant  hypertension.  This  to 
me  is  one  of  the  most  dramatic  things  that 
occur  in  treatment.  I think  therefore  that  it 
shows  that  elevated  blood  pressure  is  a bad 
thing. 

Dr.  Groom:  Don’t  you  have  another  slide  up 
your  sleeve? 

Dr.  Page:  Yes,  I have  one  more  slide  that  I 
just  want  to  baffle  the  audience  with.  I show 
you  this  to  demonstrate  that  those  of  us  who 
are  working  in  research  in  hypertension  have 
got  our  troubles  too. 

Dr.  Groom:  It  looks  as  though  it  has  been 
going  around  in  circles. 

Dr.  Page:  Well,  this  is  an  alpha  helix.  This  is 
the  way  angiotensin  winds  itself  up.  You  see, 
it’s  not  only  the  chemical  structure,  the 
sequence  of  those  amino  acids  that  1 showed 
you,  but  it’s  the  actual  physical  state  of  this 
substance  in  space  which  is  important.  I am 
not  going  on  and  bother  you  with  that.  I just 
wanted  to  show  you  how  complex  this  thing 
is,  and  also  how  close  we  are  to  understanding 
how  angiotensin  really  works. 

Dr.  Groom:  Well,  in  our  pedantic  way  we  gen- 
erally in  teaching  at  least,  divide  hypertension 
into  essential  hypertension  which  means  we 
don’t  know  a thing  about  the  causes  of  it,  and 
secondary  hypertension.  I take  it  Dr.  Page, 
you  don’t  go  along  with  that?  You  feel  that 
perhaps  this  whole  field  of  essential  hyper- 
tension isn’t  as  formidable  as  we  might  think? 
Certainly  we’re  chipping  away  at  it  by  the 
years. 

Dr.  Page:  I think  it’s  formidable  but  I like  to 
think  of  secondary  hypertensions  really  as 
facets  of  the  vascular  regulation,  and  that 
these  give  us  little  glimpses  into  what’s  going 
on  in  the  regulation  of  blood  pressure.  If  we 
take  this  whole  picture  and  put  it  together 
and  then  look  at  essential  hypertension  in  the 
same  way,  we’re  going  to  understand  essential 
hypertension  as  well.  I look  on  these  facets  of 
the  secondary  hypertensions  as  just  little  peep- 


holes into  the  problem  of  essential  hyper- 
tension itself. 

Dr.  Groom:  The  pathologist  has  a way  of 
making  a peephole  into  it,  too.  Dr.  Pratt- 
Thomas,  can  you  show  us  some  of  the  path- 
ology of  this  common  disease? 

Dr.  Pratt-Thomas:  Well,  it  may  be  a common 
disease  as  we  have  defined  hypertension  but 
I must  say  that  the  word  “essential’’  has  al- 
ways baffled  me  completely.  I suppose  that 
the  term  essential  means  that  essentially 
nothing  else  is  present  which  is  measurable 
except  the  hypertension.  I suppose  that’s 
where  it  gets  its  name  but  I’ve  always  been 
hard  put  to  explain  that  to  my  classes. 

This  is  certainly  an  example  of  the  sort  of 
change  which  eventually  takes  place  in  the 
kidney  with  the  elevation  of  blood  pressure. 
You  see  these  sclerotic  arterioles,  the  elastosis, 
reduplication  and  inbuilding  of  the  larger  ves- 
sel. (Fig.  11)  I’ll  show  you  a close-up  picture 


Figure  11.  Sclerotic  arterioles  with  reduplication 
and  inbuilding  of  larger  vessel  in  a case  of  essen- 
tial hypertension. 


of  these  very  hyalinized  glassy  arterioles, 
some  of  which  are  actually  undergoing  necro- 
sis in  parts  of  their  walls,  which  of  course  is  a 
component  part  of  the  malignant  phase  or 
accelerated  phase  of  this  disease.  (Fig.  12) 

It  is  very  interesting,  in  view  of  your  remarks, 
to  note  that  they  certainly  jibe  with  the  ex- 
perience of  the  pathologist  who  not  in- 
frequently runs  across  a patient  who  is  suffer- 
ing from  hypertension  and  in  whom  we  are  not 
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Figure  12.  Hyalinized  and  partially  necrotic 
smudgy  arterioles  in  a case  of  malignant  hyper- 
tension. 


able  to  demonstrate  any  vascular  lesions. 
Certainly  people  who  have  done  biopsy  of  the 
kidney  or  who  have  examined  it  at  operation 
for  sympathectomy  and  so  forth,  have  found 
this  in  varying  percentages  to  be  true. 

For  the  others,  I think  you’ve  raised  an  inter- 
esting point.  We’re  trying  always  to  find  some- 
thing specific  to  nail  the  hvpertension  down. 
As  you  pointed  out,  we  use  the  term  essential 
simply  because  we  say  we  don’t  know  any- 
thing about  it.  Little  bv  little,  we  are  begin- 
ning to  learn  a little  more  about  it.  For  in- 
stance, were  learning  that  the  ability  to 
handle  sodium  is  quite  different  in  the  patient 
with  essential  hypertension  from  that  in  the 
normal  person.  So  this  is  a lesion  which  I think 
is  more  or  less  specific. 

Dr.  Groom:  I wonder  if  one  clue  along  the 
way  might  be  this  dramatically  progressive 
form  of  hypertension  which  we  see  so  fre- 
quently here  in  the  South — in  the  Negro — the 
fulminating  hypertension  which  progresses 
from  the  normotensive  state  virtually  to 
uremia  and  death  within  six  months  or  a year. 
Dr.  Pratt-Thomas,  do  you  think  that  is  a 
different  sort  of  thing  from  the  usual  hyper- 
tension we  see  in  the  white  race? 

Dr.  Pratt-Thomas:  It  seems  to  me  to  be 
definitely  more  common  in  the  Negro.  The 
whole  gamut  of  hypertension  of  the  essential 
type  seems  to  be  more  common  in  the  Negro, 
and  I have  been  tremendously  impressed  with 


the  young  Negro  men  and  women,  really  in 
their  late  teens  or  early  twenties,  who  have 
been  decimated  by  this  disease  running  an 
extremely  violent  course.  Such  people  die 
within  the  space  of  a month  or  six  weeks, 
actually  showing  no  other  pre-existing  renal 
lesion. 

Dr.  Sinythe:  I think  there  is  another  point  that 
should  come  out  here.  Essential  hypertension 
can  be  seen  in  fifteen  year  olds. 

Dr.  Page:  One  year  olds. 

Dr.  Smythe:  Well,  I’ve  never  gone  that  far  be- 
cause I don’t  see  children.  But  certainly, 
hypertension  is  not  necessarily  an  old  per- 
son’s disease. 

Dr.  Pratt-Thomas:  I have  just  a couple  of 
these  gross  kidneys  showing  the  typical  lesions 
of  malignant  hypertension  that  might  be  nice 
for  our  audience  to  review.  They  show  the 
more  or  less  recognized  hallmarks  of  malig- 
nant hypertension,  namely,  the  hemorrhages. 
You  see  this  very  speckled  kidney  ....  the 
discoloration  is  produced  by  more  or  less  dif- 
fuse hemorrhagic  phenomena  taking  place  in 
the  cortical  areas  of  the  kidney.  (Fig.  13)  The 
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Figure  13.  Kidney  of  malignant  hypertension 
showing  diffuse  petechial  hemorrhages  as  well 
as  granularity  of  surfaces. 


kidney  is  somewhat  granular.  I would  like  to 
emphasize  the  fact  that  the  degree  of  granu- 
larity and  contracture  and  shrinkage  of  the 
kidney  is  directly  related  to  the  length  of  time 
that  the  hypertension  has  existed.  If  someone 
dies  in  a few  weeks  with  malignant  hyper- 
tension, they  will  have  normal  or  even  large 
kidneys  and  simply  show  the  hemorrhages 
grossly,  whereas  one  who  has  had  hyper- 
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tension  for  20  or  30  years,  who  develops  an 
aecelerated  phase,  will  show  the  granular  con- 
tracted kidney  with  the  little  hemorrhagic  dots 
on  the  surface. 

Now  this  next  specimen  shows  a much 
smoother  sort  of  kidney.  It’s  somewhat  granu- 
lar but  not  as  markedly  so  as  the  other  one 
and  there  are  tiny  little  hemorrhagic  petechiae 
on  the  surface.  (Fig.  14) 


, 

Figure  14.  Kidney  of  malignant  hypertension  in 
a patient  who  has  a fulminating  course  without  a 
preceding  period  of  benign  hypertension. 

Hypertension  used  to  be  a very,  very  fatal  dis- 
ease in  my  experience,  but  I understand  that 
we’re  going  to  hear  something  about  the  out- 
look brightening  along  this  line. 

Needle  biopsy,  1 think,  lias  contributed  a 
great  deal  in  the  diagnosis  of  renal  disease.  Dr. 
Smythe,  you’ve  done  many  needle  biopsies. 
Can  you  identify  these  kidneys  with  the 
specimen  from  a needle? 

Dr.  Smythe:  I am  doing  many  renal  biopsies, 
and  I believe  it’s  a very  valuable  technique. 
But  of  all  the  renal  diseases,  I think  hyper- 
tensive disease  is  the  one  in  which  it  is  of  least 
value. 

Dr.  Page:  I like  to  hear  you  say  that. 

Dr.  Smythe:  There  are  some  exceptions.  One 
will  occasionally  see  something  he  calls  pyelo, 
but  day  in  and  day  out,  1 think  that  renal 
biopsy  is  not  very  valuable  here.  As  a matter 
of  fact,  some  of  the  really  bad  results,  bv 
which  I mean  the  accidents,  have  occurred  in 
people  who  have — let  us  call  it  necrotizing 
arteriolitis  with  malignant  hypertension.  I 


think  one  should  be  very  careful  about  per- 
forming biopsies  on  those  people. 

Dr.  Page:  Just  let  me  ask  one  thing.  Have  you 
had  trouble  from  the  hypertensive  from 
bleeding? 

Dr.  Smythe:  We’ve  steered  clear  of  them. 

Dr.  Page:  I think  you’re  right.  I’m  not  much 
in  favor  of  doing  biopsy  on  these  kidneys 
either  unless  you  can’t  avoid  it. 

Dr.  Smythe:  Sometimes  one  has  to. 

Dr.  Page:  Do  you  have  any  trouble  with  the 
pathologist  giving  you  a definite  diagnosis  on 
this  little  smidgen  of  tissue? 

Dr.  Smythe:  Yes  sir.  We  are  in  an  aside  dis- 
cussion now  which  has  to  do  with  the  path- 
ology of  the  kidney  and  how  much  glomerular 
disease  is  present,  but  I think  that  unless  the 
disease  is  glomerulitis,  it  is  very  difficult  for 
a pathologist  to  give  one  much  help  from  a 
biopsy.  In  vascular  and  interstitial  disease  he 
needs  a bigger  piece  of  tissue.  One  learns  most 
by  following  these  patients  clinically  over  a 
period  of  time,  and  the  course  of  the  disease 
and  what’s  happening  to  them  tells  you  what’s 
wrong. 

Dr.  Groom:  Well,  this  brings  us  logically  to 
what  is  a minimum  workup  for  a hypertensive. 
Given  a 30  year  old  man  with  persistently 
elevated  systolic  and  diastolic  pressures,  what 
do  you  regard  as  the  minimum  workup  for 
him  on  an  office  level? 

Dr.  Smythe:  We  get  back  to  evaluating  the 
four  areas  where  vascular  disease  occurs.  A 
history  and  a physical  examination  will  in 
essence  evaluate  the  central  nervous  system 
as  far  as  gross  damage  is  concerned.  If  a man 
can  give  you  a history,  if  he  can  walk  into  the 
office,  if  he  can  play  golf,  if  he  can  do  all 
these  things  he  has  a normal  central  nervous 
system.  I think  careful  evaluation  of  the  eye- 
grounds  by  the  doctor  himself  can  be  done  in 
the  office.  Next,  physical  examination  of  the 
heart,  the  determination  of  the  heart  size  by 
a plain  film  of  the  chest  and  the  determina- 
tion of  ventricular  strain  or  left  ventricular 
hypertrophy  by  electrocardiogram  make  up  a 
fairly  complete  cardiac  evaluation.  All  of  this 
can  be  done  in  the  office  in  an  hour  or  an 
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hour  and  a half.  The  condition  of  vessels  in 
the  feet  can  also  be  evaluated  by  history  and 
physical  examination. 

We  now  get  down  to  the  special  tests  of  renal 
function.  Personally,  I feel  a simple  urinalysis 
will  tell  one  a tremendous  amount.  For  in- 
stance, if  a patient  has  heavy  proteinuria  and 
a normal  sized  heart,  one  can  say  this  prob- 
ably isn’t  so-called  primary  or  essential  hyper- 
tension, but  primary  renal  disease.  If  a patient 
has  a relatively  enlarged  left  ventricle  but  a 
specific  gravity  of  1.020,  one  is  a long  way 
toward  a diagnosis  of  essential  hypertension. 
Of  the  special  function  tests,  I think  that  the 
simple  urinalysis,  the  determination  of  specific 
gravity  in  random  urinalyses,  or  in  the  so- 
called  concentrated  specimens,  is  valuable.  In 
a carefully  done  PSP  test,  a high  excretion 
rate  of  PSP  in  the  first  fifteen  minutes  is  quite 
informative  as  far  as  renal  blood  flow  is  con- 
cerned. But  a poor  result  does  not  mean  poor 
renal  blood  flow.  I think  that  the  determina- 
tion of  serum  cholesterol  is  helpful  because 
many  of  these  patients  will  be  hyper- 
cholesterolemic,  and  that  is  something  one  can 
treat.  Finally,  because  I’m  interested  in  renal 
disease,  I do  a lot  of  intravenous  pyelograms. 
That  is  part  of  a hypertension  workup.  I don’t 
know  whether  Dr.  Page  does  or  not. 

Dr.  Page:  Yes,  sir.  I think  that  the  intravenous 
pyelogram  is  the  most  useful  single  method 
of  selecting  patients  who  have  renal  artery 
stenosis.  It  is  a practical  procedure,  and  a 
1 cm  or  so  difference  in  size  between  the  two 
kidneys  is  enough  to  make  you  suspect  that 
there  is  renal  artery  disease. 

Dr.  Groom:  What  about  the  other  special 
tests  of  renal  function? 

Dr.  Page:  That  is  a highly  controversial  field, 
as  you  know.  The  Howard  test  is  a test  of 
differential  function  measuring  the  amount  of 
sodium  and  amount  of  water  secreted  on  both 
sides.  It  is  a test  which  must  be  done  only 
under  very  careful  circumstances.  By  and 
large  I don’t  think,  from  most  physicians’  point 
of  view,  it’s  very  useful  because  it’s  too  com- 
plicated and  there  are  too  many  difficulties 
with  the  determination.  The  radioactive  reno- 


gram as  a screening  procedure  is  very  good, 
but  again  this  requires  highly  specialized 
equipment  and  very  careful  technique.  It  isn’t 
just  as  simple  as  all  that,  just  to  run  them 
through. 

Now  the  last  thing  is  the  arteriogram  and  we 
think  that’s  the  best  because  ultimately  the 
surgeon  has  to  have  this  anyway.  We  tend 
to  rush  right  ahead  and  do  the  arteriogram. 
We’ve  had  a minimum  of  trouble  with  it. 

Dr.  Groom:  Now  granted  that  we  have 
eliminated  the  cases  referred  to  as  secondary 
hypertension  and  we’re  dealing  with  an 
essential  hypertension  or  at  least  one  which 
cannot  be  approached  surgically  or  by  these 
other  methods  which  have  been  discussed, 
how  about  the  medical  management?  Dr. 
Page,  you’ve  been  foremost  in  this  field  for  a 
good  many  years.  You’ve  seen  some  very  ex- 
citing developments  in  the  last  ten  or  twelve 
years.  What  is  your  routine — I won’t  say 
routine  because  I think  routines  are  bad  in 
medicine — but  how  do  you  approach  the 
hypertensive  patient  with  medicine? 

Dr.  Page:  I think  the  first  approach  to  the 
hypertensive  is  to  try  to  explain  to  him  what 
sort  of  disease  lie’s  got.  I’m  a great  believer  in 
the  educational  process  to  begin  with,  because 
I think  most  people,  and  doctors  in  particular, 
are  very  frightened  when  they  hear  about 
hypertension.  So,  I think  the  first  approach  to 
the  patient  is  one  of  reassurance  and  some 
explanation  of  what  you  believe  is  ailing  the 
patient.  A few  years  ago  you  couldn’t  give 
him  any  real  assurance  if  only  because  you 
could  not  do  anything  about  it.  Now  I think 
we  can. 

The  second  thing  in  examining  the  patient  is 
to  try  to  determine  how  rapidly  the  disease  is 
progressing.  If  it  is  very  slow,  doing  little  in 
the  way  of  vascular  damage,  you  can  treat 
very  gently,  you  needn’t  really  disturb  his 
life  habits.  But  if,  on  the  other  hand,  it  is 
malignant,  then  I think  you’ve  got  to  face  the 
problem  resolutely  and  quickly.  I think  you 
have  to  start  treatment  rapidly  and  you  have 
to  get  his  supine  blood  pressure  down  to  nor- 
mal. 
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Now  about  this  business  of  treating  patients 
casually:  I think  really  this  is  almost  one  of 
the  worst  things  you  can  do.  You’ve  got  to 
make  up  your  mind  what  kind  of  vascular  dis- 
ease you’re  dealing  with  and  you  must  decide 
quickly  how  vigorous  your  treatment  is  going 
to  be.  In  the  malignant  phase  I think  you  must 
get  the  pressure  down  quickly.  Now  there’s 
one  other  thing  that  I hear  much  disagreement 
about,  and  that  is,  should  it  be  the  standing 
blood  pressure  that’s  brought  down  or  should 
it  be  a supine  pressure.  Over  a period  of  years 
we  have  insisted  on  the  supine  pressures  being 
down,  not  just  the  standing  blood  pressure. 
It’s  pretty  easy  to  bring  a standing  blood  pres- 
sure down,  but  it’s  pretty  hard  to  lower  the 
supine  pressure  persistently.  We  want  a supine 
pressure  that  is  normal. 

Now  then,  you  get  into  the  problem  of  what 
are  you  going  to  use.  There  are  a lot  of  things 
we  can  use  and  let’s  let  somebody  else  discuss 
that. 

Dr.  Smythe:  Let  me  ask  you  something  first, 
sir.  What  about  diet  and  salt? 

Dr.  Page:  Well,  that’s  exactly  where  I came  in. 
Dr.  Groom:  And  let’s  include  obesity  in  that. 
Dr.  Smythe:  Let’s  say  diet,  salt  and  obesity. 
Dr.  Page:  We’ve  gone  through  all  kinds  of 
diets.  Remember  those  days  when  we  went 
through  the  diet  and  we  began  taking  out  red 
meat?  That  was  in  the  mistletoe,  the  whiffless 
garlic  era.  In  other  words,  we  didn’t  have  the 
slightest  idea  what  we  were  doing.  We  took 
out  red  meat  just  in  case  that  was  it.  Well,  this 
was  all  nonsense.  We  needn’t  harp  on  it.  Then 
the  next  big  dietary  change  was  the  with- 
drawal of  salt.  Then  came  the  rice  diet  simply 
as  a practical  way  of  reducing  salt  but  making 
life  completely  insufferable  for  both  the  pa- 
tient and  the  doctor. 

Dr.  Groom:  They  took  out  all  the  fleshpots. 
Dr.  Page:  They  took  out  all  the  fleshpots,  but 
they  had  “rice  houses”.  Now  we’ve  largely  dis- 
counted all  that. 

Then  we  went  through,  of  course,  the  era  of 
sympathectomy.  I was  one  of  the  strong  ad- 
vocates of  sympathectomy  because,  again,  that 
was  the  best  we  had.  Little  by  little  we  dis- 


carded thiocyanate  and  we  dumped  sym- 
pathectomy and  then  gradually  discarded  that 
because  we  got  chemical  methods  of  blocking 
the  sympathetic  ganglia.  Then  we  went 
through  the  whole  period  of  ganglioplegics  or 
the  ganglion  blocking  agents.  Well,  I’m  sure 
all  of  you  remember  that  period — the  so-called 
“hexamethonium  man”  who  couldn’t  spit, 
couldn’t  eat,  and  he  couldn’t  do  a lot  of  other 
things  he  wanted  to  do.  So  what  are  we  left 
with  now?  We’re  left  now  with  two  or  three 
drugs. 

Let’s  begin  with  reserpine.  We  don’t  use  that 
as  much  as  we  did.  We’ve  added  guanethidine 
and  then  on  top  of  that  the  chlorothiazide  de- 
rivatives, the  diuretics.  I would  like  to  point 
out  that  except  for  the  chlorothiazides,  these 
drugs  act  primarily  on  the  nervous  system. 

Dr.  Groom:  How  about  hydralazine-apresoline 
— do  you  use  it  much? 

Dr.  Page:  We  still  do  use  hydralazine.  After 
we  got  over  the  scare  of  the  collagen  diseases, 
such  as  the  one  that  was  produced  by  hydra- 
lazine, we  knew  that  it  was  usually  easily  re- 
versible and  could  be  avoided.  We  now  very 
often  combine  Apresoline  with  guanethidine 
or  Apresoline  with  chlorothiazide  because 
these  are  acting  in  different  spots.  I very 
vigorously  oppose  fixed  mixtures.  I think  you 
should  find  first  how  you  can  get  the  maxi- 
mum effectiveness  out  of  each  drug  alone.  In 
other  words,  when  you’re  starting,  don’t  give 
them  the  whole  book,  but  give  then  one  thing 
at  a time.  Give  them  reserpine  or  give  them 
guanethidine.  Get  the  maximum  effectiveness 
from  guanethidine  and  then  if  you’re  not  get- 
ting enough  hypotensive  effect,  i.e.  if  you’re 
not  bringing  the  supine  pressure  down  to  nor- 
mal, then  add  chlorothiazide  to  it  and  prob- 
ably you  will  have  to  cut  back  on  guane- 
thidine. Then  get  the  maximum  effect  from 
chlorothiazide.  But  it’s  the  multiple  drug  ad- 
ministration without  demonstrating  that  each 
drug  is  contributing  something  which  I think 
is  bad. 

Let’s  set  up  some  sort  of  theoretical  patients. 
To  start  off  first  of  all  with  the  man  or  woman 
of  45,  diastolic  pressure  110,  systolic  pressure 
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180,  normal  sized  heart,  normal  electrocardio- 
gram, grade  I eyegrounds,  good  renal  function, 
who’s  got,  let’s  say  dizziness  and  some  fatigue 
. . . . an  office  patient  but  with  definite  180 
over  110  type  blood  pressure. 

Dr.  Groom:  And  this  pressure  is  persistent? 

Dr.  Page:  It  is,  I won’t  say  fixed,  but  it’s  there. 
Now  how  do  you  handle  this? 

We  would  start  very  gently  with  a patient 
like  this.  If  it  were  demonstrated  that  the  eye- 
grounds  and  renal  function  and  the  heart 
were  not  changing  rapidly,  start  with  reserpine 
and  see  what  happens.  Sometimes  we  start 
them  on  chlorothiazide,  sometimes  we  start 
them  on  reserpine  and  sometimes  we  combine 
them. 

Dr.  Smythe:  What  if  the  patient’s  hypertension 
is  a little  more  severe  such  as  the  individual 
who  comes  in  with  a big  heart,  perhaps  with 
left  ventricular  strain,  one  plus  albuminuria 
and  grade  two  eyegrounds?  Let’s  say  he  has 
the  A-V  nicking  and  some  thickening  of  the 
arterioles  and  this  person  is  definitely  sympto- 
matic. How  do  you  manage  these? 

Dr.  Page:  That’s  where  the  guanethidine 
would  come  in.  You  see,  it’s  an  interesting 
thing  about  the  drugs  we  use.  First  we  may 
start  with  a drug  which  acts  on  the  brain  like 
reserpine,  and  then  we  go  down  to  the  ganglia 
and  we  can  block  them  with  the  ganglioplegic 
agents.  Then  we  go  farther  out  on  the  nervous 
system  and  we  come  to  the  myoneural  junc- 
tion. Guanethidine  works  on  the  myoneural 
junction  by  preventing  the  release  of  epine- 
phrine and  so  blocks  the  response  to  sympa- 
thetic stimulation.  Then  you  go  still  one  step 
farther,  to  the  blood  vessel  itself,  the  muscles 
of  the  blood  vessel,  and  that’s  where  Apre- 
soline  works.  Then  you  go  still  another  step 
to  blood  volume.  Effect  on  blood  volume  is 
not  the  only  action  of  chlorothiazide,  but  at 
least  it  is  one  of  the  first  effects.  Reduce  the 
blood  volume  and  blood  pressure  concurrently 
is  reduced. 

So  if  you  think  of  this  serial  arrangement, 
starting  with  the  head,  going  down  to  the 
ganglia,  and  then  going  to  the  myoneural 
junction,  then  the  blood  vessel,  and  then  the 


contents  of  the  blood  vessel,  you'll  get  a 
fairly  understandable  progression  of  treat- 
ment. 

Dr.  Groom:  You  seem  to  regard  guanethidine 
as  a very  good  drug.  And  1,  of  course,  agree. 
Tell  us  a little  about  this  drug — dosage,  side 
effects  and  management  of  patients  with 
guanethidine. 

Dr.  Page:  We  think  it  is  one  of  the  smoothest 
drugs  that  you  can  use.  We  usually  begin  at 
a fairly  low  dose.  We  usually  give  an  intra- 
venous dose  and  see  what  the  response  is. 
Sometimes  5 or  10  mg.  will  evoke  a tre- 
mendous response  which  knocks  the  spots  out 
of  the  blood  pressure,  and  the  next  fellow  will 
get  almost  no  response.  Now  from  then  on 
we,  at  least,  will  go  ahead  rather  rapidly  with 
the  individual  who  is  showing  very  poor  re- 
sponse to  it  because  we  ll  be  up  to  dosages  of 
200  or  300  mg.  shortly.  Then  we  start  adding 
chlorothiazide.  If  even  that  doesn’t  work,  we 
may  then  substitute  Apresoline. 

Dr.  Groom:  Don’t  you  find  there  is  a tre- 
mendous range  of  response  in  different  in- 
dividuals? 

Dr.  Page:  Tremendous.  And  you  know,  that  is 
the  thing  which  makes  me  think  that  hyper- 
tension is  such  a multi-faceted  disease.  It  just 
couldn’t  be  that  you  could  have  such  differ- 
ent responses  to  so  many  different  drugs. 

Dr.  Groom:  And  certainly  this  is  reason 
enough  not  to  use  these  combination  drugs. 
Dr.  Page:  The  fixed  combination  drugs — I 
agree  with  you  entirely!  One  other  thing  about 
guanethidine — (and  in  our  own  shop  a lot  of 
people  don’t  agree  with  me;  they  say  I’m 
Simon  Legree  on  this) — I think  that  the  pa- 
tient with  serious  disease  during  the  first  two 
weeks  he’s  on  guanethidine  should  really  be 
“clobbered”  with  the  drug.  He  should  be  put 
to  bed  and  kept  there. 

Dr.  Groom:  Group  3 or  4 hypertension — 

Dr.  Page:  Yes,  serious  disease.  He  should  be 
put  to  bed  and  just  because  he  faints  when  he 
gets  up,  everybody  gets  chickenhearted  and 
starts  reducing  the  drug.  I think  what  you 
have  to  do  is  keep  hitting  him  with  the  drug 
and  then  he  begins  to  adjust — it  may  take 
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three  or  four  weeks  before  he  is  adjusted  to 
it — then  he  can  begin  slowly  to  stand  up.  But 
always  keep  pressing  with  the  drug  so  that 
when  you  end  up  the  whole  show,  some  two 
or  three  months  later,  you’ve  got  the  supine 
pressure  down. 

Dr.  Groom:  He  has  reset  his  carotid  sinus. 

Dr.  Page:  Yes. 

Dr.  Groom:  I don't  buy  this  orthostatic  hypo- 
tension as  being  an  adequate  treatment  of 
hypertension.  We’re  just  fooling  ourselves 
with  that. 

Dr.  Page:  I think  we  are. 

Dr.  Groom:  But  hypertension  is  a potentially 
reversible  disease.  How  about  the  results  of 
the  treatments  you  have  discussed? 

Dr.  Page:  Well  this  is  the  perfect  setup — 1 
want  to  show  these  slides  because  I think  in 
a sense  this  is  the  carrot  in  front  of  the  doctor’s 
nose.  That  is,  it  now  can  be  said  with  a reason- 
able degree  of  confidence  that  hypertension 
can  be  reversed  by  medical  means. 

Now  here  is  a slide  which  shows  that.  The 
dots  on  it  are  averages  of  a whole  week  in 
which  the  blood  pressure  has  been  taken  four 
times  a day.  So  you  see  a steadv  pressure;  not 
many  bounces.  This  individual  had  a blood 
pressure  of  140  diastolic  and  severe  eye- 
ground  changes  when  treatment  began.  Now 
the  next  slide  will  show  you  that  with  treat- 
ment over  a period  of  many,  many  months, 
the  blood  pressure  was  kept  normal.  That’s  the 
prerequisite,  I think,  to  reversibility.  The  next 
slide  shows  the  sequence  of  events  in  which 
I think  a most  remarkable  thing  has  happened 
— and  it  spans  several  years.  You  see  the 
blood  pressure  over  a period  of  years  de- 
clined lower  and  lower  until  finally  it  was 
practically  normal  down  here. 

The  next  slide  will  show  that  the  blood  pres- 
sure is  now  being  kept  at  normal  levels.  At 
this  point  all  treatment  was  discontinued.  Yet 
the  blood  pressure  has  not  come  up.  We  now 
have  nine  patients  in  whom  this  has  been 
done  and  I think  that  it  demonstrates — at 
least  to  my  mind — that  hypertension  can  be 
reversed.  And  1 think  this  shows  us  that  if  we 
will  keep  the  pressure  down  consistently  we 


may  end  up,  I won’t  say  cured  (because  I’m 
scared  of  that  word),  but  I’d  say  we  had  reset 
their  pressures  to  lower  levels.  I think  that’s 
the  reason  for  being  so  persnickety  about 
getting  pressure  down  and  keeping  it  down. 
If  we  do  this  we’ll  find  more  and  more  patients 
in  whom  the  medical  treatment  will  be  as  re- 
warding, and  in  some  ways  more  so,  than 
surgical  treatment.  This  gets  it  back  into  the 
medical  people’s  hands.  That  always  pleases 
me. 

Dr.  Groom:  Dr.  Page,  you  didn’t  bring  a 
crystal  ball  along  with  you  but  I’m  going  to 
ask  you,  how  different  do  you  think  this 
symposium  on  hypertension  would  be  if  we 
were  doing  it  5 years  hence? 

Dr.  Page:  Well,  I've  got  a lot  of  very  small 
crystal  balls,  I don’t  have  one  big  one  that 
tells  all.  As  I look  back,  I realize  I’ve  been  at 
this  business  nearly  35  years,  and  at  that  time 
all  we  could  say  was  we’d  have  “individual- 
ized” nursing  as  a treatment  of  these  people. 
We  didn’t  know  anything  about  these  diseases. 
And  now  as  I look  forward  I suspect  that  what 
is  really  going  to  happen  in  the  next  five  to 
ten  years  is  a complete  rethinking  of  the  chem- 
ical aspects  of  hypertension  and  its  associated 
cardiovascular  disease.  I foresee  the  big  op- 
portunity is  going  to  be  to  tailor  drugs  to  the 
mechanisms  involved.  I think  there’ll  be  an 
anti-angiotensin.  There’ll  be  a whole  series 
of  drugs  which  will  act  on  the  carotid  sinuses 
for  instance,  to  cause  a resetting.  I think 
there’ll  be  a series  of  drugs  that  will  act  on 
the  adrenal  glands,  on  the  adrenal  cortex,  be- 
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cause  there  are  very  complex  things  going  on 
in  that  area.  Were  in  a great  game  and  it’s 
here  to  stay  for  some  time. 

Dr.  Groom:  And  about  this  you’re  optimistic? 
Dr.  Page:  I’m  completely  optimistic. 

Dr.  Groom:  Now  to  get  the  question  and 
answer  period  under  way,  I should  like  to 
bring  up  a question  which  I think  has  many 
ramifications  and  about  which  we  have  said 
practically  nothing  thus  far,  and  that  is  the 
relationship  between  hypertension  and  cor- 
onary disease. 

Dr.  Page,  do  you  feel  that  this  is  a very  real 
relationship,  a causal  relationship?  Statisti- 
cally,  how  significant  is  it? 

Dr.  Page:  Yes,  1 think  there  is  a significant  re- 
lationship to  this  extent,  that  the  Framingham 
studies  from  the  U.  S.  Public  Health  service 
have  shown  beyond  any  doubt  that  hyper- 
tension is  one  of  the  facets  that  greatly  aug- 
ment atherogenesis.  In  short,  if  you  have 
hypertension,  your  chances  of  developing  cor- 
onary disease  are  greater  than  if  you  don’t. 
This  along  with  diet  and  other  facets.  There 
is  clear  evidence  that  hypertension  aids  in 
producing  atherosclerosis  and  that’s  the  rea- 
son— that  is  one  of  the  reasons — one  finds 
more  atherosclerosis  of  the  cholesterol  type  in 
hypertensives  than  in  the  normotensive  pop- 
ulation. 

Dr.  Groom:  Do  you  think  it  fosters  this  me- 
chanically by  virtue  of  the  mechanical  pres- 
sures, or  do  you  postulate  some  intermediary 
system? 

Dr.  Page:  Well,  my  views  on  atherosclerosis 
are  known  to  most  doctors  and  there’s  a lot  of 
disagreement  with  them,  of  course.  I per- 
sonally believe  that  atherosclerosis  results 
primarily  from  the  pressure  of  the  plasma, 
which  is  lipid  laden,  through  the  blood  vessel 
intima.  Now  I don’t  deny  for  a minute  that 
blood  vessels  are  living  tubes  and  therefore 
they  can  synthesize  cholesterol;  they  can  syn- 
thesize things  that  any  tissue  cell  can.  But  to 
me,  the  important  thing  is  to  remember  that 
it  is  the  amount  of  fat  in  the  blood  which  is 
being  forced  through  the  vessel  under  the 
blood’s  pressure.  If  you  raise  the  blood  pres- 


sure, you  obviously  force  more  of  this  fat- 
laden lipoprotein  through  the  blood  vessel. 
And  since  the  vessel  is  already  damaged  by 
hypertension,  more  of  it  gets  stuck  there. 

Dr.  Groom:  Can  we  take  the  converse  of  that? 
Do  you  believe  that  the  effective  treatment  of 
hypertension  retards  the  development  of  cor- 
onary disease?  Do  we  have  any  good  evi- 
dence? 

Dr.  Page:  No,  I don’t  think  we  have  certain 
evidence.  We  have  suggestive  evidence  that 
it  retards  atherogenesis,  but  until  we  can  see 
more,  1 think  possibly  we  must  content  our- 
selves with  evidence  from  the  type  of  thing 
that  Dr.  Mason  Sones  is  doing  with  coronary 
angiograms  where  one  can  actually  see  the 
lesions  by  catheterization  of  the  coronary  ves- 
sels. But  even  that  is  going  to  be  very  difficult 
to  evaluate  from  the  statistical  point  of  view. 
Dr.  Groom:  There  is  considerable  interest  in 
these  racial  differences  that  were  brought  up 
earlier.  Do  you  believe  that  Negroes  have 
more  hypertension  than  white  people  do? 

Dr.  Page:  It’s  interesting  if  one  considers  a 
large  group  of  autopsies  in  these  people.  They 
don't  have  the  atherosclerosis  that  the  white 
people  do  and  they  don’t  have  the  coronary 
artery  disease.  I mean  as  judged  by  patho- 
logical examination.  These  people  just  don’t 
have  the  same  sort  of  coronary  arteries. 

As  a generalization,  I think  one  can  say  that 
colored  people  tend  to  have  more  arteriolar 
disease  and  less  arterial,  and  the  white  people 
tend  to  have  more  arterial  disease  and  some- 
what less  arteriolar  disease. 

Dr.  Pratt-Thomas,  you’ve  been  looking  at 
these  specimens  for  a long  time — any  com- 
ment on  this?  What  Tin  getting  at  is  that  cer- 
tainly hypertension  is  important,  but  in  this 
group  that  has  a tremendous  amount  of  hyper- 
tension one  does  not  see  as  much  athero- 
sclerosis as  he  does  in  the  white  person. 

Dr.  Pratt-Thomas:  Well,  I would  buy  that, 
and  I think  you  get  into  the  problem  there  of 
the  many  aspects  of  atherosclerosis. 

Dr.  Groom:  Isn’t  it  true  that  some  pathologists 
believe  that  the  Japanese  coronary  artery  is  a 
little  bit  different  from  that  of  the  people  in 
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the  United  States?  And  the  Bantu’s  is  a bit 
different  from  theirs? 

Dr.  Pratt-Thomas:  Yes,  this  is  borne  out  on 
some  pretty  good  investigative  studies.  I don't 
think  it  is  just  hearsay  or  speculative  evidence. 
Along  this  line,  the  Negro  race  seems  to  have 
a good  deal  of  atherosclerosis,  as  far  as  I’m 
concerned,  but  they  really  do  not  seem  to 
have  as  much  thrombosis,  which  brings  up 
another  whole  realm  of  speculation. 

I would  like  to  know,  Dr.  Page,  what  you  feel 
about  the  influence  of  heredity  in  hyper- 
tension? You  speak  of  cancer  families  and  you 
hear  a great  deal  about  coronary  arterial  dis- 
ease families.  Do  you  believe  that  there  are 
hypertensive  families  and  should  this  be  con- 
sidered in  one’s  family  history? 

Dr.  Page:  Yes,  I think  very  definitely  it  should 
be.  It  is  one  of  the  things — just  as  in  athero- 
sclerosis— this  is  one  of  the  strikes  against  you. 
If  you  have  a strong  history  of  cardiovascular 
disease  in  the  family,  it’s  fair  to  say  that  your 
chances  for  the  same  are  distinctly  increased. 
The  only  hopeful  thing  about  it — ( I used  to 
just  discard  this  as  being  nothing  you  can  do 
about  selecting  your  parents) — but  I must 
confess  that  with  the  advent  of  better  knowl- 
edge of  the  genes  and  the  possibility  of  really 
understanding  where  these  particular  heredi- 
tary taints  might  be  in  your  DNA  molecule, 
maybe  fifty  years  from  now  we’ll  be  able  to 
replace  that.  Now  this  seems  pretty  fantastic 
at  the  moment,  but  it’s  getting  much  closer. 
Dr.  Groom:  I have  a question  from  Camden, 
South  Carolina,  asking  the  panel  to  comment 
on  diet  in  the  treatment  of  malignant  hyper- 
tension. We  could  draw  that  out  a little  more 
than  we  did  earlier.  What  do  you  have  to  say 
about  it,  Dr.  Smythe? 

Dr.  Smythe:  It’s  like  shooting  a peashooter  at 
a battleship. 

Dr.  Groom:  Well,  there’s  something  rather  sig- 
nificant about  diet,  though.  Don’t  you  think 
it’s  a mistake  to  treat  the  obese  patient  vigor- 
ously, either  medically  or  surgically,  when  the 
obese  patient  will  not  do  his  part,  which  may 
entail  a rather  strenuous  diet  to  reduce 
weight?  Many  patients  come  to  a physician 


having  implicit  in  their  attitude  a sort  of  pas- 
sive concept  of  you  give  me  a magic  pill;  you 
do  the  treatment.  They  don’t  want  to  do  their 
part  of  it.  I think  that’s  a very  important  point 
as  regards  diet. 

Dr.  Smythe:  My  answer  wasn’t  quite  fair.  In 
the  first  place  obesity  is  relatively  unusual  in 
patients  with  accelerated  hypertension. 
They’re  thin  people  characteristically.  I think 
this  is  so  often  the  dilemma  in  which  one  finds 
himself;  one  has  a patient  whose  blood  urea 
nitrogen  is  just  beginning  to  go  up.  Does  one 
put  him  on  a low  salt  diet,  restrict  nitrogen? 
Should  he  be  on  40  grams  of  protein?  Is  one 
free  with  salt  and  does  he  give  drugs?  These 
are  real  dilemmas  and  they  bring  up  the  ques- 
tion of  the  integrated  management  with  drugs 
and  diet. 

Dr.  Page:  May  I say  a word  about  that?  I 
think  the  problem  seldom  really  arises  with 
the  malignant  hypertensives  because  in  the 
first  place,  they’re  very  sick  people,  by  and 
large,  and  they  just  won’t  eat.  The  second 
thing  is  you’ve  got  to  reduce  their  blood  pres- 
sures and  when  you  reduce  their  pressures  to 
normal  levels,  when  they  come  from  a dia- 
stolic of,  say  140,  they  don’t  feel  well  either. 
We  often  keep  their  blood  pressures  so  low 
that  they  can’t  even  sit  up  to  eat  their  din- 
ners, so  I think  the  problem  largely  solves 
itself.  We  just  like  to  have  them  as  comfortable 
as  we  can  while  we  get  their  pressures  down. 
Dr.  Groom:  We’re  skipping  around  the  state — 
here’s  a question  from  Florence. 

In  the  normal  young  individual,  do  you  be- 
lieve the  increased  intake  of  salt  predisposes 
to  hypertension  or  atherosclerosis? 

Dr.  Page:  The  questioner  has  read  Lou  Dahl’s 
work.  lie  and  George  Meneely  have  cham- 
pioned this  point  of  view.  I think  that  one  can 
say  fairly  categorically  that  salt  has  some- 
thing to  do  with  hypertension  and  vascular 
disease,  but  I don’t  think  the  evidence  justifies 
yet  the  statement  that  eating  salt  is  a proved 
cause  of  hypertension.  I would  make  only  one 
exception,  a possible  exception,  and  that  is 
the  Japanese  fishermen  who  use  upwards 
of  60  and  80  grams  of  salt  a day  as  a food 
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preservative;  it’s  possible  that  that  amount  of 
salt  might  be  damaging  to  blood  vessels. 

Dr.  Groom:  This  question  from  Rock  Hill 
bears  on  the  same  point.  Would  someone  com- 
ment on  the  Teller  Book  entitled  “Calories 
Don’t  Count”  in  hypertensive  cardiovascular 
disease? 

Dr.  Page:  I’ve  not  read  this  book. 

Dr.  Smythe:  He’s  read  it,  I can  tell  from  the 
smile  on  his  face. 

Dr.  Page:  Well,  sir,  you  read  your  crystal  ball 
wrong.  I have  not  read  it.  I’ve  heard  about 
it.  This  is  the  safflower  oil  book  isn’t  it? 

Dr.  Smythe:  Well,  part  safflower,  yes. 

Dr.  Page:  1 haven’t  read  the  book,  actually, 
but  I’ve  read  so  many  reviews  of  it  that  I feel 
quite  expert  on  it.  I just  take  from  what  the 
A.M.A.  review  said  that  there  seems  to  be 
very  little  evidence  to  support  the  thing 
scientifically,  so  we  wouldn’t  consider  using 
it.  We  still  know  calories  do  count;  it  would 
be  nice  if  they  didn’t. 

Dr.  Groom:  From  Spartanburg  comes  this 
question  by  Dr.  Parker.  Please  outline  a 
screening  procedure  for  patients  suspected  of 
primary  aldosteronism. 

Dr.  Smythe:  A dilute  alkaline  urine,  I think  is 
the  first  point.  If  a patient  carries  a urine 
which  is  consistently  alkaline,  this  is  a point 
in  favor  of  aldosterism.  The  original  reports 
brought  out  that  these  people  had  attacks  of 
weakness,  that  the  hypertension  was  not  neces- 
sarily very  major,  that  the  blood  pressure  was 
ISO  over  100  more  or  less  and  that  the  hyper- 
tension was  not  a prominent  part  of  the  pic- 
ture. This  has  been  true  in  most  of  the  cases 
which  have  been  reported,  but  some  ag- 
gressive hypertensive  disease  has  also  been  re- 
ported in  these  people. 

The  next  thing  is  that  these  people  have  a de- 
gree of  hypokalemic  alkalosis  which  is  slight, 
but  if  one  has  good  blood  chemistry  results 
and  follows  them,  this  is  an  important  clue. 
The  pattern  consists  of  an  elevated  C02  con- 
tent or  C02  combining  power  with  a slightly 
low  serum  potassium. 

Also,  if  these  people  do  have  an  abnormal 
electrolyte  pattern  and  if  they  do  have  an 
alkaline  urine,  one  can  give  them  very  large 


quantities  of  potassium  by  mouth  and  these 
chemistries  will  remain  as  is  without  cor- 
rection. These  are  screening  tests  which 
would  lead  one  toward  the  diagnosis.  Edema 
is  not  a part  of  the  syndrome.  It  may  occur 
but  characteristically  it  does  not.  Do  you 
want  to  add  anything  to  that,  Dr.  Page? 

Dr.  Page:  No,  I don’t  think  there’s  anything  to 
add  to  it.  The  thing  that  threw  everybody  off 
was  that  the  administration  of  aldosterone  to 
animals  didn’t  seem  to  produce  hypertension. 
It’s  only  recently  that  they  found  if  they  gave 
enough  salt  and  aldosterone  in  fairly  large 
quantities  the  animals  did  become  hyper- 
tensive. 

Dr.  Groom:  Here’s  another  from  Spartanburg 
— this  one  from  Dr.  O’Daniel.  What  is  the  sig- 
nificance of  markedly  elevated  systolic  pres- 
sure with  normal  diastolic  pressure,  for  ex- 
ample, 180/85,  and  would  you  treat  this  by 
mild  sedation  or  anti-hypertensive  drugs? 
Would  you  say  that  this,  aside  from  being  the 
blood  pressure  of  the  person  in  the  later  years 
of  life  with  rigid  arteries,  is  also  often  the 
pressure  of  the  nervous  individual  when  he 
first  comes  into  the  office  and  of  those  people 
that  are  hypertensive  to  having  their  blood 
pressure  taken? 

Dr.  Page:  I think  that  the  patient  who’s  a 
little  nervous  may  well  have  a slight  elevation 
on  his  diastolic  as  well  as  his  systolic.  The 
thing  that  gives  us  the  tip-off  on  the  nervous 
patient  is  the  sweat  in  the  palm  of  his  hands 
and  the  tachycardia,  which  warn  you  that  the 
patient  is  excessively  nervous.  Now  in  the 
majority  of  those  people  with  relatively  nor- 
mal heart  rates,  with  the  elevated  systolic 
without  a corresponding  rise  in  diastolic  pres- 
sures, I would  think  practically  all  such  situa- 
tions are  due  to  arteriosclerotic  hypertension. 
In  other  words,  this  is  simply  the  filling  of  the 
systolic  pressure  as  it  hits  the  hardened  vessel. 
It  gives  a little  extra  rise  to  the  systolic  pres- 
sure. I don’t  believe  those  people  should  be 
treated  with  an  antihypertensive  agent.  It  is 
often  dangerous  to  use  phenobarbital  in  older 
patients — or  even  any  of  the  tranquilizing 
agents.  You  have  to  be  very  careful  about  such 
drugs. 
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Dr.  Groom:  Reserpine,  in  particular? 

Dr.  Page:  Reserpine  I certainly  would  not  use 
in  the  elderly. 

Dr.  Smythe:  Many  of  these  people  will  get 
worse  when  they  are  put  on  reserpine.  They’ll 
be  more  symptomatic  on  reserpine  than  the 
chlorothiazides. 

Dr.  Groom:  Here’s  a question  from  Columbia 
Hospital,  directed  to  you,  Dr.  Page,  on  the 
history  and  physical  examination : how  do  you 
detect  the  renal  artery  disease  cause  of  hyper- 
tension? What  clues  could  you  give  us  on 
that? 

Dr.  Page:  I think  the  one  we  mentioned  be- 
fore about  the  presence  of  bruit  is  of  impor- 
tance but  it  is  not  common.  We  should  be 
especially  suspicious  of  youngsters  with  hyper- 
tension, or  when  there  is  a sudden  change  in 
the  course  of  the  disease.  For  instance,  a pa- 
tient is  going  along  with  no  particular  trouble 
and  suddenly  the  blood  pressure  rises  very 
rapidly — that  should  make  you  suspect  that 
some  sort  of  obstruction  may  have  occurred 
in  the  renal  artery.  Malignant  hypertension  al- 
ways makes  us  suspicious.  Dr.  Dustan  and  I 
think  highly  of  the  urogram  as  a screening 
test.  Radioactive  renography  is  also  of  great 
usefulness. 

Of  course  you’re  suspicious  when  a person  has 
widespread  atherosclerotic  vascular  disease. 
If  they  have  aneurysms,  for  instance,  in  other 
parts,  if  they  have  trouble  in  the  head,  then 
you  can  naturally  suspect  that  you  might  have 
an  atherosclerotic  plaque  in  the  renal  vessel. 
But  what  fools  you  is  the  fibromuscular  hyper- 
plasia that  you  see  in  young  women  with 
really  very  moderate  hypertension. 

So  all  I can  say  is  that  until  we  find  a method 
— for  instance — for  determining  angiotensin 
in  the  blood,  I doubt  that  we’ll  have  any 
specific  answer.  Once  we  can  find  some 
specific  measure  of  a substance  in  the  kidney 
which  causes  hypertension,  well  be  on  firmer 
ground. 

Dr.  Groom:  Dr.  Page,  should  all  renal  artery 
stenoses  be  operated  on? 

Dr.  Page:  No,  I don’t  think  so.  Now  the  sur- 
geons will  kill  me  for  saying  this  because  they 


argue  that  there  are  two  types  of  renal  sur- 
gery; there  is  correcting  the  stenosis  in  order 
to  get  rid  of  the  hypertension,  and  there  is 
correcting  the  stenosis  in  order  to  conserve 
renal  parenchymal  efficiency.  Both  are  laud- 
able aims.  But  there  is  a problem  here  which 
nobody  really  wants  to  face,  that  is,  the  mere 
observation  of  a stenotic  area  in  a renal  artery 
on  an  x-ray  film  doesn’t  necessarily  prove  that 
renal  artery  is  the  cause  of  the  hypertension. 
This  is  a very  dangerous  type  of  thinking.  I 
suspect  that  as  time  goes  on  and  we  get  better 
methods  of  finding  out  whether  a stenotic 
area  is  causing  the  hypertension,  we’re  going 
to  continue  to  operate  on  a lot  of  people  who 
shouldn’t  be  operated  upon. 

Now  just  one  other  thing:  beware  of  operating 
on  the  middle  aged  or  older  man  or  woman 
with  extensive  cerebral  vascular  disease.  That 
is  where  real  tragedies  occur  because  you  get 
into  trouble  with  these  people.  They  do  not 
withstand  long  operations  well  and  while  you 
may  correct  the  stenosis  you  may  have  a dead 
patient  on  your  hands.  The  other  side  is,  I 
think  we  should  never  forget  that  we  still 
have  very  effective  antihypertensive  drugs  in 
our  pockets  and  we  can  use  them. 

Dr.  Groom:  This  next  question  has  to  do  with 
these  anti-hypertensive  drugs  and  the  use  of 
them.  Dr.  Smythe,  what  is  meant  by  casual 
treatment  hypertension? 

Dr.  Smythe:  I think  that’s  what  we  do  in  the 
clinic  most  of  the  time. 

Dr.  Groom:  An  intermittent  treatment? 

Dr.  Smythe:  This  is  when  the  patient  comes  in 
with  high  blood  pressure  and  one  has  to  give 
him  a pill  because  it  is  the  fashion  today  to 
give  people  pills.  One  determines  a little  bit 
about  the  patient,  takes  an  adequate  history, 
does  a good  physical  examination  and  then 
he  says,  “I’m  going  to  give  you  a pill  for  your 
blood  pressure”,  and  so  on  without  much  more 
education  than  just  that.  I refer  to  the  educa- 
tion that  Dr.  Page  was  talking  about  earlier. 
Such  a person  is  given  100  reserpine  tablets 
and  told  to  come  back  when  they  run  out. 
Well,  he  comes  back  when  the  pills  run  out, 
or  maybe  he  waits  a month  or  two.  He  may 
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then  be  given  100  chlorothiazide  tablets  and 
be  told  the  same  thing. 

I think  what  we’re  getting  at  here  is  that  if 
one  is  going  to  treat  hypertension  disease,  treat 
it.  Many  people  say  one  can’t  do  this,  that  pa- 
tients can’t  afford  it,  they  won’t  cooperate, 
they  don’t  understand.  All  of  these  things  all 
of  us  recognize.  But  if  we  should  try  to  do  this 
the  right  way,  we  should  reach  for  an  ideal. 
The  ideal  is  that  this  is  a chronic  long-term 
condition,  and  treatment  means  control  of 
these  various  factors  that  Dr.  Page  has  dis- 
cussed. If  one  is  going  to  tackle  the  treatment 
of  these  people,  1 really  think  it’s  better  to 
pick  those  that  one  is  going  to  treat,  into 
whom  lie’s  going  to  put  the  effort,  those  whom 
he  is  determined  to  follow,  and  to  treat  those 
people  vigorously  and  to  control  their  blood 
pressures.  Now  there  are  many  individuals 
who  either  cannot  or  will  not  cooperate. 
Really,  the  best  thing  to  do  is  to  salve  one’s 
conscience  by  giving  such  people  some  pheno- 
barbital  and  letting  them  go.  I don’t  know 
whether  you  agree  with  that. 

Dr.  Page:  Yes,  I do  agree  with  it.  I think  it’s 
very  important  right  at  the  start  of  this  whole 
process  of  managing  these  people  to  explain 
to  them  first,  that  it  took  them  a long  time  to 
get  the  disease,  and  having  gotten  it,  it’s  going 
to  take  some  time  to  get  rid  of  it.  This  is  not 
an  easy  disease  to  treat.  It  carries  with  it  some 
very  severe  penalties  if  not  treated  properly. 
And  therefore  1 couldn’t  agree  with  you  more 
that  you  either  treat  adequately  or  you  don’t 
do  it  at  all.  I’d  like  to  point  out  that  this  is 
about  the  same  position  that  we  were  in  in 
the  early  days  of  treating  diabetes  when  Dr. 
Joslin  and  people  like  him  taught  us  the  neces- 
sity of  conscientious  control  of  blood  and 
urine  sugar  levels.  And  I for  one  learned  a 
great  deal  from  Dr.  Joslin  and  later  from  Dr. 
Van  Slyke  about  the  careful  management  of 
patients. 

I would  add  one  more  thing  to  what  you 
said.  In  most  patients  we  use  home  blood 
pressures.  This  has  been  a very  contentious 
procedure  I know,  but  I have  yet  to  be  con- 
vinced that  we’ve  made  any  patient  neurotic 


by  giving  him,  allowing  him  or  teaching  him 
to  take  his  own  blood  pressures  at  home.  Be- 
cause when  they  do  that,  when  they  find  their 
pressures  beginning  to  rise,  they  get  on  the 
telephone  and  say  what’s  wrong.  Then  we’ll 
either  change  the  dose  or  get  them  back  in  the 
hospital  for  re-examination. 

Dr.  Groom:  Do  you  think  that  casual  or  inter- 
mittent treatment  affects  the  course  of  the  dis- 
ease adversely  or  has  no  effect  at  all? 

Dr.  Page:  I don’t  know  whether  it  affects  it 
adversely  or  not.  I think  it  adversely  affects 
the  pocketbook  and  it  adversely  affects  the 
patient’s  respect  for  the  disease  and  the  net 
result  is  probably  very  little  gain  so  I dis- 
approve entirely  of  intermittent  or  casual 
treatment  of  hypertension.  I agree  with  you: 
either  do  it  right  or  don’t  do  it. 

Dr.  Groom:  I think  it  was  Schroeder  who  was 
first  to  point  out  cpiite  a number  of  years  ago 
the  real  hazard  of  discontinuing  abruptly  anti- 
pressor  drugs  such  as  the  ganglion-blocking 
agents  in  severely  ill  patients — that  some  of 
them  die  quickly. 

Dr.  Page:  I’m  not  convinced  that  withdrawal 
of  drugs  is  the  reason.  The  reason  for  not  dis- 
continuing is  that  if  you  continue  and  if  you 
do  it  effectively,  then  you  may  be  able  to 
withdraw  treatment.  A lot  of  people  don’t  be- 
lieve that  yet  but  I hope  I live  long  enough  to 
make  them  believe  it. 

Dr.  Groom:  How  about  control  of  the  side  re- 
actions of  the  anti-pressor  drugs  which  we 
have  discussed?  Do  you  have  any  helpful  hints 
for  us  on  that,  Dr.  Page? 

Dr.  Page:  The  first  thing  is  to  educate  the  pa- 
tient that  with  many  of  these  drugs  he  is 
going  to  go  through  a period  when  there  will 
be  some  side  effects.  Now  I am  dismissing  all 
of  the  side  effects  that  occurred,  for  instance, 
with  the  ganglioplegic  drugs  like  hexa- 
methonium,  mecamylamine,  etc.  I’m  talking 
about  what  we’re  dealing  with  now  like  the 
hydrochlorothiazides,  the  guanethidines  and 
the  reserpines  and  Apresolines.  Let’s  not  talk 
about  the  toxic  effects  because  again  that’s 
another  story  ....  just  the  side  effects  in  get- 
ting the  patient  started  on  treatment.  I think 


60 


The  Journal  of  the  South  Carolina  Medical  Association 


HYPERTENSION 


the  patient  should  understand  that  he  is  going 
to  go  through  a period  that  is  going  to  be 
cpiite  uncomfortable  with  orthostatic  hyper- 
tension. He’s  going  to  have  to  understand  that 
he  may  get  some  very  mild  diarrhea  from,  for 
instance,  guanethidine.  These  are  disturbing 
things.  He  may  get  a few  aches  and  pains  and 
he  might  even  get  a little  fever.  But  they  are 
temporary,  and  as  time  goes  on  and  the  sched- 
ule is  readjusted  and  you  begin  to  combine 
the  different  drugs,  then  most  of  these  side 
effects — in  fact  all  of  them — will  disappear. 
With  Apresoline,  as  you  know,  administration 
of  a little  reserpine  during  the  first  two  or 
three  weeks  when  you  get  rather  severe  tachy- 
cardia can  avoid  some  of  the  troubles.  To  me 
the  principal  thing  is  to  warn  the  patient  that 
this  is  going  to  be  a tiresome  and  rather  rough 
period  and  that  the  side  effects  will  disappear. 
He’ll  be  so  much  better  off  for  it. 

Dr.  Groom:  Here’s  a practical  question,  Dr. 
Page.  Do  you  tell  your  patients  who  are  heavy 
smokers  to  stop  smoking  if  they’re  under  treat- 
ment for  hypertension? 

Dr.  Page:  You’re  asking  a smoker.  I am  not  a 
heavy  smoker.  I smoke  about  10  cigarettes  a 
day  through  a filter  tip  and  an  extra  filter 
added  to  it. 

Dr.  Groom:  You  wrote  an  interesting  editorial 
advocating  the  great  old  Greek  golden  mean 
of  moderation  in  all  things. 

Dr.  Page:  That’s  right.  1 believe  in  use  but 
not  abuse.  Now  1 think  that  the  hypertensive 
has  enough  trouble.  If  he’s  been  a smoker  for 
most  of  his  life,  then  to  ask  him  to  discontinue 
smoking  at  a time  when  he  has  all  this  other 
stuff  to  worry  about  is  grossly  unfair.  I have 
no  doubt  that  cigarettes  are  not  good  for  you 
in  the  sense  that  if  you  want  to  abuse  them, 
they’re  not  good  for  you.  But  I do  say  for  those 
of  us  who  enjoy  them,  this  is  a calculated  risk. 
And  believe  me,  we  enjoy  it.  If  I get  hyper- 
tension, I plan  to  continue  my  10  cigarettes. 
And  if  the  doctor  doesn’t  smoke,  that’s  his 
problem.  He  doesn’t  know  what  he’s  missing. 
I suppose  if  I were  starting  out  all  over  again 
I would  not  learn  to  smoke. 

Dr.  Groom:  Will  medical  management  with 


drugs  prolong  the  lifespan  in  benign  essential 
hypertension?  Dr.  Smythe,  do  you  want  to 
tackle  that  as  a last  roundup? 

Dr.  Smythe:  This  point  has  not  been  con- 
clusively proved.  I think  many  would  say  that 
it  is  being  proved.  It  is  very  clear  cut  that 
treatment  with  the  drugs  that  Dr.  Page  has 
mentioned  will  definitely,  without  any  quali- 
fication, prolong  the  life  of  a significant  num- 
ber of  patients  with  malignant  or  accelerated 
hypertension  provided  they  have  some  renal 
function  left  when  one  starts  off.  Now  in  be- 
nign hypertension,  since  this  is  a disease  that 
has  a 25  year  life  span  in  women,  a 15  year 
life  span  in  men — (one  might  want  to  add 
five  years  on  to  that  or  take  five  years  away 
from  it,  depending  on  his  point  of  view)  — 
it’s  very  difficult  to  say  at  this  time  whether 
or  not  the  drugs  will  definitely  prolong  the 
life  span.  I don’t  think  it’s  fair  to  demand  this 
of  the  clinical  investigator  at  this  time,  before 
one  accepts  the  use  of  these  agents.  The  good 
ones,  the  effective  ones  that  can  be  used 
easily  in  patients,  have  not  been  available  for 
long  enough  to  tell  really  conclusively,  that  is, 
to  make  the  statistician  happy  about  a posi- 
tive conclusion. 

The  clinical  evidence  has  been,  though,  that 
in  these  individuals,  although  renal  function 
will  not  return  really,  the  heart  will  return  to 
normal  size,  the  electrocardiogram  will  revert 
to  normal,  angina  pectoris  will  disappear,  con- 
gestive heart  failure  will  be  easier  to  control, 
headaches,  dizzy  spells,  inability  to  sleep, 
nervousness,  all  of  these  things  will  get  better. 
And  I think  one  has  evidence  today  which  will 
allow  him  to  infer  without  apology  that  in- 
telligent, aggressive  use  of  modern  anti-hyper- 
tensive drugs  will  definitely  prolong  life  span 
in  a person  with  proven  benign  essential 
hypertension. 

Dr.  Groom:  Earlier  this  evening  Dr.  Page  said 
he  was  optimistic  about  the  future  in  the  con- 
quest of  hypertension.  .And  who  wouldn’t  be 
after  reviewing  these  advances  of  the  last 
dozen  years? 

Thank  you,  gentlemen,  for  this  concise  dis- 
cussion of  the  treatment  of  hypertension.  Our 
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POISONING  OF  THE  MONTH 

DUSTING  POWDER  INHALATION 

Margaret  Q.  Jenkins,  M.  D. 

This  14  month  old  infant  was  apparently  well  until 
approximately  five  hours  prior  to  admission  at  which 
time  she  was  lying  on  the  bed  while  her  mother 
changed  her  diaper.  An  open  box  of  dusting  powder 
was  on  the  bed  beside  the  infant.  The  mother  kept 
her  hands  on  the  baby  while  turning  her  head  to 
speak  to  another  child  and  the  infant  reached  for  the 
box  of  powder  and  turned  it  over  in  her  face.  The 
infant  immediately  coughed  and  had  some  respiratory 
distress. 

She  was  brought  to  the  Emergency  Room  im- 
mediately following  the  accident;  however;  at  that 
time  she  did  not  appear  to  be  in  any  distress  although 
she  had  some  slight  intercostal  retraction  and  a per- 
sistent cough.  She  received  0.2  ml.  of  Bronkephrine 
I.M.  and  some  general  expectorant  in  the  Emergency 
Room  and  the  mother  was  instructed  to  use  a steam 
vaporizer  for  the  patient  at  home  and  to  return  im- 
mediately if  respiratory  distress  became  more  severe. 
Approximately  four  hours  later,  the  mother  brought 
the  child  back  to  the  Emergency  Room  stating  that 
she  had  not  improved  with  use  of  the  steam  vaporizer, 
and  at  this  time  the  patient  was  admitted  because  of 
increased  respiratory  distress. 

She  was  a well  developed,  well  nourished  infant, 
slightly  dusky,  with  flaring  of  the  nasal  alae,  supra- 
sternal and  intercostal  retraction  and  grunting  respira- 
tion. Rectal  temperature  was  99.4  degrees.  The  lungs 
were  full  of  moist  rales  bilaterally  and  the  respiratory 
rate  was  48  per  minute.  The  patient  also  had  tachy- 
cardia of  160  per  minute  and  her  liver  was  palpable 
3 to  4 cm.  below  the  right  costal  margin.  The  re- 
mainder of  the  examination  was  unremarkable. 

The  patient  was  placed  immediately  in  a Croupette 
with  high  oxygen  concentration  and  was  given  a 
broad  spectrum  antibiotic,  but  respiratory  symptoms 
did  not  improve,  and  the  patient  pursued  a steady 
downhill  course  with  increase  in  respiratory  distress. 
Respiration  became  increasingly  more  labored  and 
finally  ceased  five  hours  after  admission. 

Autopsy  showed  bronchitis  and  acute  bronchiolitis 
with  pulmonary  edema,  focal  atelectasis  and  com- 
pensatory emphysema.  The  alveolar  spaces  were 
filled  with  edema  fluid,  crystal  particles,  and 
macrophages  with  ingested  crystals. 

Reports  of  only  two  fatalities  from  aspiration  of 
talcum  powder  could  be  found  in  the  literature.1 
Chronic  lung  disease  occurring  in  industrial  workers 


using  talc  is  reported  and  the  pathologic  findings 
show  less  fibrosis  than  with  silicosis."  Zinc  sterate 
was  formerly  used  in  baby  powders  and  aspiration 
pneumonia  was  occasionally  produced  by  the  zinc 
sterate.  The  formulas  of  most  commercial  baby 
powders  were  therefore  changed  to  contain  talc  which 
is  less  irritating.  Commercial  talc  is  a mixture  of 
hydrous  magnesium  silicate,  tremolite,  dolomite, 
magnetite,  serpentine  and  free  silica.  The  particle 
size  varies  from  1 micron  to  150  microns  in  size  but 
most  particles  are  less  than  10  microns  in  size.1 

The  problem  presented  by  this  case  of  massive  in- 
halation of  talc  powder  was  felt  initially  to  be  a 
mechanical  one  with  the  fine  particles  coating  the 
bronchial  tree  and  alveolar  walls  and  interfering  with 
adequate  exchange  of  O-  and  CO«.  Because  the  infant 
was  not  in  acute  distress  and  due  to  the  shortage  of 
beds,  she  was  not  admitted  to  the  hospital.  As  the 
secondary  changes  of  pulmonary  edema,  atelectasis 
and  compensatory  emphysema  developed,  respiratory 
distress  occurred  and  no  improvement  resulted  from 
the  treatment  instituted. 

Unfortunately,  bronchoscopy  to  remove  the  talc 
particles  would  not  be  expected  to  benefit  this  pa- 
tient. In  fact,  because  of  her  young  age  it  would 
probably  have  hastened  her  downhill  course.  Lotions 
for  general  skin  care  of  infants  are  preferred  by 
many  and  one  of  the  several  advantages  of  these  over 
powders  would  be  the  ability  to  remove  the  “poison” 
from  the  stomach,  if  ingested,  since  inhalation  of 
lotions  could  hardly  occur. 
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MEDICAL  TELEVISION 

over  South  Carolina’s  Educational  Television 
Network — Thursday  and  Friday,  March  7,  8 — 
8:00-9:30  P.  M. 

CLINICAL  PATHOLOGICAL 
CONFERENCE 

by  guest  speakers  from  The  Massachusetts  Gen- 
eral Hospital,  Boston. 
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Editorials 


Blood  and  Race 

Last  year  there  appeared  before  the  legisla- 
ture of  the  state  a bill  which  would  have  pro- 
vided that  all  blood  used  in  South  Carolina 
for  transfusion  must  be  labeled  as  to  its  source 
from  white  or  Negro  donors.  Perhaps  through 
some  effort  of  the  Association  the  bill  was  not 
passed.  It  seems  very  likely  that  a similar  bill 
will  be  introduced  in  the  present  session  in 
Columbia. 

It  seems  probable  that  the  reasoning  behind 
the  older  bill  and  possibly  a new  bill  is  that 
there  is  some  essential  difference  in  the  blood 
of  the  two  races.  Perhaps  the  instigators  of  the 
bill  can  visualize  a white  person  gradually 
turning  black  as  he  receives  blood  from  his 
colored  brother.  Perhaps  they  see  in  such  a 
procedure  the  possibility  that  certain  traits 
will  be  produced  in  the  recipient  by  the  blood 
of  a donor  of  a different  race.  It  is  not  likely 
that  they  see  any  danger  of  harm  to  the 
colored  man  if  he  should  receive  blood  from 
a white  source. 

As  far  as  scientists  can  determine,  there  is 
no  demonstrable  effect  from  the  introduction 
of  the  blood  of  one  race  into  the  veins  of 
another.  Bloods  vary  throughout  the  world; 
there  are  differences  in  a number  of  factors, 
particularly  in  the  recurrence  of  such  factors 
as  the  Rh  factor  and  similar  substances.  Since 
the  typing  of  blood  has  been  put  on  a scien- 
tific basis,  the  harmful  effects  produced  by  a 
transfusion  of  incompatible  blood  has  become 
rare.  New  methods  of  typing  and  recognition 
of  numerous  previously  unknown  factors  have 
led  to  the  study  and  improvement  of  methods 
for  detecting  the  presence  of  substances  which 
might  be  harmful  in  passing  from  one  person 
to  another.  None  of  these  considerations  has 
any  relation  to  race,  except  in  so  far  as  one 
race  may  have  a higher  incidence  of  certain 
factors  which  might  produce  reaction  in 
another,  but  this  is  a matter  of  laboratory,  not 
sociological  concern.  Since  transfused  blood  is 
destroyed  in  the  body  of  the  recipient  within 
a very  short  time,  there  can  be  no  thought 


that  its  qualities  will  influence  the  permanent 
physiology  or  the  progeny  of  the  recipient. 

The  practical  difficulty  in  the  labeling  of 
blood  would  not  be  simply  a matter  of  putting 
a mark  on  a form.  Nearly  three  fourths  of  the 
state  is  served  by  the  Red  Cross  Blood  Pro- 
gram; the  Red  Cross  does  not  label  blood  and 
expresses  a policy  against  such  labeling.  If 
Red  Cross  blood  is  lost  to  this  large  part  of  the 
state,  the  whole  system  of  blood  banking  and 
transfusion  will  be  immensely  disrupted  and 
possibly  completely  broken  down.  For  this 
reason  largely,  the  thinking  physician  of  the 
state,  convinced  that  there  is  no  harm  in  the 
transfusion  of  blood  from  one  race  into  the 
veins  of  a member  of  another  race,  feels  that 
any  act  of  the  legislature  which  would  produce 
a compulsory  labeling  of  blood  would  do 
tremendous  harm  to  the  medical  affairs  of  the 
state,  would  gain  nothing,  and  would  pose  a 
major  threat  to  the  availability  of  the  central 
supply  of  blood  for  our  ill  patients,  particularly 
our  surgical  patients  with  major  operative 
procedures  who  require  large  quantities  of 
blood  in  order  to  withstand  drastic  but  life- 
saving procedures  of  modern  surgery. 


Immunization  by  Uncle  Sam 

With  the  tremendous  interest  and  effort  in- 
volved in  the  recent  Senatorial  judgement  on 
the  King-Anderson  legislation,  the  medical 
profession  has  perhaps  overlooked  another  un- 
desirable bill  which  has  had  little  or  no 
publicity  and  has  already  been  passed  without 
protest. 

The  Vaccination  Assistance  Act  somehow 
was  endorsed  by  the  AMA  but  not  by  the 
American  Academy  of  Pediatrics,  which  latter 
group  of  physicians  is  perhaps  most  intimately 
concerned  with  the  developments  which  the 
Act  might  produce.  It  is  possible  that  the 
silence  in  some  other  quarters  has  been  de- 
liberate and  it  is  not  impossible  that  certain 
directors  of  public  health  may  be  rather  in 
favor  of  a tax  supported  program  which  would 
lay  the  groundwork  for  moving  all  immuniza- 
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tions  from  physicians  offices  into  the  public 
health  clinics. 

The  Act  calls  for  an  appropriation  of  14 
million  dollars  annually  for  the  next  three 
years  to  allow  the  Surgeon  General  to  set  up 
and  operate  mass  immunization  campaigns 
for  diphtheria,  tetanus,  whooping  cough  and 
poliomyelitis  whenever  a survey  of  the  popu- 
lation of  any  area  shows  that  immunizations 
have  fallen  below  an  arbitrarily  determined 
safe  percentage  of  the  population. 

The  Journal  of  the  Oklahoma  State  Medical 
Association  recently  called  attention  to  these 
matters  in  an  editorial  by  Dr.  John  C.  Kramer 
of  the  Oklahoma  Chapter  of  the  American 
Academy  of  Pediatrics.  The  editorial  quotes 
figures  to  show  that  the  total  87  deaths  from 
polio,  37  deaths  from  diphtheria,  253  deaths 
from  whooping  cough  and  99  from  tetanus  in 
this  country  do  not  represent  a real  national 
problem,  particularly  since  mechanisms  for 
routine  immunizations  are  set  up  in  every  area 
of  the  country  and  are  becoming  increasingly 
effective.  The  expenditure  of  the  proposed 
sum  would  represent  an  irresponsible  effort 
to  protect  a small  segment  of  the  population 
from  a small  group  of  illnesses,  and  offers 
nothing  in  the  way  of  desirable  fundamental 
public  education  in  these  matters.  The  Federal 
Government  is  already  empowered  to  offer 
this  education  through  the  mechanism  of  the 
Public  Health  Service,  but  apparently  feels 
that  its  present  efforts  and  powers  are  in- 
adequate. 

Provision  of  free  immunization  to  the  entire 
population  would  unquestionably  result  in  a 
decrease  of  activity  in  physicians  offices. 
Whether  it  would  eradicate  the  diseases  is 
another  question.  The  well  recognized  un- 
desirable features  of  mass  immunization  and 
the  violent  but  transitory  effort  involved  in 
fostering  a mass  campaign  would  certainly 
outweigh  any  criticism  of  the  currently  active 
and  satisfactory  methods  of  approach  to  the 
problem  of  eliminating  the  four  communicable 
diseases  included  in  the  new  program. 


Mental  Health  Legislation 

Attention  is  called  to  a report  on  state 
mental  health  legislation  which  appears  else- 


where in  this  issue  of  the  Journal.  This  report, 
which  will  be  published  in  three  parts  in 
February,  March  and  April,  was  presented  at 
the  Annual  Meeting  of  the  Association  in 
Myrtle  Beach  last  May.  The  President  of  the 
Association  has  appointed  a committee  at  the 
state  level  to  consider  this  subject. 

In  this  report  the  Charleston  committee  re- 
views the  commitment  procedures,  which  are 
set  forth  without  comment  or  criticism,  the 
Interstate  Mental  Health  Compact  to  which 
South  Carolina  is  a party  and  which  cannot 
be  altered  by  our  legislature  without  agree- 
ment by  the  legislatures  of  all  other  party 
states,  the  Community  Mental  Health  Services 
Act,  certain  aspects  of  which  are  criticized, 
and  “Action  for  Mental  Health,”  the  proposed 
plan  to  increase  federal  participation  enor- 
mously in  the  care  of  the  mentally  ill. 

The  practicing  physicians  of  the  state  owe 
a debt  of  gratitude,  long  overdue,  to  the  hand- 
ful of  psychiatrists  who  have  worked  in  South 
Carolina  for  decades,  usually  in  the  face  of 
tragic  and  massive  indifference,  to  improve 
the  lot  of  their  patients  in  state  institutions 
and  community  clinics.  The  average  physician 
can  no  longer  ignore  this  aspect  of  medicine 
for  “Mental  Health"  now  approaches  him  at 
every  level.  Consideration  of  enabling  legisla- 
tion and  the  civil  rights  of  patients  is  only  one 
part  of  the  problem. 

F.  M.  B. 


Legislation  Against  Side  Effects? 

The  unexpected  appearance  of  side  effects  in  drug 
therapy  has  been  and  will  be  due  not  to  inadequacy 
of  laws  but  to  the  inadequacy  of  scientific  knowl- 
edge. Protection  against  side  effects  cannot  be  legis- 
lated. There  will  always  be  instances  where  a drug 
will  be  prescribed,  despite  its  side  effects,  because 
the  alternative  is  worse.  Every  drug  is  to  some  extent 
toxic.  Even  the  purest  tap  water  can  be  harmful 
under  certain  conditions.  A doctor  must  always  weigh 
the  disadvantages  of  a drug  against  the  expected  ad- 
vantages. The  best  and  most  extensive  legislation  in 
the  world  will  not  help  him  in  this  decision.  But 
restrictive  legislation  can  tie  his  hands.  The  problem, 
I repeat,  is  not  lack  of  legislation  but  lack  of  exact 
scientific  knowledge. — Austin  Smith,  M.  D.,  Presi- 
dent, Pharmaceutical  Manufacturers  Association,  to 
16th  Annual  Convention,  National  Pharmaceutical 
Association,  August  7,  1962. 
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The  Preliminary  Report 
To 

The  Charleston  County  Medical  Society 
From 

The  Committee  On  Mental  Health  Legislation 
Of  The  State  of  South  Carolina 

Since  its  appointment  by  the  President  of  the 
Charleston  County  Medical  Society  in  February,  1962, 
the  Committee  on  Mental  Health  Legislation  has  been 
reviewing  and  studying  the  mental  health  laws  of  the 
state  of  South  Carolina.  This  study  is  still  in  progress 
and  is  incomplete  and  therefore  this  report  is  con- 
sidered a preliminary  one.  However,  it  is  presented 
after  the  major  part  of  the  study  has  been  finished. 

The  Committee  presents  this  report,  offers  recom- 
mendations for  possible  changes  in  State  Mental 
Health  Legislation  and  recommendations  for  further 
study  of  this  subject. 

The  Committee  has  studied  the  Mental  Health 
Code  of  the  State  of  South  Carolina  published  by  the 
South  Carolina  Mental  Health  Commission  in  1955, 
an  Act  to  Provide  For  An  Interstate  Compact  on 
Mental  Health  and  for  the  Administration  Thereof, 
enacted  in  1959,  and  The  Community  Mental  Health 
Service  Act  and  Policy  Statement  published  by  the 
South  Carolina  Mental  Health  Commission  in  1961. 
The  committee  has  also  attempted  to  review  recent 
revisions  in  commitment  procedures,  especially  those 
pertaining  to  emergency  admissions  and  arrest  and 
detention  of  individuals  believed  to  be  mentally  ill. 

In  an  effort  to  understand  how  additional  or  future 
Mental  Health  Legislation  and  Planning  on  the 
national  level  will  affect  the  care  of  the  mentally  ill 
in  South  Carolina,  the  committee  has  read  the  10,000 
word  digest  appearing  in  The  Modern  Hospital,  March 
1961,  of  the  Final  Report  of  the  Joint  Commission  on 
Mental  Illness  and  Health  entitled  Action  For  Mental 
Health,  a 100,000  word  report  made  to  Congress,  the 
Governors  and  the  Legislatures  of  the  United  States. 
A copy  of  the  original  document  is  being  reviewed. 

A preliminary  review  of  the  subject  of  mental  health 
legislation  indicates  that  a general  revision  of  the 
basic  mental  health  laws  of  South  Carolina  has  been 
carried  out  since  1952  and  that  much  additional 
legislation  has  been  added,  and  more  additions  may 
be  anticipated.  In  general,  these  South  Carolina  laws 
follow  a pattern  now  becoming  standard  for  all  states 
in  the  Union.  There  has  been  in  the  last  10  years  a 
concerted  effort  to  standardize  mental  health  legisla- 
tion in  every  state  of  the  Union  so  that  the  varoius 
provisions,  and  even  the  wording,  are  almost  identical 
for  each  state’s  laws.  According  to  one  authority  on 
this  subject,  Dr.  Lewis  Albert  Alesen  of  Los  Angeles, 
past  president  of  the  California  Medical  Association 
and  former  Chief  of  Staff  of  Los  Angeles  County  Gen- 
eral Hospital  the  patterns  for  parts  of  these  nearly 
identical  laws  are  found  in  the  two  documents,  ( 1 ) 
A Draft  Act  Governing  Hospitalization  of  the  Men- 
tally III,  published  by  the  Federal  Security  Agency  of 
the  Public  Health  Service  (now  a part  of  the  Depart- 
ment of  Health,  Education  and  Welfare)  and  (2) 


The  Organization  and  Function  of  the  Community 
Psychiatric  Clinic,  published  and  distributed  by  the 
National  Association  for  Mental  Health,  of  New 
York  City,  George  S.  Stevenson,  M.  D.,  Medical 
Director.  Comparison  of  these  two  proposals  for 
legislation  and  the  laws  of  South  Carolina  will  reveal 
that  they  are  almost  identical.  This  similarity  is 
pointed  out  to  indicate  that  there  are  evidences  of 
central  overall  planning  for  mental  health  legislation 
for  the  entire  nation  from  a not  definitely  identified 
source  and  that  this  planning  extends  down  to  the 
community  level  without  apparent  local  consideration 
but  by  the  adoption  of  model  laws. 

THE  MENTAL  HEALTH  CODE 
Published  by  the  South  Carolina  Mental 
Health  Commission — 1955 

This  document  presents  the  constitutional  and 
statutory  provisions  for  hospitalization  of  the  mentally 
ill. 

These  provisions  describe  and  define  various  men- 
tal health  terms;  the  offices  and  facilities  relative  to 
the  care  of  the  mentally  ill;  the  South  Carolina  Mental 
Health  Commission,  its  method  of  appointment,  mem- 
bership, term  of  office,  duties  and  powers;  the  mental 
health  facilities  to  be  maintained  by  the  State,  their 
employees  and  their  duties  and  authority;  the  methods 
of  admission  and  discharge  from  the  State  Mental 
Hospitals  and  State  Training  School;  the  method  of 
transfer  of  eligible  patients  for  institutional  care  or 
treatment  by  any  agency  of  the  United  States;  certain 
provisions  affecting  all  mental  health  facilities  in  the 
State;  appointment  of  committee  for  management  of 
the  estate  of  the  mentally  incompetent;  and  the  provi- 
sions for  re-examination  of  sanity. 

The  committee  wishes  to  point  out  that  the  word 
“insane”  now  seldom  appears  in  the  mental  health 
laws  of  the  State  and  has  been  for  the  most  part  re- 
placed bv  the  terms  “mentally  ill”  or  “mental  disease.” 
A “mentally  ill  person”  is  described  by  law  now  as 
“a  person  affected  with  a mental  disease  to  such  an 
extent  that,  for  his  own  welfare  or  the  welfare  of 
others  or  of  the  community,  he  requires  care,  treat- 
ment, detention  or  training  to  an  extent  which  renders 
him  incapable  of  caring  for  or  managing  his  own 
estate.” 

As  part  of  its  report  the  committee  includes  for  in- 
formation all  of  Article  4,  Chapter  5,  of  the  Statutory 
Provisions  described  in  the  Mental  Health  Code  which 
is  entitled  “Admission  to  and  Discharge  from  State 
Hospitals;” 

“32-909  Voluntary  admission  of  mentally  ill  to  State 
hospitals. 

The  superintendent  of  a private  hospital  may,  and, 
subject  to  the  availability  of  suitable  accommodations 
and  if  in  the  judgment  if  the  superintendent  the  per- 
son is  a proper  subject  for  voluntary  admission,  the 
superintendent  of  a State  hospital  shall,  admit  for 
observation,  diagnosis,  care  and  treatment  any  in- 
individual who  is: 

( 1 ) Mentally  ill  or  has  symptoms  of  mental  illness 
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and  is  under  twenty-one  years  of  age  or  over,  applies 
therefor;  or 

(2)  Mentally  ill  or  has  symptoms  of  mental  illness 
and  is  under  twenty-one  years  of  age,  if  his  parent 
or  legal  guardian  applies  therefor  in  his  behalf.  f952 
(47)  2042 

“32-9  fO  Discharge  of  voluntary  patients  from  hos- 
pitals. 

The  superintendent  of  a hospital  shall  discharge 
any  voluntary  patient  who  has  recovered  or  whose 
detention  he  determines  to  be  no  longer  advisable. 
He  may  also  discharge  any  voluntary  patient  if  to  do 
so  would,  in  his  judgment,  contribute  to  the  hospital’s 
most  effective  use  in  the  care  and  treatment  of  its 
patients.  f952  (47)  2042 
“32-911  Same  upon  request. 

A voluntary  patient  who  requests  his  discharge  or 
whose  discharge  is  requested  in  writing,  bv  his  legal 
guardian,  parents,  parent  with  custody,  county  gov- 
erning body,  spouse  or  adult  next  of  kin  shall  be  dis- 
charged forthwith  except  that: 

( 1 ) Any  request  for  such  a discharge  may  be  de- 
nied by  the  superintendent  of  a State  hospital  if  the 
request  is  made  sooner  than  thirty  days  after  admis- 
sion. 

(2)  If  the  patient  was  admitted  on  his  own  ap- 
plication and  the  request  for  discharge  is  made  by  a 
person  other  than  the  patient,  discharge  may  be  con- 
ditioned upon  the  agreement  of  the  patient  thereto: 

( 3 ) If  the  patient  by  reason  if  his  age,  was  ad- 
mitted on  the  application  of  another  person,  his  dis- 
charge, prior  to  becoming  twenty-one  years  of  age, 
may  be  conditioned  upon  the  consent  of  his  parent 
or  guardian;  and 

( 4 ) If  the  superintendent  of  the  hospital,  within 
seven  days  from  the  receipt  of  the  request,  files  with 
tlie  probate  court  of  the  county  in  which  the  patient 
resided  immediately  prior  to  his  admission  a certifica- 
tion that,  in  his  opinion,  the  discharge  of  the  patient 
would  be  unsafe  for  the  patient  or  others,  discharge 
may  be  postponed  on  application  for  as  long  as  the 
court  determines  to  be  necessary  for  the  commence- 
ment of  proceedings  for  judicial  admission,  but  in  no 
event  for  more  than  fifteen  days.  1952  (47)  2042 
“32-912  Admission  to  State  Hospital  on  motion  of 
guardian,  relative,  etc. 

Any  individual  may,  subject  to  the  availability  of 
suitable  accommodations  be  admitted  to  a State  hos- 
pital upon: 

( 1 ) Written  application  to  the  hospital  by  a friend, 
relative,  spouse,  custodian  or  guardian  of  the  in- 
dividual or  the  superintendent  of  any  medical  in- 
stitution in  which  such  individual  may  be;  and 

( 2 ) A certification  by  two  designated  examiners 
that  they  have  jointly  examined  the  individual  and 
that  they  are  of  the  opinion  that  he  is  mentally  ill 
and  (a)  Is  in  need  of  care  and  treatment  in  a hospital 
and,  because  of  his  condition,  lacks  sufficient  insight 
or  capacity  to  make  responsible  application  therefor 
or  (b)  Because  of  his  condition  is  likely  to  injure 
himself  or  others.  1952  (47)  2042 


“32-913  No  such  admission  more  than  fifteen  days 
after  examination. 

An  individual  with  respect  to  whom  such  a certifi- 
cate has  been  issued  may  not  be  admitted  on  the 
basis  thereof  at  any  time  after  the  expiration  of 
fifteen  days  after  the  date  of  examination,  exclusive  of 
any  period  of  temporary  detention  authorized  under 
paragraph  32-950.4.  1952  (47)  2042 

“32-914  When  such  individual  taken  into  custody. 

The  certificate,  referred  to  in  paragraph  32-912,  if 
it  states  a belief  that  the  individual  is  likely  to  injure 
himself  or  others,  shall,  upon  endorsement  by  a judge 
of  any  probate  court  of  the  county  in  which  the  in- 
dividual is  resident  or  present,  authorize  any  police 
officer,  preferably  in  civilian  clothes,  to  take  the  in- 
dividual into  custody  and  transport  him  to  the  hos- 
pital designated  in  the  application.  1952  (47)  2042 
“32-915  Admission  to  State  hospitals  on  motion  of 
any  person. 

Any  individual  may,  subject  to  the  availability  of 
suitable  accommodations,  be  admitted  to  a State  hos- 
pital upon: 

( 1 ) A WTitten  application  to  the  hospital  by  any 
person  stating  his  belief  that  the  individual  is  likely 
to  cause  injury  to  himself  or  others  if  not  immediately 
restrained  and  the  grounds  for  this  belief;  and 

( 2 ) A certification,  in  triplicate,  by  at  least  one 
licensed  physician,  that  he  has  examined  the  individ- 
ual and  is  of  the  opinion  that  the  individual  is  mentally 
ill  and,  because  of  his  condition,  is  likely  to  injure 
himself  or  others  if  not  immediately  restrained.  1952 
(47)  2042 

“32-916  Within  what  time  such  person  must  he  ad- 
mitted. 

An  individual  with  respect  to  whom  such  a certifi- 
cate, as  is  mentioned  in  paragraph  32-915,  has  been 
issued  may  not  be  admitted  on  the  basis  thereof  at 
any  time  after  the  expiration  of  three  days  after  the 
date  of  examination.  1952  (47‘  2042 
“32-917  Certificate  rccpiires  taking  individual  in 
custody. 

The  certificate,  referred  to  in  paragraph  32-915, 
shall  authorize  and  require  any  police  officer,  prefer- 
ably in  civilian  clothes,  to  take  the  individual  into 
custody  and  transport  him  to  the  hospital  designated 
in  the  application.  Within  forty-eight  hours  after 
taking  the  individual  into  custory  the  police  officer 
shall  obtain  an  endorsement  of  the  certificate  by  the 
judge  of  probate  of  the  county  in  which  the  individ- 
ual is  taken  into  custody.  If  the  judge  of  probate  re- 
fuses to  endorse  the  certificate  he  shall  state  thereon 
his  reasons  for  his  refusal  and  immediately  transmit 
it  to  the  hospital  concerned  and  the  hospital  shall 
discharge  the  patient  immediately  unless  the  super- 
intendent thereof  forthwith  files  the  certificate  to 
initiate  action  as  provided  in  paragraph  32-911.  1952 

(47)  2042;  1954  (48)  1732. 

Effect  of  amendment — The  amendment  added  “and 
require”  on  line  one. 

“32-918  Commitment  to  hospitalization;  application 
therefor. 
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Proceedings  for  the  involuntary  hospitalization  of 
an  individual  may  be  commenced  by  the  filing  of  a 
written  application  with  the  probate  court  by  a friend, 
relative,  spouse  or  guardian  of  the  individual  or  the 
superintendent  of  any  public  or  private  institution  in 
which  such  individual  may  be.  The  application  shall 
be  accompanied  by  a certificate  of  a licensed  physi- 
cian stating  that  he  has  examined  the  individual  and 
is  of  the  opinion  that  he  is  mentally  ill  and  should  be 
hospitalized  or  a written  statement  by  the  applicant 
that  the  individual  has  refused  to  submit  to  an  ex- 
amination by  a licensed  physician.  i952  ( 47 ) 2042 
“32-919  Same;  notice  of  application. 

Upon  receipt  of  such  an  applications  the  court  shall 
give  notice  thereof  to  the  proposed  patient,  to  his 
legal  guardian,  if  any,  and  to  his  spouse,  parents  and 
nearest  known  other  relative  or  friend.  If,  however, 
the  court  has  reason  to  believe  that  notice  would  be 
likely  to  be  injurious  to  the  proposed  patient,  notice 
to  him  may  be  omitted.  19592  ( 47 ) 2042 
“32-920  Examination  of  patient. 

As  soon  as  practicable  after  notice  of  the  com- 
mencement of  the  proceeding  is  given  or  it  is  de- 
termined that  notice  should  be  omitted,  the  court 
shall  appoint  two  designated  examiners  to  examine 
the  proposed  patient  and  report  to  the  court  their 
findings  as  to  his  mental  condition  and  his  need  for 
custody,  care  or  treatment  in  a hospital.  The  examina- 
tion shall  be  held  at  a suitable  place  not  likely  to 
have  a harmful  effect  upon  the  proposed  patient’s 
health.  A proposed  patient  to  whom  notice  of  the 
commencement  of  proceedings  has  been  omitted 
shall  not  be  required  to  submit  to  an  examination 
against  his  will.  On  the  report  of  the  examiners  of 
the  refusal  of  a proposed  patient  to  submit  to  ex- 
amination the  court  shall  give  notice  to  the  proposed 


patient  as  provided  under  paragraph  32-919  and 
order  him  to  submit  to  examination.  1952  (47) 
2042 

“32-921  Effect  of  examiners’  report. 

If  the  report  of  the  examiners  is  to  the  effect  that 
they  are  of  the  opinion  that  the  projiosed  patient  is 
mentally  ill  the  court  shall  forthwith  fix  a date  for 
and  give  notice  of  a hearing  to  be  held  not  more  than 
fifteen  days  from  receipt  of  the  report.  If  the  report 
of  the  examiners  is  divided  or  is  to  the  effect  that 
they  are  of  the  opinion  the  proposed  patient  is  not 
mentally  ill  the  court  shall  terminate  the  proceedings 
and  dismiss  the  application.  1952  (47)  2042;  1953 
(48)  504;  1954  (48)  1732 

Effect  of  amendment — Prior  to  the  1953  amend- 
ment, the  hearing  was  to  be  held  “not  less  than  ten 
nor  more  than  fifteen  days  from  receipt  of  the  report.” 
The  1954  amendment  made  no  further  change. 
“32-922  Hearing  on  report. 

All  persons  to  whom  notice  is  required  to  be  given 
may  appear  at  the  hearing,  testify  and  present  and 
cross-examine  witnesses  and  the  court  may  receive  the 
testimony  of  any  other  person.  The  proposed  patient 
shall  not  be  required  to  be  present  and  the  court  may 
exclude  all  persons  not  necessary  for  the  conduct  of 
the  proceedings.  The  hearings  shall  be  conducted  in 
as  informal  a manner  as  may  be  consistent  witli 
orderly  procedure  and  in  a physical  setting  not  likely 
to  have  a harmful  effect  on  the  mental  health  of  the 
proposed  patient.  The  court  shall  receive  all  relevant 
and  material  evidence  which  may  be  offered.  An  op- 
portunity to  be  represented  by  counsel  shall  be 
afforded  to  every  proposed  patient  and,  if  neither  he 
nor  others  provide  counsel,  the  court  shall  appoint 
counsel  for  him.  1952  ( 47 ) 2042 

(TO  BE  CONTINUED) 


CASE  RECORDS  FOR  DISCUSSION 

These  and  other  cases  will  be  discussed  in 
the  Scientific  Program  of  the  South  Carolina 
Medical  Association  Convention  May  8 and 
9,  1963,  at  Myrtle  Beach. 

Plan  now  to  be  there! 


#1.  An  asymptomatic  58  year  old  bank  officer  is 
discovered  to  have  a blood  pressure  of  170/95.  He 
has  no  family  history  of  hypertension.  Fundi  are 
grade  2.  E.C.G.  shows  minimal  left  ventricular  hyper- 
trophy. Chest  film  is  normal.  B.U.N.  is  normal. 

#2.  This  38  year  old  male  began  having  upper  ab- 
dominal crampy  pain  12  hours  before  admission.  His 
abdomen  was  slightly  distended,  soft,  slightly  tender 
diffusely  and  peristalsis  was  within  normal  limits. 
Peritoneal  tap  revealed  odorless  sero-sanguinous  fluid 
containing  no  bacteria,  500,000  BBC  and  21,000 
WBC  per  ml  and  80  units  of  amylase  activity. 

#3.  This  36  year  old  pregnant  patient  enters  your 
office  for  the  first  time  in  her  22nd  week  of  preg- 


nancy. She  is  a Gravida  4,  Para  3,  who  has  had  an 
uncomplicated  pregnancy  thus  far.  General  physical 
examination  is  entirely  normal,  and  in  the  course  of 
the  examination  a routine  Papanicolaou  Spread  is 
taken.  The  pathologist  reports  the  Papanicolaou 
Spread  as  Class  3. 

What  is  the  management  of  this  patient? 

#4.  A 7-pound  newborn  infant,  the  first-born  of  a 
21 -year-old  mother  whose  pregnancy  and  labor  were 
uncomplicated,  did  well  in  the  nursery  for  the  first  2 
days  of  life.  On  the  third  day  he  was  less  active,  took 
feedings  more  slowly,  became  jaundiced  and  “didn’t 
look  quite  right"  to  the  nurses. 
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Public  Relations 


E.  B.  HOWARD,  A.  M.  A.  Official 
To  Address  Public  Relations  Forum 
February  24 


YOU’RE  INVITED  to  attend  a Public  Relations  Forum  and  “Dutch”  buffet  luncheon,  Sunday, 
February  24  at  the  Wade  Hampton  Hotel  in  Columbia.  Lunch  starts  at  1 pm  and  it  will  be 
followed  by  a lively  program  that  will  allow  most  of  you  to  get  home  before  dark. 

The  tentative  program  schedule  is  listed  below. 

PUBLIC  RELATIONS  FORUM 
February  24,  1963 
1 p.  m.  to  5 p.  m. 

WADE  HAMPTON  HOTEL 
Columbia,  S.  C. 

1.  Introduction  of  Guest  Speaker,  Dr.  J.  I.  Waring,  Charleston. 

2.  E.  B.  Howard,  M.  D.,  Assistant  Executive  Vice  President,  A.  M.  A. 

Resume  of  administration’s  new  proposal  on  compulsory  health  care  and 
evaluation  of  state  Association’s  part  in  A.  M.  A.’s  nation-wide  fight  against  this 
proposal. 

3.  Dr.  Willard  B.  Mills,  Greenville — Liberty  Life  Insurance  Company. 

Discussion  of  effective  use  of  radio,  television  and  newspaper  as  public  rela- 
tions media.  Case  history  of  non-commercial  radio  interviews  on  “Socialized 
Medicine”  presented  by  Greenville  County  Medical  Society  and  Liberty  Life 
Insurance  Company. 

4.  Dr.  R.  M.  Anderson,  Dr.  H.  C.  Heins,  Jr.,  Charleston. 

Speakers  Bureaus,  function  and  effectiveness  in  explaining  the  medical  pro- 
fession’s views  to  the  public. 

5.  Mrs.  Penrod  Hepfer,  Columbia,  Womans  Auxiliary  to  the  South  Carolina  Medi- 
cal Association. 

Demonstration  at  coffee  break  of  organization  of  “coffees”  for  purpose  of 
“letters-to-congressmen”  campaign. 

6.  Dr.  Julian  Price,  Florence. 

The  physician’s  role  as  an  active  participant  in  politics. 

7.  Dr.  George  Johnson,  Spartanburg. 

The  patient-physician  relationship  . . . discussion  of  materials  available  from 
A.  M.  A.  for  office  display  or  bill  stuffers. 

8.  Open  discussion  period. 

9.  Dr.  J.  I.  Waring,  Charleston.  Closing  summary. 

10.  Showing  of  Kerr-Mills  film  produced  by  A.  M.  A.,  for  use  at  county  level. 

Adjournment 
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Correspondence 


THE  SOUTH  CAROLINA  SOCIETY  OF 
PATHOLOGISTS 

January  14,  1963 

Dear  Doctor  Waring: 

The  South  Carolina  Society  of  Pathologists  wishes  to 
make  known  its  opposition  to  any  legislative  efforts 
designed  to  require  by  law  the  segregation  of  whole 
human  blood  by  race  and  to  make  unlawful  the  ad- 
ministration of  blood  to  a patient  of  race  different 
from  that  of  the  donor.  The  opposition  bv  this  Society 
is  based  on  the  following  considerations: 

( 1 ) Such  a law  would  have  the  effect  of  restricting 
and  impeding  the  practice  of  medicine  in  an  area  in 
which  any  restrictions  or  delays  would  seriously  en- 
danger the  health  of  those  persons  urgently  in  need 
of  blood. 

(2)  Such  a law  can  not  be  based  on  any  acceptable 
evidence  of  increased  risk  of  the  recipient  but  must 
be  motivated  only  by  ill-advised  emotional  considera- 
tions. 

(3)  Cooperation  between  blood  banks  throughout  the 
United  States,  through  membership  in  either  the 
American  National  Red  Cross  or  the  American  Asso- 
ciation of  Blood  Banks,  and  reciprocal  cooperation 
between  these  two  agencies,  has  resulted  in  great  con- 
veniences to  recipients  of  blood  and  blood  products 
when  the  blood  must  be  administered  at  points  some 
distance  from  the  native  town  of  the  patient.  This 
convenience  woidd  very  probably  be  destroyed  by 
such  legislation. 

(4)  Such  legislation  would  necessarily  apply  to  life 
saving  fractions  of  human  blood  such  as  gamma  glo- 
bulin, fibrinogen  and  albumin.  The  preparation  of 
these  products  could  not  be  practicably  accomplished 
under  such  a restrictive  law  and  their  use  in  this  state 
would  be  drastically  if  not  completely  curtailed. 

(5)  The  passage  of  this  or  any  other  similar  law 
would  not  improve  the  quality  of  medical  care  and 
the  results  of  such  legislation  can  only  be  negative 
ones. 

For  the  Society, 

Michael  F.  Patton,  M.  D. 

Secretary 


Dear  Dr.  Waring: 

I would  like  to  congratulate  you  on  your  editorial 
entitled,  “School  Examinations”,  on  page  488  of  the 
November  1962  Journal  of  the  South  Carolina  Medi- 
cal Association. 

I was  the  Chairman  of  the  South  Carolina  Medical 
Association’s  Committee  on  School  Health  for  some  10 


years.  The  members  of  this  Committee  have  been 
aware  of  this  ridiculous  piece  of  legislation,®  which 
was  used  by  the  County  Board  of  Education  in 
Anderson  to  support  their  extremely  backward  de- 
cision, refusing  to  approve  the  system  of  examination 
of  first  graders  by  private  physicians  at  the  expense 
of  their  parents  on  the  grounds  that  South  Carolina 
State  Law  directs  that  not  more  than  10  cents  be 
charged  for  each  medical  or  dental  examination,  and 
that  this  should  be  paid  out  of  school  funds,  and 
furthermore,  that  these  examinations  are  required  by 
law. 

While'  our  Committee  has  been  aware  of  this  anti- 
quated law,  we  have  not  bothered  to  recommend  that 
legislation  to  repeal  this  law  be  introduced  because 
we  felt  that  it,  like  so  many  antiquated  statutes, 
merely  represented  a sort  of  curiosity  of  which  there 
are  many  examples  in  the  legal  codes  of  many  states 
which  no  one  would  follow  or  invoke  in  this  en- 
lightened day  and  age. 

Since  it  has  happened  that  a local  school  board  has 
used  this  act,  it  is  apparent  that  the  School  Health 
Committee  will  need  to  take  cognizance  of  it,  and 
while  they  are  at  it  they  might  just  as  well  take  offi- 
cial cognizance  of  several  other  equally  antiquated 
and  ridiculous  statutes  of  school  health  for  the  pur- 
pose of  having  them  also  repealed. 

Sincerely, 

J.  R.  Paul,  Jr.,  M.  D. 

Professor  of  Pediatrics 

*Article  21-753.  Annual  physical  examination  of 
pupils.  The  board  of  trustees  of  every  school 
district  of  this  State  shall  arrange  for  and  require 
annually  a medical  and  dental  inspection  of  all 
pupils  attending  the  public  schools  of  the  district 
during  the  first  three  months  of  attendance  to 
ascertain  the  presence  of  any  contagious  or  in- 
fectious disease  or  any  disease  or  defect  of  the 
eye,  ear,  nose,  mouth,  throat,  lungs  or  skin  detri- 
mental to  the  welfare  of  any  child  affected  there- 
with. An  inspection  by  any  licensed  physician  and 
dentist  or  by  any  competent  health  officer  or 
trained  nurse  approved  by  the  State  Board  of 
Health  and  a report  made  by  them  in  standard 
form  adopted  by  such  board,  giving  the  result  of 
their  inspection,  shall  be  deemed  a sufficient  in- 
spection and  no  further  inspection  shall  be  re- 
quired of  any  child  so  inspected.  Not  over  ten 
cents  per  child  shall  be  charged  for  each  dental  or 
medical  inspection,  such  charges  to  be  paid  out  of 
the  school  funds  of  the  respective  school  districts. 
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News 


Annual  Teaching  Seminar 

The  Fifteenth  Annual  Teaching  Seminar  of  the 
International  Academy  of  Proctology  will  be  held 
March  16-21,  1963,  in  Las  Vegas,  Nevada. 


The  American  College  of  Allergists 

The  American  College  of  Allergists  Graduate  In- 
structional Course  and  Nineteenth  Annual  Congress 
will  be  held  March  24-29,  1963,  at  the  Americana  of 
New  York,  New  York  City.  For  further  information, 
write  to:  John  D.  Gillaspie,  M.  D.,  Treasurer,  2141 
14th  Street,  Boulder,  Colorado. 


Coastal  Medical  Society  Meets 

The  Coastal  Medical  Society  met  January  17  in 
Walterboro.  Mr.  William  J.  McCord,  Educational 
Director  of  South  Carolina  Alcoholic  Rehabilitation 
Center,  was  guest  speaker. 


Sullivan  Elected  President,  Laurens 
County  Society 

Dr.  E.  M.  Sullivan  was  elected  president  of  the 
Laurens  County  Medical  Society  when  that  group 
met  in  Joanna  in  November. 

Others  elected  were:  Dr.  Julian  Atkinson,  Laurens, 
vice-president;  Dr.  Louis  Stephens,  secretary-treasurer; 
Dr.  James  Macdonald  delegate  to  the  South  Carolina 
Medical  Association,  and  Dr.  Martin  M.  Teague, 
Laurens,  alternate  delegate. 

Dr.  William  D.  Irvine,  president,  presided  at  the 
meeting. 

The  society  recommended  support  of  the  Tuber- 
culosis Association.  The  scientific  portion  of  the 
meeting  was  devoted  to  a discussion  of  cancer  of  the 
colon. 


Dr.  Mayer  Will  Head  Safety  Group 

Dr.  O.  B.  Mayer,  prominent  Columbia  physician, 
has  been  elected  chairman  of  the  South  Carolina 
Highway  Safety  Committee  for  1963. 

Dr.  Humphries  Honored 

Dr.  A.  W.  Humphries  of  Camden  has  been  honored 
by  the  South  Carolina  Medical  Association  for  having 
practiced  medicine  in  this  state  for  fifty  years.  A pin 
was  presented  to  Dr.  Humphries  by  the  Association; 
the  presentation  was  made  by  Dr.  F.  N.  McCorkle, 
Jr.,  president  of  the  Kershaw  County  Medical  Society, 
at  the  November,  1962,  meeting  of  the  Society. 

Dr.  Humphries  was  graduated  from  the  Medical 
College  of  South  Carolina  in  1912,  and  has  practiced 
in  Kershaw  County  since  then.  He  was  Public  Health 
Officer  for  Kershaw  County  from  1929  until  his  re- 
tirement this  year.  He  is  still  actively  in  private  prac- 
tice, and  is  a member  of  the  active  staff  of  Kershaw 
County  Memorial  Hospital. 


Cf 


“Your  visitors  put  you  in  a jovial  mood, 
Smithers.” 


Townspeople  Expand  Myrtle  Beach  Hospital 

The  Ocean  View  Memorial  Hospital  in  Myrtle 
Beach  is  being  enlarged  with  funds  donated  by  the 
people  of  Myrtle  Beach  and  private  philanthropies. 
The  townspeople  bypassed  Hill-Burton  money  and 
collected  sufficient  funds  for  a hospital  addition 
which  will  provide  a second  lobby,  a conference 
room,  and  13  more  patient  rooms,  raising  the  in- 
stitution’s bed  capacity  from  50  to  76. 


Four  Applications  for  Depressed  Area 
Hospitals  Approved"1 

Under  the  Public  Works  Acceleration  Act  signed  by 
the  President  on  September  14,  1962,  the  U.  S.  Pub- 
lic Health  Service  has  approved  the  initial  construc- 
tion applications  for  alterations  and  additions  to  four 
hospitals. 

Conway  Hospital,  Inc.,  in  Conway  plans  a 39-bed 
addition  estimated  to  cost  $374,202.00  with  a federal 
share  of  $249,468.00. 

The  Barnwell  County  Hospital  plans  alterations 
and  a 16-bed  addition  estimated  to  cost  $210,000.00, 
with  a federal  share  of  $140,000.00. 

Bamberg  County  Hospital  is  altering  and  expand- 
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ing  its  x-ray  facilities — estimated  to  cost  $78,000.00, 
with  a federal  share  of  $52,000.00. 

The  Orangeburg  Regional  Hospital  project  consists 
of  a third  floor  surgical  suite  estimated  to  cost 
$185,001.00,  with  a federal  share  of  $123,334.00. 

Hill-Burton  Hospital  Addition  Completed"1 

The  final  federal  audit  for  alterations  and  additions 
to  the  Allendale  County  Hospital  has  been  completed. 

This  project  provided  an  additional  19  beds,  mak- 
ing a total  of  43.  Alterations  included  the  expansion 
of  service  facilities  such  as  x-ray,  laboratory,  surgical 
and  delivery  suites,  and  administrative  areas. 

The  total  cost  was  $310,530.00,  of  which  the  federal 
share  was  $155,000.00. 

From  The  'Newsletter,  S.  C.  State  Board  of  Health 

* Editors  Note:  From  the  two  items  above  it  looks  as 
if  the  means  test  has  been  applied  to  us  by  the  fed- 
eral government  and  that  we  are  in  as  poor  condition 
as  our  aged  persons  everywhere  are  said  to  be.  And 
if  we  substitute  the  words  “general  taxpayer”  (in- 
cluding us  South  Carolinians)  for  the  repeated  word 
“federal”,  we  might  paint  a little  clearer  picture  of 
the  something-for-nothing  fallacy. 


State  Board  of  Medical  Examiners  of 
South  Carolina  Licenses  Twenty 

The  State  Board  of  Medical  Examiners  of  South 
Carolina  met  in  Columbia,  South  Carolina  on  Novem- 
ber 13,  1962  to  interview  applicants  for  medical 
licensure  by  endorsement  of  credentials.  Twenty  phy- 
sicians were  licensed  to  practice  Medicine  and  Surgery 
in  the  State  of  South  Carolina.  They  are  as  follows: 

Dr.  William  H.  Atwill  is  a 1960  graduate  of  the 
Univ.  of  Va.  and  is  licensed  in  Va.  He  is  in  General 
Practice  in  Mullins. 

Dr.  Charles  R.  F.  Baker,  Jr.,  a graduate  of  Johns 
Hopkins  ( ’61),  is  licensed  in  Nld.  He  is  in  residency 
training  in  Surgery  at  the  Med.  College  Hosp.  in 
Charleston. 

Dr.  James  W.  Bland,  Jr.  graduated  from  Emory  in 
1960  and  is  licensed  in  Ga.  He  is  currently  in  Charles- 
ton with  the  U.  S.  Navy. 

Dr.  George  H.  A.  Clowes,  Jr.  is  a 1941  Harvard 
graduate.  Formerly  from  Cleveland,  Ohio,  he  is  now 
Chairman  of  the  Dept,  of  Surg.,  Med.  College  of 
S.  C.  in  Charleston. 

Dr.  James  N.  Craigie  graduated  from  Wash.  Univ. 
in  1957.  He  served  a residency  in  New  York  and  is 
licensed  there.  He  now  does  General  Surgery  in  Loris. 

Dr.  Richard  C.  Fleming,  Jr.,  a graduate  of  the 
Univ.  of  Miss.  (’60),  is  licensed  in  Miss.  He  is  cur- 
rently in  the  U.  S.  Army  at  Fort  Jackson. 

Dr.  Andrew  M.  Giovannini  is  a 1961  graduate  of 
Geo.  Wash.  Univ.  and  has  a certificate  from  the 
Nat’l  Bd.  He  is  currently  in  the  U.  S.  Navy  in  Charles- 
ton. 

Dr.  Edgar  L.  Jamison  graduated  from  the  Univ.  of 
Pittsburgh  in  1933.  He  is  in  the  practice  of  Opthal- 
mology  and  Otolaryngology  in  Oil  City,  Pa.  He  plans 
to  begin  practicing  in  Easley  in  January. 

Dr.  Donald  L.  Nlapes  is  a 1961  graduate  of  the 


College  of  Med.  Evang.  and  is  licensel  in  Calif.  Re- 
cently out  of  the  U.  S.  Army,  he  now  does  General 
Practice  in  Mt.  Pleasant. 

Dr.  George  E.  McLean,  a 1953  graduate  of  Emory, 
is  licensed  in  Ga.  He  took  residency  training  in  Utah 
and  now  does  Plastic  Surgery  in  Columbia. 

Dr.  LeRoy  C.  Mims  graduated  from  the  Med.  Col- 
lege of  Ga.  in  1957,  and  took  residency  training  there. 
Currently  in  the  U.  S.  Navy  in  Charleston,  he  will  be- 
gin a practice  in  Pediatrics  in  Camden  after  the  first 
of  the  year. 

Dr.  George  R.  Mushet,  a 1959  graduate  of  Emory, 
is  licensed  in  Ga.  He  is  in  the  U.  S.  Navy  and  is  cur- 
rently assigned  to  Ft.  Jackson. 

Dr.  Vernon  M.  Mustian  graduated  from  Bowman- 
Gray  in  1958.  He  has  served  a residency  and  is 
licensed  in  N.  C.  He  is  in  the  practice  of  Neurology 
in  Greenville. 

Dr.  Ralph  H.  Rose  is  a 1956  graduate  of  the  Univ. 
of  Ala.  and  is  licensed  in  Ala.  At  present  in  General 
Practice  in  Flomaton,  Ala.,  he  plans  to  join  the  Du- 
Pont Company,  Camden,  in  April. 

Dr.  Robert  L.  Sing,  Jr.,  a Duke  graduate  ( 1954),  is 
licensed  in  N.  C.  and  in  La.  where  he  served  a resi- 
dency. He  is  a Pathologist  in  Charlotte  and  will  work 
on  a part-time  basis  at  the  York  County  Hospital  in 
Rock  Hill. 

Dr.  Mary  E.  Stanger  graduated  from  Woman’s  Med. 
College  of  Pa.  in  1957  and  is  licensed  in  Pa.  She  has 
training  in  Pediatrics  and  will  practice  in  Columbia. 

Dr.  William  A.  Stout  is  a 1961  graduate  of  Bow- 
man-Grav.  He  does  General  Practice  in  Tabor  City, 
N.  C.  and  at  the  hospital  in  Loris. 

Dr.  Adam  F.  P.  Szczypinski  graduated  from  Johns 
Hopkins  and  was  licensed  in  Md.  in  1957.  He  served 
a residency  in  Surgery  at  Union  Mem.  Hospital,  and 
is  currently  with  the  U.  S.  Navy  in  Beaufort. 

Dr.  Tom  A.  Vestal,  a 1953  Duke  graduate,  is  li- 
censed in  N.  C.  He  took  a residency  and  has  been 
in  practice  in  N.  C.  He  is  now  in  the  practice  of  Ob. 
and  Gyn.  in  Anderson. 

Dr.  Michael  G.  Weidner,  Jr.  is  a 1946  graduate  of 
Vanderbilt  Univ.  He  came  to  Charleston  from  Cleve- 
land, Ohio  and  is  now  Associate  Professor  of  Surgery 
at  the  Med.  College  of  S.  C. 


Musical  Physicians 

A group  of  physicians  in  Philadelphia  have  formed 
the  Physicians  Musical  Society  of  America  to  perform 
Classical  Symphonic,  Chamber  and  Choral  Music 
under  the  direction  of  leading  conductors  and  to  pro- 
mote fellowship  among  participating  physicians  and 
their  families.  The  Society  is  open  to  physicians  and 
their  immediate  family.  All  those  interested  should 
write  to:  Doctors’  Musical  Society,  c/o  Department 
of  Pediatrics,  1025  Walnut  Street,  Philadelphia  7, 
Penn. 


Children  Carol  for  Hospital 

An  army  of  carolers,  mostly  children,  invaded 
Greenville  and  environs  December  1 1 singing  for  the 
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benefit  of  the  Pediatrics  Department  of  the  Greenville 
General  Hospital.  Sponsored  by  the  Woman’s  Auxil- 
iary to  Greenville  General,  the  annual  Christmas 
Caroling  Program  raises  money  for  equipment  in  the 
hospital’s  pediatrics  ward. 


Physician  Speakers 

Dr.  John  M.  Preston,  director  of  the  Richland 
County  Health  Department,  spoke  at  the  Clarendon 
County  Tuberculosis  Association’s  annual  Christmas 
Seal  Sale  dinner.  His  subject  was  “Respiratory  Dis- 
eases.” 

Dr.  Julian  P.  Price,  Florence  pediatrician,  ad- 
dressed the  fall  meeting  of  the  Pee  Dee  Medical 
Auxiliary.  The  theme  of  his  talk  was  the  nursing  situa- 
tion, hospital  accreditation,  and  Medicare. 


Congress  in  Ophthalmology  and 
Otolaryngology 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hospital 
announces  its  Thirty-Sixth  Annual  Spring  Congress  in 
Ophthalmology  and  Otolaryngology,  April  1 through 
April  5,  1963.  Guest  of  honor  will  be  Dr.  Rudolf  Wit- 
mer,  Director  of  the  world  famous  Zurich,  Switzer- 
land Clinic.  For  further  information  write:  Super- 
intendent, P.  O.  Box  1789,  Roanoke,  Virginia. 


Pediatric  Postgraduate  Course 

The  second  Annual  Postgraduate  Course  sponsored 
by  the  Department  of  Pediatrics,  Emory  University 
School  of  Medicine,  will  be  held  March  11-13,  1963, 
at  the  Gradv  Memorial  Hospital  Auditorium,  Atlanta 
3,  Georgia.  Entitled  “Cardiology  for  the  Pediatrician,” 
the  course  will  comprise  lectures  and  clinical  sessions 
on  the  more  common  congenital  and  acquired  dis- 
eases of  the  cardiovascular  system  in  infants  and  chil- 
dren. 


Southeastern  Surgical  Congress 

Four  South  Carolina  doctors  will  participate  in  the 
Thirty-First  Annual  Assembly  of  the  Southeastern 
Surgical  Congress  to  be  held  March  18-21  at  the 
Americana  Hotel,  Miami  Beach,  Florida.  They  are: 
Dr.  Jennings  K.  Owens,  Jr.,  Bennettsville;  Dr.  Edward 
F.  Parker,  Charleston;  Dr.  Robert  Thomason  or  Dr. 
William  If.  Amspacher,  Greenville;  and  Dr.  John  C. 
Hawk,  Jr.,  Charleston. 


Kershaw  Elects  Officers 

The  Kershaw  County  Medical  Society  has  elected 
the  following  officers  for  1963:  President:  Paul  A. 
Wood,  M.  D.,  Vice  President:  F.  N.  McCorkle,  Jr., 
M.  D.,  and  Secretary:  Julian  A.  Hard,  M.  D. 


Georgia  Society  of  Ophthalmology  and 
Otolaryngology 

The  annual  meeting  will  be  held  March  28,  29, 
and  30th,  1963  at  the  General  Oglethorpe  Hotel, 
Wilmington  Island,  Savannah,  Georgia. 


Tentative  Program 

POST-GRADUATE  MEDICAL 
ASSEMBLY  OF  CENTRAL 
SOUTH  CAROLINA 
AND  JOINT  COLUMBIA  MEDICAL 
SOCIETY  MEETING 

General  Practitioners  Accreditation 
Hotel  Columbia,  Columbia,  S.  C. 
March  11  & 12,  1963 
Monday,  March  11,  7:00  P.  M 

Social  Hour,  banquet,  and  short  joint  meeting  of 
doctors  and  wives 

Following  recess,  program  for  ladies  in  Hospitality 
Room. 

Doctors  to  hear  an  address  by: 

H.  S.  Van  Ordstrand,  M.  D. 

Cleveland  Clinic,  Cleveland,  Ohio 
Subject:  “Truths  and  Pitfalls  in  Diffuse  Lung 
Disease” 

Tuesday,  March  12 

Speakers  and  subjects  for  Tuesday  session  are  as 
follows : 

H.  S.  Van  Ordstrand,  M.  D.,  Cleveland  Clinic, 
Cleveland,  Ohio 
“Some  Aspects  of  Emphysema” 

Carl  C.  Fischer,  M.  D.,  Girard  College,  Phila- 
delphia, Pa. 

“Accident  Health  and  Pediatric  Emergencies” 
“The  Physician  and  School  Health”  or  “Adop- 
tion” 

James  A.  Knight,  M.  D.,  Associate  Prof,  of  Psy- 
chiatry, Tulane  University 
“The  Psychology  of  the  Teenager” 

“Suicide — Motivation  and  Prevention” 

Harold  Wood,  M.  D.,  Hormone  Chemistry  Lab- 
oratory, Houston,  Texas 

“17-Ketosteroid  and  17-Ketogenic  steroid  assays 
in  clinical  medicine.” 

“The  Application  of  Additional  Endocrine  Assays 
to  Clinical  Medicine.” 

( Detailed  program  will  be  published  and  mailed  to 
all  doctors  in  the  state. ) 


Dr.  Middleton  Opens  Practice 

William  Middleton,  Jr.,  M.  D.  announces  the  open- 
ing of  his  practice  in  Charleston,  S.  C.  (Practice 
limited  to  Anesthesiology).  22  Limehouse  Street. 


Florence  County  Opens  Four  New 
Health  Centers 

The  recent  opening  of  four  new  Florence  County 
Health  sub-centers  has  brought  decorative  buildings 
and  added  convenience  to  residents  of  Timmonsville, 
Olanta,  Pamplico  and  Johnson ville. 

These  new  buildings  were  financed  by  countv  and 
federal  funds  and  replace  some  buildings  which 
were  considered  by  many  to  be  unsuitable  for  county 
health  purposes  according  to  Dr.  C.  L.  Murray. 

Olanta’s  new  building  is  the  first  sub-center  in  that 
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town  in  over  eight  years.  Their  previous  building  was 
closed  for  sanitation  reasons. 

Johnson ville’s  Center  replaces  their  former  quarters 
which  were  located  in  the  jail  building.  Until  last  year 
residents  had  to  go  through  the  jailor’s  office  to  reach 
stairs  leading  to  the  health  center.  A new  stairway 
was  cut  in  1961  but  quarters  were  cramped  and 
facilities  were  inadequate. 

These  buildings  are  completely  heated  and  air 
conditioned.  They  contain  two  waiting  rooms,  a 
nurses  office,  clinic  and  an  examining  room. 


Dr.  Cook  Receives  Funds  from 
Christmas  Seal 

Dr.  William  A.  Cook,  surgeon  and  researcher  in 
pulmonary  diseases,  is  now  investigating  heart, 
respiratory  system  and  vascular  responses  to  injury 
and  infection  at  the  Medical  College  under  a research 
fellowship  awarded  by  the  American  Thoracic  So- 
ciety. The  grant  was  provided  by  1961  Christmas 
Seal  funds  from  17  local  Tuberculosis  Associations  in 
South  Carolina. 


Dr.  Berry  Appointed  March  of  Dimes  Head 

Dr.  J.  B.  Berry,  Jr.  of  Marion  has  been  appointed 
Marion  County  leader  for  The  National  Foundation — 
March  of  Dimes  program. 


Columbia  Group  Names  Dr.  Farmer 

Dr.  Rudolph  Farmer  was  named  president-elect  of 
the  Columbia  Medical  Society  at  the  annual  election 
meeting  at  the  Columbia  Hotel. 


Orangeburg'  Hospital  Expansion’s  Final 
Obstacle  Cleared 

The  final  obstacle  in  the  way  of  a $500,000  ex- 
pansion program  at  the  Orangeburg  Regional  Hos- 
pital has  apparently  been  overcome,  according  to 
H.  F.  Mabry,  administrator. 

Under  the  financing  plan,  the  Orangeburg  Re- 
gional Hospital  or  the  county  must  put  up  between 
$165,000  and  $175,000  of  the  total  cost  of  the  ex- 
tension. Our  federal  treasury  will  furnish  the  rest. 


Civil  Defense 


CIVIL  DEFENSE 

The  Civil  Defense  News  Letter  which  appeared 
just  before  Christmas  tells  of  many  activities  in  the 
state.  Florence  becomes  the  fourth  county  in  South 
Carolina  to  have  approved  an  Emergency  Health  and 
Medical  Service  Plan  which  follows  current  national 
concepts.  Individual  storage  warehouses  for  emer- 
gency hospitals  have  been  built  in  Sumter,  Dillon, 
Walterboro  and  one  is  under  construction  in  Bennetts- 
ville.  Many  communities  are  requesting  an  accelera- 
tion of  deliveries  of  supplies  for  stocking  public  fall- 
out shelters. 

Rock  Hill  recently  conducted  a test  of  emer- 
gency services  with  very  successful  results.  With  the 
help  of  the  State  Department  of  Education,  courses 
in  emergency  planning  for  schools  in  each  of  the 
state’s  six  congressional  districts  are  being  conducted. 
Winthrop  College  has  a well  developed  plan  and 
a test  disaster  drill  is  soon  to  be  held  for  the  Univer- 
sity of  South  Carolina.  William  H.  Cockfield,  CD 
director  for  the  Central-Shiloh  community,  is  prac- 


ticing what  he  preaches  by  putting  the  finishing 
touches  on  his  self-engineered  home  complete  with 
fallout  shelter  which  will  house  the  five  Cockfields 
and  nine  other  families  as  well.  Craig  and  Gauldin, 
Greenville  architectural  firm,  has  won  a national  prize 
for  a shelter  design.  Columbia  furnished  3,000  of  its 
citizens  to  the  Civil  Defense  Adult  Education  classes 
now  in  process  in  26  schools.  A film  on  Community 
Fallout  Construction  has  been  telecast  through  Ed- 
ucational Television  closed  circuit  to  all  of  the  more 
than  140  outlets  across  the  state. 

The  old  Stump  House  Mountain  Tunnels  near  Wal- 
halla,  once  intended  to  penetrate  the  mountains  and 
carry  a direct  railroad  line  to  the  west,  and  some 
years  ago  used  by  Clemson  College  for  the  production 
of  a very  good  cheese,  are  in  process  of  rehabilitation 
with  the  promise  of  furnishing  shelter  for  more  than 
1,000  people,  or  up  to  as  many  as  6,000  if  three  tun- 
nels can  be  reopened. 

Civil  Defense  is  a going  process  in  South  Carolina, 
but  in  many  areas  it  is  apparent  that  it  could  be  much 
more  active. 


Uniformity  in  State  Drug  Laws 

If  the  city  of  New  York  were  to  attempt  to  regulate 
dnigs  in  county-wide  channels  of  commerce,  and 
other  cities  and  states  were  to  follow  this  example,  a 
chaos  of  conflicting  local  and  state  requirements 
would  be  imposed  on  drug  manufacturers  throughout 
the  country.  This  would  be  reflected  in  the  cost  of 
the  drugs  to  the  users.  It  would  burden  the  industry 


in  such  a way  as  to  make  trade  practically  impossible. 
For  many  years  we  have  supported  efforts  to  achieve 
uniformity  of  food  and  drug  legislation  so  as  to  give 
the  consumer  the  greatest  benefit  of  all  advances  and 
impose  the  least  burden  on  industry. — Leona  Baum- 
gartner, M.  D.,  New  York  City  Health  Commissioner, 
to  House  Interstate  and  Foreign  Commerce  Com- 
mittee, May  17,  1962. 
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ADDENDUM  TO  MINUTES  OF  COUNCIL  MEETING 
OCTOBER  24,  1962 


General  Expenses 


Woman’s  Auxiliary $ 1,500.00 

President’s  Gift 200.00 

Historical  Committee 500.00 

Infant  and  Child  Health 200.00 

Maternal  Welfare 200.00 

Contingent  Fund  1,500.00 

Civil  Defense  500.00 

Auxiliary  Bulletin 700.00 

Medico-Legal  1,500.00 

Directories 2,000.00 

P.  R.  Committee 2,500.00 

Taxes  750.00 

Miscellaneous  Committee  Ex 500.00 

Benevolence  Fund 1,000.00 

Hosp.  by  State  at  A.  M.  A. 500.00 

Total  $14,050.00 


It  was  moved,  seconded,  and  the  motion  unanimously  adopted,  that  the  Treasurer  and  the  Executive  Secre- 
tary of  the  Association  be  authorized  to  borrow  such  funds  as  may  be  necessary,  on  the  best  terms  available, 
to  finance  the  operations  of  the  Association  for  the  remainder  of  the  calendar  year,  such  loan  or  loans  to  be 
on  a short  term  basis,  repayable  from  income  in  the  early  part  of  1963. 

Ben  N.  Miller,  M.  D. 

Secretary 


Death 


DR.  PAUL  H.  GARRISON 

Dr.  Paul  Hughey  Garrison,  37,  died  of  a heart 
attack  in  a physician’s  office  in  Greenwood  Medical 
Center. 

Dr.  Garrison,  eye,  ear,  nose  and  throat  specialist, 
had  been  in  Greenwood  as  a specialist  since  1960 
after  being  there  in  general  practice  from  1955  to 
1957.  He  was  believed  to  be  the  first  doctor  here  to 
perform  the  “ear- window”  operation. 

Dr.  Garrison  was  born  in  Gaffney  in  1925.  He 


graduated  from  Wofford  College  in  1948,  taught 
school  and  was  an  athletic  coach  for  several  years, 
then  entered  the  Medical  College  of  South  Carolina, 
graduating  there  in  1954. 

After  internship  at  Spartanburg  General  Hospital, 
he  came  to  Greenwood  in  1955,  leaving  two  years 
later  for  further  study  to  specialize  in  eye,  ear,  nose 
and  throat  medicine  and  surgery.  He  studied  at  the 
Medical  College  and  was  at  Tampa  General  Hospital 
for  two  years,  returning  here  to  operate  an  office  in 
August  1960. 


Good  Judgment  in  Drug  Therapy 

We  are  all  too  human — members  of  the  health  pro- 
fessions, drug  manufacturers,  advertising  agencies, 
sick  people,  and  all  the  rest  of  us  who  are  trying  to 
live  happily — and  often  our  emotions  get  in  the  way 
of  our  good  sense.  When  it  comes  to  drugs,  it  might 
be  wise  to  let  the  experts  in  the  field  tell  us  what 
it’s  all  about,  and  then  use  our  own  good  judgment 
in  deciding  whether  the  risk  of  the  drug  outweighs 
the  risk  of  the  disease.  There  is  risk  both  ways,  and 
this  we  must  understand.  — Chauncey  D.  Leake, 
Ph.D.  in  Medical  Tribune,  September  10,  1962. 
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Book  Reviews 


CORRELATIVE  ANAT- 
OMY OF  THE  NERVOUS 
SYSTEM.  E.  C.  Crosby, 
T.  Humphrey,  and  E.  W. 
Lauer.  The  MacMillan 
Company,  New  York,  1962. 
S15.00. 


The  long  awaited  text  by  Dr.  Elizabeth  Crosby  and 
her  colleagues  is  now  available.  The  book  is  intended, 
as  the  authors  say,  to  bridge  the  gap  “between  the 
morphology  of  the  nervous  system  and  its  application 
in  physiological,  in  pharmacological,  and  in  allied 
clinical  fields,  particularly  in  neurosurgery  and 
neurology.” 

The  book  begins  with  a comprehensive  chapter  on 
the  histology  of  nervous  tissue.  Subsequent  chapters 
deal  progressively  with  the  spinal  cord,  medulla  and 
pons,  cerebellum,  midbrain  and  diencephalon.  A 
large  chapter  on  the  telencephalon  is  subdivided,  each 
part  dealing  with  a particular  aspect  of  cerebral 
anatomy  and  function.  Chapters  on  the  autonomic 
nervous  system  and  on  the  blood  vessels,  meninges 
and  cerebrospinal  fluid  complete  the  text.  The  book 
contains  many  excellent  illustrations,  most  of  them 
original.  An  atlas  of  31  cross  sections  through  the 
spinal  cord,  brain  stem  and  forebrain  is  included  at 
the  back  of  the  book. 

Much  original  material,  not  previously  published, 
is  included.  In  addition  the  text  is  extensively  docu- 
mented. There  is  an  81-page  bibliography  of  refer- 
ences which  have  been  cited  in  the  text.  Since  the 
book  is  intended  primarily  for  those  interested  in 
human  neuroanatomy,  rather  than  comparative  neu- 
rology, references  to  the  research  literature  have 
been  made,  wherever  possible,  to  experimental  work- 
on  primates.  Within  the  scope  of  the  book,  an  excel- 
lent review  of  the  literature  is  offered  for  those  begin- 
ning research  on  some  phase  of  neuroanatomy. 

This  book  is  a must  for  any  serious  student  of  the 
nervous  system  whether  he  be  beginner  or  advanced, 
medical  student,  clinician  or  basic  research  scientist. 

Isabel  Lockard,  Ph.  D. 


TUMOR  VIRUSES  OF  MURINE  ORIGIN. 
Ciba  Foundation  Symposium.  Little,  Brown  and 
Co.,  Boston,  1962.  441  pages.  $10.75. 

This  book  consists  of  a compilation  of  various 
papers  and  related  discussions  presented  at  a sym- 
posium sponsored  by  the  Ciba  Foundation.  The 


participants  included  internationally  known  authori- 
ties in  this  field.  The  material  is  presented  in  a 
matter  of  fact  fashion,  much  as  one  would  present  a 
scientific  paper,  and  includes  72  illustrations,  many 
of  which  are  excellent  reproductions  of  electron 
micrographs  showing  oncogenic  viral-like  particles  in 
situ. 

The  works  presented  are  of  a basic  research  type, 
detailed  and  complex.  This  symposium,  though  it 
deals  with  a very  important  subject,  the  etiology  of 
cancer,  is  primarily  meant  for  those  interested  in  and 
working  in  this  field.  It  is  not  recommended  for  the 
practicing  physician  or  the  physician  engaged  in 
clinical  research. 

The  final  chapter,  which  is  a group  discussion  on 
the  relevance  of  the  preceeding  to  cancer  causation 
in  man,  presents  many  interesting  thoughts,  theories 
and  conclusions  as  to  how  far  these  observations  of 
behavior  and  mechanism  of  oncogenic  viruses  of 
murine  origin  can  be  interpolated  to  the  understand- 
ing and  causation  of  human  cancer.  This  chapter 
affords  stimulating  reading. 

John  P.  Manos,  M.  D. 


NUTRITION  IN  A NUTSHELL.  Roger  J.  Wil- 
liams. Doubleday  and  Co.,  Inc.  Garden  City.  1962. 
95  cents. 

This  book  by  an  authority  on  nutrition  has  been 
subjected  to  the  inspection  of  an  imposing  array  of 
other  well  known  nutritionists.  It  discusses  the  basic 
facts  of  nutrition  and  calls  attention  to  the  many  less 
obvious  disturbances  which  arise  from  deficiencies. 
It  speaks  also  of  the  part  nutrition  plays  in  other  dis- 
eases not  immediately  connected  with  deficiencies. 

The  author  believes  that  education  of  the  public 
in  matters  concerning  his  subject  is  of  vital  impor- 
tance. He  is  an  advocate  of  routine  use  of  multiple 
vitamin  preparations,  and  presents  his  own  formula 
which  he  believes  is  somewhat  superior  to  those  com- 
monly accepted.  The  book  is  a sound  exposition,  and 
is  written  in  a way  intended  for  popular  consumption. 
Its  style  is  pleasing  but  not  stimulating.  Even  with 
the  current  interest  in  the  potential  dangers  of  spray- 
ing with  pesticides,  the  author  is  inclined  to  minimize 
the  dangers  and  to  leave  the  matter  to  the  experts, 
albeit  the  experts  in  various  areas  seem  to  differ  very 
considerably  on  this  question. 

J.  I.  W. 


FUNDAMENTALS  OF  V O LUNT  A R Y 
HEALTH  CARE.  Edited  by  George  B.  de  Huszar. 
Caxton  Printers,  Ltd.  Caldwell,  Idaho.  1962.  $6. 

This  is  an  excellent  collection  of  related  articles 
having  to  do  with  the  subject  of  the  title.  Numerous 
relatively  short  articles  by  outstanding  people  dis- 
cuss the  moral,  biological  and  economic  framework 
in  Part  I,  passing  on  to  basic  issues  of  voluntary  ver- 
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sus  compulsory  health  care  and  to  economic  issues 
and  mechanisms  involved.  The  names  of  the  writers 
are  familiar  to  anyone  who  has  attempted  to  keep 
up  with  the  discussion  of  the  subject  of  compulsory 
health  insurance,  and  the  emphasis  is  strongly  on  the 
negative  side.  The  views  of  many  individuals  and  of 
the  American  Medical  Association,  Blue  Shield  plans, 
etc.,  are  presented  bv  writers  of  authority. 

This  book  presents  an  excellent  source  of  reference 
for  anyone  who  wishes  to  be  well  informed  on  the 
arguments  against  the  promulgation  of  the  schemes 
of  the  federal  government.  It  should  be  available  to 
anyone  who  has  occasion  to  write  or  speak  on  the 
subject. 

J.  I.  W. 


GYNECOLOGY  AND  OBSTETRICS,  John 
William  Huffman,  M.  D.  W.  B.  Saunders  Com- 
pany, Philadelphia  & London,  1962.  $28.00. 

The  reviewer  likes  this  book  in  spite  of  his  sub- 
sequent adverse  comments.  It  is  a remarkably  con- 
cise volume  of  1,100  pages,  covering  the  entire  gamut 
of  the  anatomy,  histology,  embryology,  physiology 
and  function  of  the  female  pelvis  in  health  and  dis- 
ease. 

It  is  worthwhile  to  compare  it  to  Cullen’s  master- 
piece, The  Umbilicus.  In  over  600  pages  Cullen  wrote 
all  there  was  to  write  on  that  anatomic  landmark. 
Huffman  in  less  than  twice  the  number  of  pages 
covers  what  is  ordinarily  included  in  two  comparable 
volumes,  one  on  obstetrics  and  another  on  gynecol- 
ogy. He  has  accomplished  this  by  omitting  historic 
background,  minute  detail  and  all  operative  technique 
( which  he  rightly  states  can  only  be  learned  at  the 
operating  table).  The  strongest  parts  of  the  book  are 
the  basic  science  aspects.  The  anatomy,  histology, 
pathology,  and  especially  the  embryology  are  excel- 
lent. 

The  clinical  aspects  impress  the  reviewer  less. 
There  are  minor  omissions  such  as  the  lack  of  men- 
tion of  chromosomal  varients  and  the  Barton  forcep, 
for  example.  But  it  is  felt  more  strongly  that  the 
author  has  failed  to  do  justice  to  pelvic  relaxations, 
to  stress  urinary  incontinence  and  to  the  clinical  esti- 
mation of  pelvic  capacity  while  giving  undue  space 
to  uterine  displacements,  an  archaic  anachronism. 
The  reviewer  also  disagrees  with  much  of  the  endo- 
crinology, but  is  himself  too  unschooled  to  be  critical. 

Is  there  a need  or  a place  for  such  a volume?  As  a 
basic  text  for  students,  probably  “yes”.  It  is  concise, 
sufficiently  complete  and  one-half  the  cost  of  two 
texts.  It  is  certainly  not  enough  for  a resident  in 
training;  on  the  other  hand  the  reviewer  would  him- 
self be  delighted  to  have  a copy  in  his  own  library. 
For  the  practitioner  in  a small  town  it  is  probably 
insufficient  as  it  lacks  “cook-book  directions”.  Its 
main  and  very  real  value  lies  in  its  exposition  of  the 
basic  facts,  leaving  to  subsequent  experience  and 
training  the  ability  to  apply  them. 

James  M.  Wilson,  M.  D. 


SYNOPSIS  OF  OBSTETRICS.  Charles  E.  Mc- 
Lennon,  M.  I).  6th  Edition.  C.  V.  Mosby  Company. 
St.  Louis.  1962.  451  pp.  $6.95. 

Publication  of  the  sixtli  edition  is  indicative  of  the 
steady  demand  for  this  book.  It  is  neither  an  outline 
nor  an  abridged  text,  but  rather  a splendidly  arranged 
presentation  of  the  essentials  of  every  aspect  of 
obstetrics.  The  illustrations  are  good.  Characterized 
by  a pithy  conciseness,  it  also  expands  each  topic 
sufficiently  for  clarity  and  completeness.  This  book 
would  provide  a beginner  in  obstetrics  with  rapid 
insight  into  the  entire  field  and  the  more  advanced 
student  or  practitioner  a rapid  method  of  review. 

J.  Richard  Sosnowski,  M.  D. 


UROLOGY  IN  MEDICAL  PRACTICE.  Frank 
C.  Hamm,  M.  I).  and  Sidney  R.  Weinberg,  M.  I). 
J.  B.  Lippincott  Co.  Philadelphia,  2nd  Edition. 
$9.75. 

Urology  In  Medical  Practice  lias  been  written  witli 
the  hope  that  it  will  be  a helpful  introduction  for  the 
medical  student  and  resident  physician  to  the  field  of 
urology.  The  author  has  purposely  not  dealt  with 
surgical  technique  or  deep  controversial  urological 
problems. 

The  text  is  broken  up  into  20  chapters  dealing  with 
embryology,  anatomy,  physiology,  and  problems  of 
urological  diseases.  The  chapter  on  urological  ex- 
amination in  infancy  and  childhood  should  be  of 
great  help  to  the  graduate  physician  for  ready  refer- 
ence when  dealing  with  urological  problems  in  child- 
hood. The  different  subject  matter  is  prepared  well 
with  each  chapter  followed  by  a bibliography. 

The  author  has  certainly  succeeded  in  producing  a 
well  written  easily  read  text  book  with  good  biblio- 
graphic coverage.  I would  highlv  recommend  this 
volume  for  use  by  medical  students  and  resident 
physicians. 

F.  Raymond  Price,  Jr.,  M.  D. 


CURRENT  PSYCHIATRIC  THERAPIES,  VOL. 
2,  1962.  Edited  by  Jules  H.  Masserman,  M.  D.  281 
pages.  Grune  and  Stratton,  New  York.  $8.75. 

This  book  serves  to  clarify  the  notion  that  relative 
long-term  therapy  is  a logical  scientific  method.  It 
contains  many  separate  articles,  the  two  most  signifi- 
cant of  which  are  titled  “Countertransference;  The 
Therapeutic  Tool,”  and  “The  Negative  Therapeutic 
Reaction.”  These  two  articles  establish  two  important 
criteria  for  doing  psychotherapy.  The  first  criterion 
helps  to  evaluate  those  patients  who  can  respond  to 
varying  levels  of  psychotherapy,  other  than  merely 
seeking  “support  and  comfort,”  and  for  evoking  from 
patients  those  motives  which  originally  were  not  so 
clear  cut  when  the  patient  first  sought  help.  The  other 
criterion  launches  the  patient  quite  definitely  into 
tlie  attitude  of  achieving  what  the  patient  really 
needs:  to  be  symptom  free,  to  function  better,  and 
to  adapt  himself  to  his  own  life  situation. 

The  book  is  particularly  valuable  to  all  practitioners 
of  medicine  because  of  the  theme  emphasis  of  the 
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BULK  IS  BASIC 


in  geriatric  constipation 

METAMUCIL 

adds  tone  to  the  atonic  colon 

Metamucil,  refined  hydrophilic  mucilloid,  is  especially 
suited  to  correct  the  kind  of  constipation  most  fre- 
quently encountered  in  elderly  patients. 

Metamucil  adds  soft  bulk  to  the  often  inadequate 
diets  of  older  persons  and  supplies  the  gentle  intra- 
colonic pressure  needed  to  induce  normal  peristaltic 
action. 


METAMUCIL 

brand  of  psyllium  hydrophilic  mucilloid 

g.  d.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 


This  true  physiologic  stimulus  increases  muscle  tone, 
encourages  normal  reflex  activity  and  helps  reestablish 
the  natural  rhythmic  function  of  the  bowel.  Only  a soft 
bulk  stimulus  like  Metamucil  offers  such  natural  en- 
couragement to  normal  evacuation. 

Metamucil  is  available  as  Metamucil  powder  in  4, 
8 and  16  oz.  containers  and  as  lemon-flavored  Instant 
Mix  Metamucil  in  cartons  containing  16  and  30 
single-dose  packets. 
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book  on  the  doctor-patient  relationship.  It  also  deals 
with  the  proper  and  improper  ways  of  dealing  with 
patients  and  their  reactions,  and  serves  to  relate  the 
scientific  aspects  of  psychotherapy  to  all  phases  of 
contemporary  medicine.  As  in  all  publications  in  this 
series,  this  book  is  clearly  and  simply  written  and  can 
be  appreciated  because  of  the  absence  of  nebulous 
terms  and  the  simplicity  of  its  theories.  It  is  highly 
recommended  for  all  types  of  medical  practitioners. 

Norton  L.  Williams,  M.  D. 


HANDBOOK  OF  PSYCHIATRIC  TREAT- 
MENT IN  MEDICAL  PRACTICE,  by  N.  S.  Kline 
and  H.  Leamond.  1st  Edition.  W.  B.  Saunders  Co., 
Philadelphia.  1962.  Pp.  124.  $5.00. 

The  term  handbook  is  quite  aptly  applied  in  the 
title  of  this  work.  Many  of  the  so-called  handbooks 
prove  to  be  extensive  and  voluminous.  Kline  and 
Leamond  have  presented  in  this  work  the  type  of 
information  that  the  general  physician  needs  most 
of  all.  There  is  no  great  theoretical  discussion  con- 
cerning any  particular  phase  of  psychiatry  or  the 
various  disciplines  of  psychiatry.  The  authors  avoid 
going  into  extensive  dissertations  on  the  relative 
merits  of  the  various  schools  of  psychiatry.  In  a very 
clear  and  concise  manner  this  book  answers  most  of 
the  questions  which  arise  in  the  mind  of  the  general 
physician.  The  book  is  divided  into  four  major  areas 
with  an  adequate  appendix.  The  general  theme  of 
the  book  is  that  of  question  and  answer.  Two  of  these 
major  divisions  of  the  book  are  in  the  form  of  ques- 
tions, the  first  being  who  should  give  treatment.  Sub- 
sumed under  this  question  are  several  additional 
questions  such  as  when  should  a patient  be  treated, 
how  much  psychiatry  does  the  general  practitioner 
need  to  know,  when  should  a patient  be  referred  to 


a psychiatrist,  etc.  Under  each  of  the  three  re- 
maining divisions  there  are  similar  questions  asked. 
In  addition  to  the  first  division  with  its  question  who 
should  give  treatment,  the  second  section  poses  the 
question  of  who  should  be  treated  and  then  an  addi- 
tional section  entitled  “Some  General  Principles  of 
Treatment”  followed  by  treatment  of  specific  dis- 
orders. 

In  no  way  does  this  text  attempt  to  prepare  an  in- 
dividual for  the  practice  of  psychiatry.  The  question 
and  answer  form  continues  throughout  the  book  with 
one  question  to  the  page.  The  answers  to  these  ques- 
tions are  usually  much  less  than  a page  in  length  and 
usually  contain  only  two  or  three  paragraphs.  The 
book  contains  a delightful  bonus  in  the  form  of  in- 
structions to  patients  on  anti-depressant  drugs.  The 
entire  section  on  depression  is  particularly  well  done 
and  the  separate  section  entitled  “So  You  Have  a 
Depression!”  is  especially  helpful  to  the  physician 
in  explaining  the  symptomatology  and  treatment  of 
depression.  Attached  with  the  book  is  a card  which 
entitles  the  physician  to  obtain  free  copies  of  this 
particular  section  “So  You  Have  a Depression!”  in  a 
pamphlet  form. 

This  is  not  the  first  book  prepared  for  the  general 
physician  but  I feel  that  it  is  one  of  the  most  satis- 
factory. The  questions  which  are  asked  and  the 
answers  which  are  given  are  particularly  appealing. 
One  question  in  particular  catches  the  eye  of  the 
practicing  psychiatrist.  It  is  the  question  which  asks 
what  preparation  should  a patient  be  given  before 
referral  to  a psychiatrist.  The  answer  is  concise  and 
contained  in  less  than  a hundred  words.  Both  the 
authors  and  the  publisher  are  to  be  commended  and 
should  look  forward  to  a lively  sale  of  this  interesting 
little  book. 

George  H.  Orvin,  Nl.  D. 


W.  B.  SAUNDERS  COMPANY  features 

the  following  recent  books  in  their  full 

page  advertisement  appearing  elsewhere  in  this  issue: 


1963  CURRENT  THERAPY 

Today’s  best  treatments — ranging  from  management  of  conditions  causing  enuresis  to 
treatment  of  coma  with  analeptic  drugs. 


BOCKUS— GASTROENTEROLOGY 

An  eminent  3-volume  work!  Volume  I,  on  the  Esophagus  and  Stomach,  just  published. 


MEARES— MANAGEMENT  OF  THE  ANXIOUS  PATIENT 

Tells  you  from  what  sources  anxiety  in  a patient  may  spring  and  how  it  can  be  resolved. 
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MEDICAL  MISTAKES 


J.  DECHERD  GUESS,  M.  D. 

Greenville,  South  Carolina 


Even  the  wisest  and  most  careful  doctor  at 
times  makes  serious  and  dreadful  mis- 
takes. His  mistakes  may  lie  in  a failure 
to  make  a correct  diagnosis,  a failure  of 
evaluation  of  a clinical  problem,  or  it  may  in- 
volve a mistake  in  the  execution  of  a deter- 
mined plan  of  treatment.  A mistake  in  execu- 
tion may  be  either  one  of  ommission  or  one 
of  commission.  Perhaps,  the  most  dramatic  of 
the  various  mistakes  of  therapeutic  execution 
occurs  in  obstetrics  and  in  surgery. 

Since  it  is  true  that  no  one  is  immune  to  in- 
complete knowledge,  mistaken  diagnoses,  and 
poor  therapeutic  judgment,  each  one  of  us 
should  be  constantly  aware  of  his  fallibility 
and  should  seek  constantly  to  avoid  error. 

Fortunately,  mistakes  may  be  of  distinct 
value  to  the  maker  in  his  effort  to  develop 
powers  of  wise  judgment.  To  be  so,  each 
mistake  one  makes  should  be  recognized  for 
what  it  is.  It  should  be  honestly  admitted  and 
its  causes  should  be  carefully  studied.  An 
egotistical  attitude  and  one  which  involves 
no  self-accusation  destroys  any  good  which 
might  be  derived  from  error. 

Possibility  of  serious  error  is  inherent  in 
medical  practice.  That  fact  has  to  be  accepted 


as  a calculated  risk  to  be  assumed  by  both  the 
patient  and  his  doctor. 

However,  the  fact  that  there  is  greater  or 
lesser  calculated  risk  in  receiving  and  in  ad- 
ministering medical  care  does  not  protect  the 
doctor  from  criticism,  either  just  or  unjust,  and 
it  no  longer  protects  him  from  legal  suit  for 
malpractice,  carelessness,  or  abandonment, 
either  personally  or  for  mistakes  made  by  his 
aids  and  associates.  The  courts  have  come  to 
recognize  that,  when  death,  physical  or  func- 
tional injury,  and  even  mental  and  physical 
suffering  occurs  as  a result  of  error  in  diag- 
nostic or  therapeutic  judgment,  the  fact  that 
anyone  of  these  occurred  is  adequate  grounds 
for  a judgment  against  the  physician  — “The 
thing  speaks  for  itself.”  There  are  distinct  and 
recognized  safeguards  against  errors  in  recog- 
nition or  judgment.  These  include  a careful 
and  adequate  study  of  each  clinical  problem, 
a conscious  effort  to  recognize  the  significance 
of  the  symptom  complexes  involved,  and  to 
correlate  them  with  the  complaint  of  the  pa- 
tient. Those  things  involve  a carefully  made 
and  recorded  history  of  the  case,  careful  phy- 
sical examination  of  the  patient,  and  such  lab- 
oratory studies  as  seem  to  be  indicated.  The 


MEDICAL  MISTAKES 


last  does  not  imply  that  the  entire  manual  of 
laboratory  examinations  should  be  employed 
in  every  case,  by  any  means.  The  requisite  ex- 
aminations should  be  studied  and  carefully 
evaluated. 

After  these  several  studies  have  been  made, 
and  a composite  mental  picture  evolved,  the 
doctor  should  record  his  diagnostic  conclu- 
sions and  outline  his  plan  of  treatment.  It  is 
very  wise  to  avoid  active  treatment  based  on 
hunches,  although  a hunch,  which  at  best  is 
an  educated  guess,  may  be  helpful  in  sug- 
gesting guide-lines  of  procedures. 

When  all  of  these  safeguards  against  error 
have  been  made,  and  in  spite  of  them  a mis- 
take occurs,  then  that  error  may  be  of  tre- 
mendous educational  value  to  the  physician. 
The  experience  of  committing  a mistake  may 
be  a stimulus  to  further  study  and  greater 
care.  To  be  so,  the  physician  must  recognize 
the  cause  of  his  mistake  and  he  must  under- 
take a review  and  a re-evaluation  of  the  case. 
Perhaps,  the  greatest  boon  to  the  doctor  of 
the  horse  and  buggy  days  and  one  that  served 
to  develop  his  clinical  judgment  was  the 
leisurely  drive  from  patient  to  patient,  during 
which  time  he  had  an  opportunity  to  think,  to 
contemplate,  and  to  arrive  at  conclusions  or 
to  bring  into  consciousness  questions  that  re- 
quired answers,  so  far  as  his  knowledge  made 
that  possible. 

Surgical  and  obstetrical  errors  are  usually 
more  dramatic  than  those  of  other  phases  of 
medical  practice.  So  frequently  a situation 
develops  suddenly,  often  unexpectedly,  one 
which  demands  immediate  recognition  and  ap- 
propriate treatment.  It  is  because  of  those 
facts,  that  standards  of  qualifications  and  ex- 
perience have  been  set  up  and  have  to  be  met 
before  one  is  allowed  to  undertake  procedures 
which  are  potentially  fraught  with  emergent 
hazards.  The  inexperienced  and  inadequately 
trained  man  may  easily  make  the  mistake  of 
not  recognizing  either  such  a hazard  or  such 
an  emergent  situation  already  developed. 
Therefore,  to  avoid  errors  and  embarrassments 
at  such  a time,  adequate,  prolonged,  and 
supervised  training  is  required. 


All  individuals  who  live  so  long  are  sooner 
or  later  the  victims  of  senility,  either  physical 
or  mental  or  both.  Unfortunately,  the  person 
becoming  mentally  senile  does  not  recognize 
the  situation  himself,  and  unfortunately,  per- 
haps, senility  does  not  appear  at  some  pre- 
determined and  uniform  age. 

Industry  recognized  these  facts  and  years 
ago  imposed  obligatory  retirement  of  execu- 
tives when  they  reach  the  age  of  65.  It  freely 
admits  that  certain  individuals  remain 
mentally  alert,  with  powers  of  considered  de- 
cision. However,  senility  is  often  times  so  in- 
sidious in  its  development,  that  industry  gen- 
erally makes  no  exceptons  to  its  required  re- 
tirement regulations. 

Medicine,  as  it  refers  to  private  practice, 
has  no  retirement  requirements.  Most  hospitals 
do  impose  restrictions  upon  those  staff  mem- 
bers who  have  attained  the  age  of  65,  or  per- 
haps, 70. 

Before  such  requirements  were  imposed 
many  accidents  occurred  which  were  due  to 
impaired  visual  acuity,  impaired  judgment 
and  lack  of  ability  to  make  quick  decisions,  or 
other  infirmities  of  age. 

It  well  may  be  asked,  “When  should  a doc- 
tor retire,  and  who  should  enforce  a rule  for 
retirement.”  Those  are  excellent  questions  for 
consideration  by  members  of  our  profession 
and  particularly  those  who  are  already  by 
nature  approaching  the  beginning  of  senility. 
Mental  senility  is  a cause  of  many  disastrous 
mistakes  in  practice,  and  unfortunately,  such 
mistakes  have  no  educational  value  to  him 
who  makes  them.  ^ 

Certainly,  if  the  public  should  be  protected 
from  inadequately  trained  physicians  and 
quacks  of  various  kinds,  it  should  be  protected 
equally  from  the  once  capable  and  beloved 
physician,  who  has  become  mentally  incom- 
petent, irresponsible,  and  dangerous. 

Such  protection  should  be  the  concern  not 
only  of  hospital  staffs  and  the  profession  in 
general,  but  also  of  the  medical  licensing 
boards.  Voluntary  protective  action  by  the 
physician,  already  undergoing  senile  impair- 
ment, is  hopelessly  impossible. 
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It  has  often  been  stated  in  the  dermatologi- 
cal literature  that  pityriasis  rosea  is  self- 
limiting,  causes  minor  discomfort,  and 
that  therapy  is  therefore  of  little  significance. 
In  view  of  my  experience  with  this  entity  over 
a period  of  15  years  I must  take  issue  with  all 
of  these  observations. 

To  begin  with,  more  protracted  cases  are 
often  encountered  and  certainly  tend  to  dis- 
prove the  contention  that  pityriasis  rosea  is 
self-limiting  and  will  clear  in  six  weeks. 

In  addition  it  has  seldom  been  the  experi- 
ence of  the  author  that  a statement  that  there 
is  only  temporary  or  no  discomfort,  or  that 
promise  of  self-limitation  and  the  inconse- 
quence of  therapy  were  adequate  or  satis- 
factory to  the  patients,  many  of  whom  had 
come  from  other  physicians’  offices  where 
these  opinions  and  summations  had  been 
given. 

Pityriasis  rosea  is  a fairly  common  skin  dis- 
ease which  appears  to  be  an  infectious  con- 
dition. However,  there  has  been  no  convincing 
proof  of  this  point  to  date. 

Pityriasis  rosea  was  first  described  by  Gil- 
bert in  1860.  He  described  it  as  a form  of 
pityriasis,  one  form  of  this  being  lichenoid  and 
the  other  he  called  pityriasis  rosea.  His  origi- 
nal description,  which  follows,  does  not  differ 
materially  from  that  which  is  found  in  modern 
texts  on  the  subject. 

“small  furfuraceous  spots  which  are  very 
lightly  colored,  irregular,  scarcely  ex- 
ceeding a fingernail  in  size,  numerous  and 
close  set,  although  always  separated  by 
some  interval  of  normal  skin,  pruritic,  and 
which  appear  on  the  superior  parts  of  the 
body,  with  a predilection  for  the  neck, 
the  upper  part  of  the  chest,  and  the  upper 


part  of  the  arms,  but  which  may  spread 
successively  from  above  downwards  as 
far  as  the  thighs,  in  such  a way  that  the 
total  duration  of  the  eruption,  which  dis- 
appears little  by  little  from  the  parts  first 
affected  as  it  moves  downward,  is  pro- 
tracted quite  commonly  to  six  weeks  or 
two  months.  This  eruption,  which  is  more 
common  in  the  female  than  the  male,  is 
observed  quite  frequently  in  the  warm 
season  of  the  year.  It  is  seen  almost  only 
in  young  people,  and  in  individuals  whose 
skin  is  fair,  fine,  and  delicate.”1 
Frequently  an  initial  macular  lesion  or 
herald  plaque  may  appear  before  a general 
and  diffuse  eruption.  In  addition  the  distribu- 
tion of  the  disease  is  frequently  not  limited  to 
the  areas  described  above.  It  is  important  to 
make  a proper  diagnosis  in  protracted  cases  of 
pityriasis  rosea,  especially  when  we  are  faced 
by  differentiating  this  condition  from  modified 
cases  of  syphilis,  (which  is  on  the  upswing 
again),  drug  eruptions,  erythema  multiforme 
and  seborrheic  dermatitis.  Furthermore  differ- 
ential diagnosis  is  often  arduous,  especially 
when  the  disease  is  seen  in  some  of  the  vari- 
ous forms  that  have  been  the  experience  of 
the  author.  The  papular  form,  often  seen  in 
young  children,  attended  bv  excessive  pruritus, 
the  cases  in  which  the  dermatitis  seems  almost 
completely  limited  to  the  folds  of  the  skin, 
i.  e.;  the  axillae,  the  inguinal  areas,  antecubital 
fossae  and  popliteal  spaces,  also  give  rise  to 
difficulty  in  differential  diagnosis.  On  some 
few  occasions  there  have  been  complications 
suggesting  those  seen  in  some  of  the  more 
serious  dermatoses.  Three  cases  of  exfoliative 
dermatitis,  with  prolonged  and  extreme  dis- 
comfort have  been  seen  in  this  group  of  cases 
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of  pityriasis  rosea.  Two  cases  of  secondary 
pyoderma,  in  young  children,  resulting  in 
acute  pyelonephritis,  have  been  a part  of  this 
study.  Occasionally  I have  encountered  reallv 
severe  eruptions  with  confluent  aggregated 
extensive  lesions  accompanied  bv  acute 
cutaneous  inflammation. 

From  these  considerations,  I feel  that  this 
disease  can  be  extremely  distressing  to  the 
afflicted  and  deserves  more  attention  than  is 
usually  attributed  to  it.  It  calls  for  concerted 
therapy  to  achieve  as  early  a termination  as 
possible  to  it’s  natural  course. 

Materials  and  Methods 

In  this  presentation  201  cases  of  clinically 
diagnosed  pityriasis  are  reviewed. 

The  ages  ranged  from  14  months  to  65 
years,  with  an  average  age  of  27.3  years.  The 
majority  were  in  the  age  group  from  20  to  35 
years  (54%).  The  duration  of  the  process, 
prior  to  treatment,  ranged  from  two  days  to 
six  months,  averaging  3.8  weeks.  The  dura- 
tion, following  institution  of  therapy,  was 
found  to  vary  from  one  week  to  six  weeks,  the 
average  time  being  1.7  weeks. 

My  attention  had  been  drawn,  some  time 
ago,  to  the  usefulness  of  a crude  coal  tar 
emulsion  (colloidal  coal  tar)  in  the  manage- 
ment of  various  skin  disorders  such  as  in- 
fectious eczematoid  dermatitis,  atopic  derma- 
titis, exfoliative  dermatitis,  generalized  pruri- 
tus, psoriasis,  seborrheic  dermatitis,  num- 
mular eczema  and  similar  dermatoses.2"9  On 
the  basis  of  these  clinical  reports  and  my  own 
successful  use  of  this  tar  emulsion  in  these 
conditions  I decided  to  investigate  the  pos- 
sible efficacy  of  this  preparation  in  pityriasis 
rosea. 

Treatment  consisted  of  daily  baths  in  Zetar 
Emulsion10  (for  the  bath)  and  ultraviolet  ex- 
posure once  or  twice  weekly.  Twenty  cases 
receiving  ultraviolet  only  required  a longer 
period  to  clear  and  had  more  discomfort  and 
pruritus.  Many  cases  receiving  steriod  therapy 
both  orally  and  locally,  but  showed  no  ten- 
dency to  more  rapid  clearing  than  those  not 
receiving  this  therapy.  There  was  little  or  no 


relief  of  the  pruritus  in  those  cases  receiving 
steroids.  Patients  with  severe  pruritus  received 
a lotion  composed  of  camphor  and  menthol  in 
a water  miscible  vehicle,  in  addition  to  the  tar 
emulsion  baths. 

It  was  not  feasible  to  have  the  patients  im- 
merse only  one-half  the  body  in  the  medicated 
bath  water,  therefore  there  were  no  controls 
or  use  of  double-blind  studies.  This  evaluation 
is  limited  to  objective  clinical  observations. 

Conclusions 

The  difference  in  the  duration  of  signs  and 
symptoms  prior  to  the  institution  of  tar  emul- 
sion bath  therapy  and  the  duration  after  treat- 
ment began  is  a matter  of  2.1  weeks,  (or  half 
the  usual  time  required).  This  appears  sig- 
nificant. The  definite  clinical  alleviation  of  the 
dermatitis  and  the  supporting  statements  of 
the  patients  to  the  effect  that  there  was 
prompt  relief  of  pruritus  and  other  symptoms 
lends  credence  to  the  contention  that  this 
modality  is  a particularly  helpful  measure  in 
the  management  of  pityriasis  rosea. 

The  exact  cause  of  pityriasis  rosea  remains 
unidentified.  Although  this  disease  process  is 
eventually  self-limiting  and  no  permanent 
complications  result,  discomfort,  distress  and 
embarrassment  are  often  attendant  symptoms 
which  patients  find  extremely  objectionable. 
Furthermore,  in  view  of  the  considerably  wide 
variance  in  the  time  intervals  required  for 
spontaneous  remission  it  appears  reasonable 
to  suggest  therapy  that  is  inexpensive,  rela- 
tively free  of  side  effects,  and  clinically 
efficacious  in  a high  percentage  of  the  cases. 

Summary 

Pityriasis  rosea  is  eventually  self-limiting  in 
its  course  and  actually  confers  limited  im- 
munity on  many  of  the  individuals  affected  by 
this  disease.  Nevertheless,  to  reduce  pruritus, 
hasten  involution  of  the  lesions  and  last  but 
not  least  for  psychologic  reasons,  it  is  obvious 
that  effective  therapeutic  measures  should  be 
instituted. 

In  my  experience  a crude  coal  tar  emulsion 
used  in  the  bath  water  has  provided  sympto- 
matic relief  in  a high  percentage  of  patients. 
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Experiences  in  treatment  of  Hodgkin’s  disease — A. 
Runge.  Z Ges  Inn  Med  17:614  (July  15)  1962. 

This  report  is  concerned  with  36  patients  (16  men 
and  20  women),  ranging  in  age  from  15  to  74  years, 
in  whom  the  diagnosis  of  Hodgkin’s  disease  was  histo- 
logically verified.  In  3 of  the  patients  the  diagnosis 
was  made  at  autopsy,  and  these  are  not  considered 
in  the  therapeutic  evaluation.  Distinguishing  4 degrees 
of  severity,  the  author  states  that  none  of  the  patients 
reviewed  was  in  the  first  stage  of  Hodgkin’s  disease. 
Of  the  18  patients  in  the  second  stage,  10  were 
treated  with  roentgen  irradiation,  4 with  cytostatic- 
drugs,  and  4 received  intermittent  combined  therapy, 
that  is,  irradiation  and  cytostatic  therapy  were  alter- 
nated. Nine  patients  in  the  third  stage,  and  6 in  the 
fourth  stage  of  Hodgkin’s  disease  received  mostly  the 
combined  therapy.  The  cytostatic  drugs  used  were 
actinomyein  C (Sanamycin)  until  1959  and  since 
then  mostly  cyclophosphamide  (Endoxan).  The 
author  concludes  that  both  roentgen  irradiation  and 
the  use  of  cytostatic  drugs  are  justified  in  the  treat- 
ment of  Hodgkin’s  disease,  and  is  convinced  that 
these  treatments  will  prolong  the  life  of  the  patients. 
Phenylbutazone  and  prednisone  also  have  a place  in 
the  treatment  of  patients  with  Hodgkin’s  disease. 


Electroh/te  patterns  for  1,000  hospital  patients. 
G.  B.  Bradham,  M.  D.  and  R.  H.  Gadsden,  Ph.  D. 
(Charleston)  Surg  Gynec  Obstet  114:535-538,  May 
1962. 

One  thousand  consecutive  in-hospital  patients  had 
analysis  of  plasma  for  sodium,  potassium,  chloride 
and  bicarbonate  ions.  These  ions  were  determined 
by  standard  methods  in  the  Department  of  Chem- 
istry. The  individual  incidence  of  each  ion  was  de- 
termined and  the  ions  were  grouped  as  arbitrarily 
normal,  above  normal,  and  below  normal.  With  the 
use  of  an  IBM  digital  computer,  the  relationship  of 


each  ion  to  each  and  all  other  ions  were  determined 
in  each  and  all  patients. 

It  was  theorized  that  the  resulting  information 
might  serve  to  validate  existing  conjecture  regarding 
the  influence  of  magnitude  of  one  ion  or  group  of 
ions  upon  magnitude  of  other  ions. 

This  study  appeared  to  best  prove  the  occasional 
extreme  variations  in  these  ions,  and  served  to  point 
out  that  no  certain  interdependence  of  these  ions 
existed  when  they  were  viewed  independent! v of 
specific  disease  entities. 


Upper  respiratory  illness  vaccines:  perspectives  and 
trials — J.  Mogabgab.  Ann  Intern  Med  57:526  (Oct.) 
1962. 

Studies  with  new  experimental  upper  respiratory 
disease  vaccines  have  shown  the  feasibility  of  multi- 
valent vaccines  in  protecting  against  illnesses.  Various 
monovalent  and  complex  vaccines  were  investigated 
during  the  past  4 years,  and  effectiveness  could  be 
correlated  with  antigenicity  of  the  preparation.  Pro- 
tective effects  were  demonstrable  in  industrial  and 
university  groups  with  a single  virus  vaccine  contain- 
ing muri virus  1 (2060/JH)  and  a complex  vaccine 
that  included  influenza  A2,  Bl,  parainfluenza  1,  and 
murivirus  1.  The  latter  vaccine  in  an  industrial  group 
protected  against  a third  of  the  illnesses  that  influenza 
vaccine  alone  did  not  prevent.  Effectiveness  of  this 
preparation  was  probably  due  to  the  antigenicity  of 
the  components  that  resulted  in  formation  of  homo- 
logous as  well  as  heterotypic  antibodies.  Thus,  para- 
influenza 1 responses  sometimes  cross  reacted  with 
parainfluenza  2 and  3 viruses  and  murivirus  1 anti- 
body with  other  respiroviruses.  Immunogenitv  and 
preliminary  field  investigations  with  several  other 
polyvalent  vaccines  did  not  yield  equivalent  results 
because  of  lack  of  antigenic  potencx . 
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Introduction 

CA  ondemnation  to  the  hereafter  is  too  often 
J the  fate  of  the  unfortunate  victim  of 
carcinoma  of  the  esophagus.  Requital 
awaits  those  who  have  lived  by  the  Golden 
Rule,  but  most  of  us  wish  for  another  salva- 
tion. Early  diagnosis  and  appropriate  therapy 
provide  the  only  desirable  alternative.  It  is  the 
purpose  of  this  presentation  to  emphasize  the 
need  for  and  the  method  of  early  diagnosis. 

In  South  Carolina  carcinoma  of  the  esopha- 
gus is  importantly  common.  In  a review  of 
170  cases  of  carcinoma  of  the  esophagus  from 
January  1940  through  June,  1951  at  the  Medi- 
cal College  of  South  Carolina,  carcinoma  of 
the  esophagus  was  more  frequent  than  car- 
cinoma at  any  other  site  in  the  alimentary 
canal.4  In  a review  of  166  cases  from  June 
1951  through  June  1957  similar  results  were 
noted.6  Moreover,  among  the  Negro  patients, 
the  esophagus  was  the  most  frequent  of  all 
sites  except  the  cervix  and  breast  in  the  fe- 
male. Out  of  the  336  cases  in  both  reviews, 
only  6 patients  survive. 

Events  Suggesting  Carcinoma  of  the 
Esophagus 

From  the  most  recent  review  the  order  of 
frequency  of  the  first  symptom  is  listed  in 
Table  I.  In  three-fourths  of  the  patients  it 
should  be  noted  that  the  first  symptom  cen- 
tered about  three  complaints:  dysphagia,  sub- 
sternal  distress,  (fullness,  pressure,  or  pain), 
and  odynophagia  (pain  on  swallowing).  Dys- 
phagia is  often  a late  manifestation  of  carcin- 
oma of  the  esophagus.  Dysphagia  implies 


Cancer  of  the  esophagus  is  frequent 
among  clinic  patients  in  South  Carolina.  The 
need  for  improvement  in  treatment  is  gen- 
erally recognized.  Early  diagnosis  is  vitally 
important.  An  analysis  of  symptoms  in  a 
series  of  patients  with  cancer  of  the  esopha- 
gus at  the  Medical  College  of  South  Caro- 
lina provides  a key  for  early  diagnosis.  The 
means  for  early  diagnosis  entails  a proper 
index  of  suspicion,  awareness  of  relevant 
symptoms,  careful  examination,  prompt,  and 
if  necessary,  repeated  barium  swallow  and 
competent  esophagoscopy.  The  need  for,  too 
frequent  lack  of,  and  methods  of  early  diag- 
nosis are  elaborated  in  this  report. 


encroachment  on  most  of  the  luminal  circum- 
ference as  the  uninvolved  portion  of  the 
esophagus  dilates  in  accommodation.  Jackson 
stated  that  an  opening  of  3 mm.  diameter  is 

TABLE  I 

FREQUENCY  OF  THE  FIRST  SYMPTOM  IN 
CARCINOMA  OF  THE  ESOPHAGUS 
MEDICAL  COLLEGE  OF  S.  C.  SERIES 

PERCENTAGE 


SYMPTOMS  OF  PATIENTS 

1.  Dysphagia  58 

2.  Substernal  distress 

(Fullness,  pressure,  pain) 13 

3.  Odynophagia  6 

4.  Pain  pharvngeallv 5 

5.  Vomiting 2 

6.  Choking  sensation 2 

7.  Neck  mass  unilaterally 2 

8.  Epigastric  burning  2 

9.  Weight  loss 1 

10.  Nausea  1 

11.  Hoarseness  1 

12.  Cough 1 

13.  Hemoptysis 1 

14.  Fever  1 

15.  Neck  mass  bilaterally 1 

16.  Miscellaneous 3 
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sufficient  for  well  masticated  food  to  pass 
down  the  esophagus  without  undue  complaint 
from  the  patient.10 

In  an  analysis  of  159  cases,  Franklin1  found 
dysphagia  the  commonest  first  symptom  in 
87%  of  patients.  He  also  noted  pain  in  the 
upper  part  of  the  abdomen,  in  the  substernum, 
back,  and  neck.  Weakness,  hiccup,  and  re- 
gurgitation were  next  most  frequent.  Most  of 
his  patients  presented  themselves  with  a triad 
of  symptoms  consisting  of  dysphagia,  re- 
gurgitation, and  weight  loss. 

If  the  physician  is  to  think  of  carcinoma  of 
the  esophagus  at  the  appropriate  time,  he 
must  be  aware  of  the  symptoms  produced  by 
it.  From  the  series  of  cases  most  recently  re- 
viewed at  the  Medical  College  of  South  Caro- 
lina the  order  of  frequent  symptoms  is  listed 
in  Table  II  and  less  frequent  symptoms  in 
Table  III. 


TABLE  II 

SIGNIFICANT  SYMPTOMS  IN  CARCINOMA 
OF  THE  ESOPHAGUS 
MEDICAL  COLLEGE  OF  S.  C.  SERIES 

PERCENTAGE 

SYMPTOMS  OF  PATIENTS 


1.  Dysphagia  usually  with  sense  cf  obstruc- 


tion   95 

2.  Regurgitation  77 

3.  Substernal  distress  ( fullness,  pressure, 

pain) 51 

4.  Weakness 42 

5.  Cough  19 

6.  Odynophagia  19 

7.  Nausea  18 

8.  Hoarseness  17 

9.  Weight  loss  14 

10.  Hematemesis  12 

11.  Hemoptysis 7 

12.  Dyspnea  5 

13.  Melena i 5 

14.  Epigastric  burning  or  distress 4 


1. 

2 

3. 

4. 

5. 

6. 
i . 
8. 
9. 

10. 

11. 

12. 

13. 


TABLE  III 

LESS  FREQUENT  SYMPTOMS  IN 
CARCINOMA  OF  THE  ESOPHAGUS 
MEDICAL  COLLEGE  OF  S.  C.  SERIES 


SYMPTOMS 

Neck  mass  unilaterally 

Fever  

Excessive  eructations  . 

Neck  pain  

Ear  pain 

Anorexia  

Bad  breath 

Laryngitis 

Chest  pain 

Pain  belching 

Difficulty  vomiting 

Difficulty  belching 

Upper  abdominal  pain 


PERCENTAGE 
of  pat  ii : \ rs 

3 

2 

_____  1 

1 

1 

1 

1 

1 

1 


1 

1 

1 


In  seeking  the  level  of  the  malignant  lesion, 
the  patient’s  ability  to  point  to  the  level  of  the 
difficidtv  is  more  informative  than  the  occur- 
rence of  certain  symptoms  for  a given  level. 
The  character  of  the  symptoms  does  not  vary 
significantly  with  the  level  of  the  lesion  except 
for  the  occurrence  of  pharyngeal  pain  in  high 
lesions  and  symptoms  of  a gastric  nature  with 
very  low  lesions.  Stephen  Young10  has  noted 
that,  except  in  the  postcricoid  lesions,  the  site 
at  which  the  patient  may  complain  of  obstruc- 
tion to  the  passage  of  food  bears  no  relation 
to  the  level  of  physical  obstruction  as  deter- 
mined by  esophagoscopy.  He  points  out  that 
patients  frequently  force  down  a bolus  of  food 
with  fluid  for  a long  time  before  seeking  medi- 
cal evaluation.  From  the  most  recent  review 
of  cases  at  our  institution  the  level  of  the 
lesion  has  been  noted  in  the  following  fre- 
quency: cervical  7%,  upper  thoracic  23%, 
midthoracic  54%,  and  lower  thoracic  16%. 

To  a degree  it  is  possible  to  correlate  the 
symptomatology  with  the  developmental 
stages  of  the  disorder.  Early  symptoms  are 
trivial  and  are  often  passed  off  without  con- 
cern by  the  patient  or  the  doctor.  A vague 
feeling  of  substernal  fullness  or  pressure  is 
often  described  initially.  A slight  disturbance 
in  swallowing  with  a sensation  of  hesitation 
on  ingesting  a large  bolus  of  solid  food  may 
be  described.  A swallow  of  liquid  may  over- 
come this  apparent  holdup  of  food.  Rapid  eat- 
ing may  induce  dysphagia.  Once  present, 
dysphagia  tends  to  progress  and  become  more 
prominent.  Eventually  even  liquids  may  fail 
to  pass.  Smaller  swallows  of  material  are  tried 
by  the  patient  as  the  disorder  advances. 
Sialorrhea  is  a manifestation  of  chronic  eso- 
phageal obstruction.  This  symptom  becomes 
extremely  disturbing  when  advanced  obstruc- 
tion prevents  the  passage  of  saliva  into  the 
stomach.  Drooling  ensues. 

Unless  self-induced  to  relieve  over-disten- 
tion discomfort,  regurgitation  is  a symptom  of 
moderately  advanced  disease.  Pain  due  to 
esophagospasm  may  occur  early  or  late  in 
association  with  carcinoma  of  the  esophagus. 
Pain  is  usually  felt  just  above  the  tumor  level 
and  it  may  be  referred  to  the  back  or  the  neck. 
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In  more  advanced  disease,  pain  of  a dull,  bor- 
ing, constant  nature  in  the  back  or  slightly 
above  the  level  of  the  lesion  is  usually  due  to 
peri  esophagitis  or  mediastinitis.  Such  back 
pain  may  imply  spinal  metastasis.  Franklin 
and  Shipman1  feel  that  back  pain  should  not 
be  considered  a contraindication  to  possible 
cure  by  surgery  or  x-ray  in  that  among  their 
cases  only  3 of  16  patients  who  suffered  with 
back  pain  had  a tumor  which  infiltrated  be- 
yond the  wall  of  the  esophagus.  Nerve  in- 
vasion may  produce  pain  in  various  sites  but 
is  most  commonly  noted  in  the  substernal 
area,  back,  pharynx,  neck,  and  ear. 

In  the  late  stages,  diagnosis  is  usually  ob- 
vious from  evaluation  of  the  patient’s  com- 
plaints and  appearance.  A foul  breath  is  noted 
from  necrotic  tumor,  an  infected  ulceration,  or 
fermenting  food  above  the  level  of  obstruction. 
Emaciation  may  be  striking.  Hoarseness  from 
recurrent  laryngeal  nerve  involvement  may  be 
present.  Cough  often  is  produced  by  frequent 
regurgitation  or  the  development  of  a fistula 
between  the  tracheo-bronchial  tree  and  the 
esophagus.  Dehydration  is  usually  evident. 
Metastases  in  various  forms  may  be  evident. 
Delay  in  effecting  treatment  has  been  exces- 
sive and  death  from  the  carcinoma  is  now  in- 
evitable. 

Other  Considerations  in  the  Medical  History 

While  one  might  expect  that  long  duration 
of  symptoms  implies  an  advanced  neoplasm 
and  conversely  that  the  shorter  the  duration 
of  symptoms  is,  the  less  advanced  is  the  neo- 
plasm, such  is  not  necessarily  true.  In  our  re- 
cent review  of  cases,  no  correlation  could  be 
found  between  the  duration  of  symptoms  and 
the  average  survival  time  following  therapy.6 
In  80'  '<  of  those  having  symptoms  for  four 
weeks  or  less  the  lesion  was  greater  than  5 
cm.  in  length.  There  was  no  substantial  re- 
lationship between  the  duration  of  symptoms 
and  the  level  of  the  lesion. 

More  important  in  regard  to  outcome  is  the 
frequently  prolonged  interval  between  the 
first  medical  attention  to  the  patient’s  com- 
plaint and  the  institution  of  appropriate  ther- 
apy. The  chief  cause  for  such  delay  is  im- 
proper initial  diagnosis  which  is  made  in 


about  65%  of  the  cases.  This  implies  lack  of 
awareness  of  the  significance  of  the  symptoms. 
The  paucity  of  associated  physical  findings 
during  the  early  stages  adds  further  reason  for 
initial  mistakes.  The  physician  must  develop 
a proper  index  of  suspicion  regarding  carcin- 
oma of  the  esophagus.  This  suspicion  must  be 
acted  on  immediately  by  undertaking  appro- 
priate investigative  measures. 

Predisposing  antecedent  diseases  and  dis- 
orders have  been  described  as  possibly  re- 
lated to  carcinoma  of  the  esophagus.  These  in- 
clude syphilis,  tuberculosis,  excessive  use  of 
tobacco,  alcoholism,  the  trauma  of  hot  food 
and  drink,  and  chronic  obstructive  inflamma- 
tion and  strictures.  Sweet  states  that  the  in- 
cidence of  cancer  among  those  with  megaeso- 
phagus is  as  high  as  4%. 8 Oral  hygiene  has 
been  found  poor  in  32%,  alcoholism  in  13%, 
and  syphilis  in  10%.  Only  2%  of  our  patients 
gave  a family  history  of  carcinoma.  Previous 
proven  cancer  at  various  sites  was  documented 
in  5% . The  reason  for  the  high  incidence  of 
carcinoma  of  the  esophagus  among  our  clinic 
population  is  a mystery.  A significant  relation- 
ship concerns  the  increased  incidence  among 
males  (60%)  as  compared  to  females  (40%) 
and  among  the  Negro  (80%)  as  compared  to 
the  Caucasian  (20%).  Those  of  the  lower 
economic  strata  have  a higher  incidence.  The 
age  varies  from  27  to  86  years  among  our 
clinic  patients,  with  the  highest  incidence  in 
the  5th,  6th,  and  7th  decade. 

Methods  of  Diagnosis 

As  in  any  disorder  a careful  history  and  phy- 
sical examination  is  required.  It  is  to  be  em- 
phasized that  a proper  index  of  suspicion, 
based  on  an  understanding  and  awareness  of 
the  significance  of  the  symptoms,  must  be  de- 
veloped. Dysphagia  should  be  considered  due 
to  cancer  of  the  esophagus  until  explained. 
Such  a suspicion  will  be  greatlv  strengthened 
if  the  dysphagia  should  be  accompanied  by 
substernal  distress,  or  odynophagia,  or  re- 
gurgitation, and  if  it  is  noted  in  or  after  the 
5th  decade  of  life,  especially  in  a person  of  the 
lower  economic  levels,  a Negro,  and  a male. 
In  concluding  the  history,  other  symptoms  as 
listed  in  the  tables  should  be  sought. 
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The  physical  examination  may  be  mislead- 
ing unless  the  physician  realizes  that  few  if 
any  signs  may  be  noted  early  in  the  disease. 
Signs  of  malnutrition  appear  first.  Loss  of  skin 
turgor,  wrinkling  of  the  skin,  collapsed  veins, 
subcutaneous  fat  loss,  and  signs  of  dehydra- 
tion, may  be  apparent.  Changes  of  advanced 
malignancy  are  usually  obvious  and  include 
profound  weight  loss,  dehydration,  drooling, 
frequent  regurgitation  and  expectoration,  pal- 
pable or  visible  metastases,  weakness,  swal- 
lowing productive  of  cough,  extreme  pallor, 
and  usually  the  presence  of  a dirty  tin  can 
which  serves  as  a receptacle  for  expectorated 
material. 

When  the  symptoms  suggest  the  possibility 
of  carcinoma  of  the  esophagus,  prompt  barium 
swallow  and  esophagoscopy  must  be  per- 
formed. If  no  explanation  is  evident  and  nega- 
tive or  equivocal  findings  are  met,  then  fre- 
quently repeated  examinations  are  clearly  in- 
dicated. 

From  our  most  recent  review5  barium  swal- 
low provided  positive  information  in  98%  of 
the  cases  of  carcinoma  of  the  esophagus.  In 
the  early  stages,  the  lumen  may  not  be  modi- 
fied and  only  a transitory  spasm  may  appear 
at  the  site  of  the  lesion.  Peristalsis  may  be  de- 
ranged. Thick  barium  is  often  useful.  Later, 
irregularity  of  the  lumen  with  increased  proxi- 
mal peristalsis  and  dilation  is  seen.  An  in- 
verted cone-shaped  constriction  with  a ragged 
channel  and  stenosis  may  appear.  Reflux  of 
barium  in  the  recumbent  position  may  be  of 
value. 

Esophagoscopv  is  carried  out  following  the 
barium  swallow.  Histological  confirmation  is 
required.  Biopsy  may  yield  positive  findings 
in  over  85' / of  the  cases  even  though  multiple 
endoscopies  may  be  required.  In  the  early 
lesion,  a specimen  is  usually  easily  obtained 
unless  the  lesion  is  submucosal.  Advanced 
lesions  are  often  obscured  by  an  edematous 
inflammatory  response  in  the  proximal  mucosa 
and  repeated  biopsies  will  more  often  be  re- 
quired. The  friable  mucosa  tends  to  bleed  and 
further  obscure  the  path  of  the  scope  and  the 
biopsy  forceps.  Cytological  washings  should 
always  be  obtained.  They  are  particularly  valu- 


able in  the  patients  resistant  to  direct  biopsy. 
The  suction  tip  can  often  safely  be  passed  into 
the  field  of  the  lesion,  withdrawn,  and  flushed 
to  provide  a representative  cytological  speci- 
men. Abrasive  probes  may  be  passed  beyond 
the  lesion  in  the  form  of  brushes  or  sponges 
which  are  delivered  through  the  esophago- 
seope  by  special  handles  or  on  the  tip  of  for- 
ceps. The  sponges  may  be  directly  fixed, 
inbedded,  and  sectioned.  In  ulcerative  lesions, 
routine  biopsy  may  perforate  the  esophagus 
so  that  superficial  cytological  specimens  are 
sought.  Many  lesions  do  not  allow  safe  passage 
of  the  scope  distally.  The  shortest  scope  of  the 
largest  acceptable  diameter  offers  maximum 
perspective  of  the  proximal  character  of  the 
lesion  and  permits  more  definitive  biopsy. 
Esophagoscopy  is  dangerous  and  must  be  re- 
stricted or  undertaken  cautiously  in  the  pres- 
ence of  fever,  local  infection,  pulmonary  in- 
fection, cardiac  decompensation,  pericarditis, 
fistula,  and  suspected  aortic  aneurysm. 

Bronchoscopy  is  performed  preparatory  to 
surgery  in  search  of  tracheobronchial  invasion 
and  to  confirm  suspected  fistula  in  non-sur- 
gical  cases.  Indirect,  and  at  times  direct, 
laryngoscopy  is  done  to  look  for  pooling  of 
saliva  in  the  pyriform  fossae  when  sialorrhea 
is  thought  to  be  a sign  of  carcinoma  of  the 
esophagus.  Vocal  cord  paralysis  is  detected  by 
laryngoscopy. 

It  is  somewhat  beyond  the  scope  of  these 
considerations  to  consider  details  of  differ- 
ential diagnosis.  Sweet  has  observed  that  90' , 
of  esophageal  tumefactions  are  malignant.”  In 
the  differential  diagnosis,  consideration  is 
given  to  the  possibility  of  neoplasms  of  the 
larynx,  pharynx,  or  thyroid,  to  branchial  cysts, 
lymph  node  metastases,  lymphoma,  diverti- 
cula, various  mediastinal  tumors,  intrathoracic 
goitres,  lymphadenopathies,  mediastinal  ab- 
scess, cardiac  enlargements,  aneurysms,  achal- 
asia, peptic  esophagitis,  polyps,  metastatic 
lesions  to  the  esophagus  (very  rare),  and  be- 
nign tumors.  In  patients  with  known  achalasia, 
associated  carcinoma  should  be  suspected  with 
recurrent  dysphagia,  marked  weight  loss, 
retrosternal  pain,  and  odynophagia. 

Difficulties  in  diagnosis  are  usually  resolved 
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by  careful  assessment  of  the  complaint,  a 
proper  index  of  suspicion,  and  properly  re- 
peated examinations  including  barium  swallow 
and  esophagoscopy.  Parker  reported  on  some 
of  the  difficulties  in  diagnosis  that  may  arise.0 
Among  these  were  absence  of  dysphagia, 
spontaneous  disappearance  of  dysphagia,  nor- 
mal roentgenologic  studies  in  the  presence  of 
histologically  proven  carcinoma,  normal  eso- 
phagoscopy in  the  presence  of  roentgeno- 
logical ev  idence  of  carcinoma,  and  other  phy- 
sical defects  which  obscured  symptoms  refer- 
able to  the  esophagus.  Schatzki  has  analyzed 
roentgenological  details  useful  in  the  differ- 
ential diagnosis  of  tumors  in  the  esophagus  be- 
low the  mucosa.7  He  emphasizes  the  difficulty 
of  differentiating  mucosal  lesions  and  extra- 
mucosal  lesions  of  the  esophagus  as  well  as 
extrinsic  lesions  which  have  become  attached 
to  the  esophagus. 

In  an  effort  to  improve  the  accuracy  of  diag- 
nosis of  esophageal  neoplasm  Nakayama  re- 
ported on  the  use  of  a 5 mm.  diameter  tubed 
Geiger-Muller  Counter.3  The  instrument  is 
passed  down  the  esophagus  and  measures  the 
response  to  intramuscularly  administered 
radioactive  phosphorus  (P32)  which  has  a 
markedly  selective  uptake  by  malignant  tissues 
attributable  to  enhanced  metabolism  of  malig- 
nant cells.  The  studies  showed  a reliably  high 
degree  of  correlation  between  this  method  of 
detection  and  standard  diagnostic  measures. 
In  the  lesions  which  evade  diagnosis  by  stand- 
ard means,  such  an  approach  could  prove  of 
value  in  future  studies. 

At  present  I am  encouraged  by  preliminary 
results  of  a new  diagnostic  approach  with 
which  we  are  experimenting.  It  involves  the 
use  of  a fluorescent  compound  which  has 
affinity  for  malignant  tissue.  The  fluorescent 
tissue  is  demonstrated  by  an  activating  blue- 
violet  light.  Application  of  this  technique  may 
be  of  value  in  outlining  zones  of  malignant  in- 
vasion otherwise  difficult  or  impossible  to  de- 
tect at  the  time  of  diagnostic  survey  or  surgical 
removal.  A similar  brief  clinical  study  at  the 
Mayo  Clinic  has  produced  encouraging  re- 


sults.2 With  standard  techniques  now  avail- 
able, diagnosis  can  be  readily  achieved  if  the 
proper  examinations  are  conducted.  Repeated 
examinations  may  frequently  become  neces- 
sary and  the  use  of  special  techniques  may  be 
required  in  difficult  or  stubborn  cases.  A high 
index  of  suspicion  and  a proper  awareness  and 
evaluation  of  the  symptoms  is  of  utmost  im- 
portance to  eventual  diagnosis. 

Summary 

1.  The  need  for  improvement  in  treatment 
of  cancer  of  the  esophagus  is  illustrated. 

2.  The  high  incidence  of  carcinoma  of  the 
esophagus  among  clinic  patients  at  the  Medi- 
cal College  of  South  Carolina  is  cited. 

3.  Early  diagnosis  is  probably  the  most 

important  factor  in  providing  a successful 
therapeutic  result  in  carcinoma  of  the  esoph- 
agus.  | ; 

4.  Dysphagia,  substernal  distress,  and 
odynophagia  are  the  most  common  first  symp- 
toms in  cancer  of  the  esophagus. 

5.  Frequently  noted  symptoms  in  car- 
cinoma of  the  esophagus  are  listed  in  detail 
and  included  are  dysphagia,  regurgitation, 
substernal  distress,  weakness,  cough,  odynop- 
hagia, and  nausea. 

6.  The  disorder  is  commonly  noted  in  the 
Negro,  especially  the  male,  and  during  the  5th, 
6th,  and  7th  decades. 

7.  The  importance  of  a proper  index  of  sus- 
picion, understanding  of  symptoms,  and  lack 
of  associated  physical  findings  early  in  the 
disease  is  stressed. 

8.  Developmental  study  of  special  diag- 
nostic techniques  that  may  prove  of  consider- 
able value  are  in  progress. 

9.  Standard  available  techniques  provide 
good  diagnostic  accuracy.  Success  of  early 
diagnosis  depends  foremost  upon  a careful 
examination,  awareness  of  relevant  symptoms, 
a proper  index  of  suspicion,  and  prompt 
barium  swallow  and  competent  esophago- 
scopy. 
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( Editorial ):  Operation  with  inadequate  assistance: 
A reasonable  Solution  proposed.  William  H.  Prioleau, 
M.  D.  (Charleston)  Amer  Surg  V 28;  257:258,  April, 
1962. 

There  is  an  increasing  tendency  for  operations  to 
be  performed  with  inadequate  assistance.  This  prac- 
tice may  jeopardize  the  result  of  the  operation  and, 
at  times,  the  safety  of  the  patient.  The  surgeon  gen- 
erally does  not  know,  before  the  time  of  the  opera- 
tion, what  assistance  will  be  assigned  to  him.  The 
institution  uses  its  personnel  to  best  advantage  but 
at  times  does  not  have  sufficient  to  take  care  of  its 
operative  needs.  A number  of  factors  enter  into  the 
problem.  The  residents  and  interns  may  be  called 
upon  to  assist  at  operations  beyond  their  available 
time.  Medical  students  frequently  have  conflicting 
engagements  which  have  a prior  claim  upon  their 
attendance.  For  attending  surgeons  to  assist  each 
other  is  frowned  down  upon  as  depriving  the  house 
staff  of  valuable  experience. 

A proposed  solution  would  be  for  the  hospital  to 
provide  operative  assistants  of  a non-professional  type 
under  the  direction  of  the  operating  room  super- 
visor. At  present  high  school  graduates  trained  as 
practical  nurses  and  technicians  practice  sterile  tech- 
nic conscientiously  and  serve  satisfactorily  as  scrub 
nurses.  This  same  group  could  be  trained  to  serve  as 
surgical  assistants.  Such  a service  would  relieve  the 
house  staff  of  assisting  at  certain  repetitive  and  time- 
consuming  procedures  and  make  them  available  for 
operations  of  greater  educational  value  and  where 
they  are  more  needed.  The  flexibility  of  such  a ser- 
vice would  make  it  economically  practical.  Further- 
more, it  would  be  to  the  financial  advantage  of  the 
patient  to  pay  for  sufficient  personnel  to  expedite 
the  performance  of  the  operation,  rather  than  for 
prolonged  operating  room  and  anesthesia  time  at- 
tendant upon  inadequate  operating  assistance. 
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Report  of  the  Condition  in  a Child 


JOSEPH  I.  WARING,  M.  D. 

Charleston,  S.  C. 


In  various  diseases  involving  the  reticulo- 
endothelial system,  and  occasionally  when 
no  underlying  disease  is  demonstrable, 
abnormal  globulins  or  increased  quantities  of 
globulins  may  appear  in  the  blood.  These  may 
be  cryoglobulins,  which  are  precipitated  by 
cold,  or  macroglobulins  of  very  high  molecular 
weight,  or  occasionally  they  may  include  both 
characteristics.  They  have  been  found  chiefly 
in  elderly  people  (the  youngest  reported  was 
31  years  old).  The  available  literature  does  not 
describe  the  condition  in  the  age  of  childhood 
and  therefore  this  case  is  presented. 

Cryoglobulins  were  recognized  by  Wintrobe 
and  Buell  in  1933. 1 Macroglobulins  were  first 
described  by  Waldenstrom  in  1944."  The  sub- 
ject of  cryoglobulinemia  was  reviewed  by  Ler- 
ner  and  Watson  in  1947"  and  by  Barr,  Reader, 
and  Wheeler  in  1950/  Recent  articles  by 
Mackay,  Eriksen,  Motulsky,  and  Volwiler1'  and 
by  Volpe,  Bruce-Robertson,  Fletcher,  and 
Charles"  include  numerous  references  to  the 
subjects.  Precipitation  of  cryoglobulins  and 
agglomeration  of  macroglobulins  in  the  ar- 
terioles, with  blockage  and  consequent  intra- 
vascular changes,  are  thought  to  be  the  funda- 
mental mechanisms  in  the  production  of  the 
outstanding  clinical  symptom  of  bleeding  and 
of  the  trophic  changes  following  the  ischemia 
due  to  arteriolar  obstruction. 

This  seven  year  old  female  Negro  child  was  de- 
livered spontaneously  at  home  on  May  23,  1951  and 
weighed  7 pounds.  She  was  breastfed  for  3 months 
and  thereafter  received  a diet  which  appears  to  have 
been  reasonably  well  balanced.  She  had  diarrhea  at 
one  year  and  draining  ears  and  swelling  of  her  feet 
at  17  months  (October  1952).  Hemoglobin  then  was 
5.5  grams  per  100  ml.  At  this  time  she  had  swelling 
of  her  left  index  finger.  Perforation  of  her  nasal  septum 
was  noted  at  20  months,  and  “destruction”  of  her  ear 


drums  with  chronic  otorrhea  at  23  months.  At  31 
months,  she  was  seen  with  ulcers  of  both  heels.  At 
4 years,  9 months  (February  1956)  she  was  admitted 
to  the  Convalescent  Home  for  Crippled  Children.  She 
had  a number  of  doses  of  penicillin  for  respiratory 
infections  during  her  stay  and  received  transfusion  of 
blood  because  of  her  anemia  (hemoglobin  7 grams). 
Several  tests  for  syphilis  were  negative.  Drainage  from 
her  heels  continued.  She  had  several  episodes  of  high 
fever,  and  an  attack  of  measles  while  in  the  Home. 
She  did  not  learn  to  walk  well  until  the  age  of  about 
4 years. 

At  that  time  her  father  was  alive  and  well.  Her 
mother  was  living  and  had  been  treated  for  syphilis 
during  pregnancies  with  this  child  and  older  children. 
Her  mother’s  Wasserman  was  slightly  positive  at  1:32 
dilution  at  the  time  of  this  child’s  birth.  Her  maternal 
great-grandmother  was  diabetic.  Her  eight  siblings, 
five  older  children  and  three  younger  ones,  had  no 
recognized  disease. 

When  seen  at  the  age  of  5 years,  the  patient  was 
very  much  underdeveloped.  Her  left  external  ear  was 
partially  destroyed.  Her  nose  was  of  the  saddle  type, 
with  crusted  foul  material  in  both  nostrils.  Both  drums 
showed  perforations.  The  gums  were  shrunken.  Both 
of  her  heels  were  indented  by  a destructive  process 
which  had  healed.  The  fingers  of  both  hands  were 
irregular  in  shape,  with  a shiny  appearance.  The  finger 
and  toe  nails  were  ridged  and  split.  Both  lower  ex- 
tremities were  reported  as  spastic  and  ankle  clonus 
was  elicited  bilaterally. 

Biopsy  of  the  right  quadriceps  muscle  and  over- 
lying  skin  gave  a negative  report.  Urinalysis  was  nega- 
tive, hemoglobin  was  10.5  Gm.  per  100  ml.,  ery- 
throcytes were  3.6  million  per  cu.  mm.  Leucocytes 
were  8,200,  polymorphonuelears  69%,  lymphocytes 
30%,  monocuclears  1%.  Electrophoretic  studies  of  the 
patient’s  hemoglobin  showed  hemoglobin  A 100%. 
Sickling  was  not  present.  On  two  occasions  serum 
tests  for  syphilis  were  negative  ( Kolmer  and  Kline 
tests) — Cultures  from  the  nose  and  heels  showed  pro- 
teus  species  (100%);  no  fungi  were  found.  Examina- 
tion for  cells  of  lupus  erythematosus  was  negative  on 
three  occasions.  Total  serum  proteins  were  7.66  grams 
per  100  mb,  albumin  2.8,  alpha  globulin  0.86,  beta 
globulin  1.08,  and  gamma  globulin  2.92  per  100  ml. 
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Figure  1 Figure  2 Figure  3 


Figure  1. — Destructive  process  in  fingers.  May  1958. 
Figure  2. — Appearance  of  nose  and  ears.  May  1958. 
Figure  3. — Destructive  process  in  heels,  May  1958. 


Roentgenograms  were  reported  as  follows: 

An  anteroposterior  view  of  the  long  bones  of  both 
lower  extremities,  dated  June  11,  1956,  shows  a coxa 
valga  deformity  of  both  hips.  The  shafts  of  the  long 
bones  are  narrow  and  the  soft  tissues  of  the  thighs 
and  the  legs  are  underdeveloped.  There  are  transverse 
growth  disturbance  lines  in  the  distal  ends  of  the 
femurs  while  longitudinal  striations  are  seen  in  the 
ends  of  the  shafts  of  the  tibiae. 

Anteroposterior  views  of  the  hands  show  a peculiar 
diffuse  sclerosis  of  the  distal  and  middle  phalanges  of 
all  of  the  fingers  and  of  the  distal  phalanges  of  the 
thumbs.  There  are  onlv  three  carpal  bones  present  in 
each  wrist,  indicating  a bone  age  of  214  years. 

Lateral  films  of  the  ankles  show  an  irregular  focal 
sclerosis  of  the  os  calcis  of  each  ankle  with  flattening 
and  underdevelopment  of  the  posterior  inferior  aspect 
of  each  of  these  bones.  There  are  apparently  trophic 
ulcers  under  each  os  calcis.  The  tarsal  bones  of  the 
feet  are  underdeveloped  and  the  cortices  of  these 


bones  are  unusually  thin  as  are  the  cortices  of  the 
visible  portions  of  the  metatarsals. 

Vascular  studies  done  in  1956  on  this  patient  in- 
cluded skin  temperatures  and  plcthysmographs  of  the 
toes  and  fingers.  Skin  temperatures  were  within  nor- 
mal limits.  Blood  flow  through  the  toes  appeared  to 
be  adequate  as  evidenced  by  a relatively  normal 
plethysmographic  tracing.  The  plethysmograph  re- 
cording of  the  fingers  was  of  no  value  because  the 
child  was  crying  almost  constantly  during  this  study. 

Examination  of  the  conjunctival  vessels  showed 
marked  sludging  of  the  blood.  The  flow  in  the  vessels 
was  very  slow  with  a great  deal  of  temporary  stasis. 
The  sedimentation  rate  was  110.  Serum  calcium  was 
10  mg.  and  phosphorus  was  12  mg.  per  100  ml.  (The 
high  phosphorus  value  was  not  confirmed  on  later 
examination.)  One  examination  of  the  blood  appeared 
to  show  the  presence  of  cryoglobulins,  but  this  finding 
could  not  be  confirmed  later. 

The  child  remained  in  Roper  Hospital  for  a short 


Figure  4 Figure  5 Figure  6 


Figure  4. — Irregular  focal  sclerosis  of  the  os  calcis  with  flattening  and  underdevelopment  of  the  pos- 
terior inferior  aspect.  The  tarsal  hones  are  underdeveloped  with  their  cortices. 

Figure  5. — Diffuse  sclerosis  of  the  distal  and  middle  phalanges  of  all  of  the  fingers  and  of  the  distal 
phalanges  of  the  thumbs. 

Figure  6. — Transverse  growth  disturbance  lines  in  the  femur  and  longitudinal  striations  in  the  tihial 
shaft. 
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time  and  returned  home.  She  was  not  seen  again  until 
May  1958,  when  it  was  found  that  there  had  been 
some  progression  of  the  changes  noted  before.  The 
condition  of  the  hands  especially  had  deteriorated 
and  there  had  been  no  improvement  in  other  areas. 

Later  this  child  was  sent  to  the  National  Institutes 
of  Health,  where  prolonged  and  extensive  studies 
were  pursued  without  any  definite  clarification  of  the 
basic  process.  The  gamma  globulin  made  up  6 grams 
of  10  grams  of  total  protein  and  was  thought  to  be  of 
normal  character,  ( sedimentation  constant  6.6S  in  the 
analytical  ultra-centrifuge).  Neither  cryoglobulins  nor 
increased  macroglobulins  were  found.  Roentgenograms 
of  the  chest  showed  fairly  extensive  fine  punctate 
reticular  infiltrates  throughout  both  lung  fields.  There 
was  some  thickening  along  the  major  fissure. 

Biopsy  of  the  finger  and  ear  showed  only  chronic 
non-specific  inflammatory  changes  on  the  tissues. 
Axillary  and  scalene  lymph  nodes  showed  moderate 
to  marked  reticulum  cell  hyperplasia.  Treponema  im- 
mobilization and  other  tests  for  syphilis  were  nega- 
tive. Her  antibody  production  after  antigenic  stimu- 
lations appeared  to  be  normal.  Her  sedimentation  rate 
was  77.  The  cephalin  flocculation  test  was  3 plus, 
thymol  turbidity  reading  was  14,  and  a bromsulfalein 
test  was  normal.  An  electroencephalogram  showed  a 
moderate  degree  of  diffuse  dysrhythmia.  Numerous 
other  tests  including  urinalyses,  serum  glucose,  urea 
nitrogen,  electrolyses,  and  alkaline  phosphatase  were 
not  contributory  to  the  diagnosis.  Tests  to  strengthen 
the  thought  of  sarcoidosis,  leprosy,  and  the  rare  con- 
dition known  as  Wegener’s  granulomatosis  (a  condi- 
tion following  respiratory  infections  with  consequent 
granuloma  formation,  vasculitis,  and  eventual  glo- 
merulonephritis) and  a general  polyarteritis  nodosa 
subtracted  nothing  from  the  diagnostic  confusion. 

Penicillin,  a total  dose  of  8.4  million  units,  produced 
no  evident  change. 

The  patient  received  treatment  for  her  orthopedic 
deformities  ( equinus  and  knee  contracture ) and  was 
discharged  with  the  diagnosis  of: 

( 1 ) disease  of  undetermined  etiology 

( 2 ) hypergammaglobulinemia 

( 3 ) osteomyelitis 

After  her  stay  at  the  National  Institutes  of  Health, 
this  patient  went  home,  and  was  seen  on  June  3,  1959 
by  Dr.  George  Dawson  of  Florence,  S.  C.,  who  wrote 
that  her  situation  had  not  changed  materially,  except 
that  small  pieces  of  dead  bone  were  occasionally  ex- 
truded from  the  lesions  of  the  feet.  She  was  seen  on 
Feb.  1,  1960  by  Dr.  Walter  Hart  of  Florence,  who 
found  that  she  had  been  sick  for  a week  with  a 
respiratory  infection,  accompanied  by  abdominal  pain 
and  moderate  diarrhea,  and  admitted  her  to  the 
McLeod  Infirmary.  She  weighed  just  under  25  pounds, 
and  had  a rectal  temperature  of  103.6*  f.  She  was  de- 
hydrated, and  showed  numerous  rales. 

The  reports  of  the  radiologists,  Dr.  P.  D.  Hay  and 
Dr.  John  F.  C.  Hunter  were  as  follows: 


Figure  7 

Figure  7. — Roentgenogram  of  the  chest  (Septem- 
ber 1958). 

Reticular  infiltrates  throughout  both 
lung  fields. 

February  1,  1960:  There  are  a great  many  infiltra- 
tions in  both  lungs,  particularly  in  the  right  becoming 
conglobated  in  the  right  lower  lobe  with  evidently 
partial  consolidation  here.  In  addition  there  is  some 
nodular  involvement  of  the  hilum.  Fine  calcifications 
are  scattered  throughout  the  involved  pulmonary  re- 
gion. The  process  is  evidently  a miliary  tuberculosis 
with  probably  tuberculous  pneumonia  and  hilar  in- 
volvement. 

Diagnosis:  Bilateral  pulmonary  tuberculosis. 

P.  D.  Hay,  M.  D. 

February  5,  1960:  There  is  considerable  involve- 
ment of  both  lungs  diffusely  with  miliary  infiltrations 
becoming  conglomerated  in  the  right  lung  where 
there  may  be  partial  consolidation  in  the  right  lower 
lobe.  As  compared  with  examination  made  four  days 
ago  no  change  is  noted.  The  condition  is  still  believed 


Figure  8 

Figure  8. — Serum  protein  patterns  of  patient. 
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to  be  a pulmonary  tuberculous  pneumonia. 

Diagnosis:  Probably  pulmonary  tuberculosis  with 
consolidation  of  right  lower  lobe. 

P.  D.  Hay,  M.  D. 

February  9,  1960:  There  are  diffuse  miliary  in- 
filtrations of  considerable  degree  throughout  both 
lungs.  There  was  a partial  consolidation  of  the  right 
lower  lobe  which  shows  some  clearing  during  the 
past  four  days.  The  condition  still  suggests  pulmonary 
tuberculosis  with  possible  tuberculous  pneumonia. 

Diagnosis:  Probably  pulmonary  tuberculosis  with 
clearing  consolidation  of  the  right  lower  lobe. 

John  F.  C.  Hunter,  M.  D. 

Two  intradermal  tuberculin  tests  were  negative 
and  gastric  washings  showed  no  mycobacterium 
tuberculosis. 

Treatment  with  parenteral  fluids  and  antibiotic 
drugs  produced  improvement  and  she  was  discharged 
on  February  11.  Three  days  after  discharge  she  died 
at  home.  Unfortunately,  no  autopsy  was  obtained. 


Summary 

An  underdeveloped  Negro  child  with  evi- 
dence of  multiple  destructive  processes  of  the 
nasal  bones,  external  ears,  fingers  and  heels, 
and  an  elevated  sedimentation  rate,  showed  a 
consistently  high  value  for  serum  gamma  glo- 
bulin and  a high  total  protein  value.  In  the 
absence  of  other  explanation,  it  is  suggested 
that  the  hypergammaglobulinemia  which  was 
present  might  have  been  a causative  factor  in 
the  unusual  peripheral  conditions  described. 
Treatment  was  ineffectual  and  the  patient 
succumbed  to  undertermined  pulmonary  dis- 
ease. 

The  author  acknowledges  with  thanks  the  kindness 
of  Dr.  John  L.  Fahey  of  the  National  Cancer  Institute 
in  furnishing  him  with  a very  complete  report  of  the 
investigation  there. 
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DERMATOLOGICAL  DON’TS 

Kathleen  Riley,  M.  D. 

Dept,  of  Dermatology 

Case  #8 — Keratoacanthoma 

White,  Male,  age  62 
HISTORY 

The  patient  noted  a firm,  red  bump  on  his  nose  4 
weeks  previously. 

The  lesion  came  suddenly  and  was  not  preceded  by 
any  other  skin  change. 

The  lesion  rapidly  grew  to  the  size  of  a nickle  and 
the  center  developed  a crater. 

The  lesion  was  asymptomatic  but  alarmed  the  pa- 
tient as  he  feared  it  was  a cancer. 

PHYSICAL  EXAMINATION 
On  the  side  of  the  nose  was  a dome-shaped,  sharply 
defined  nodule,  2 cm.  in  size. 

The  lesion  was  red,  shiny  witli  a central  crater. 

The  crater  was  filled  with  a friable  material. 

It  was  not  tender. 


DIAGNOSIS 

KERATOACANTHOMA 


Common  Distribution  of  Keratoacanthoma 


TREATMENT 

DON’T 

1.  Don’t  fail  to  note  the  rapid  growth  of  the  lesion. 

2.  Don’t  fail  to  note  friable  material  in  crater  and 
shape  of  lesions.  The  gross  morphology  is  char- 
acteristic. 

3.  Don't  forget  this  lesion  looks  very  much  like  a 
squamous  cell  epithelioma,  so  the  history  as  above 
is  important  to  diagnosis. 

4.  Don’t  do  biopsy  or  section  so  only  a part  of  the 
lesion  is  examined,  for  the  pathologist  cannot  dis- 
tinguish it  from  a low  grade  squamous  cell  car- 
cinoma. The  architecture  of  the  entire  lesion  is 
necessary  for  diagnosis. 

DO 

1.  Do  treat  conservatively — it  will  heal  spon- 
taneously. 

2.  Do  excise  in  toto  but  electrodesiceate  the  base  if 
needed  for  biopsy  and  diagnosis. 

3.  Do  expect  minimal  scarring. 


Substantial  Evidence  of  Drug  Effectiveness 


To  be  truly  effective,  the  medical  profession  needs 
an  expanded  and  improved  arsenal  of  drugs.  We 
have  confidence  that  the  American  prescription  drug 
industry,  if  permitted  to  operate  in  an  atmosphere 
of  freedom,  can  supply  that  need.  In  our  judgment, 
both  the  industry  and  the  medical  profession— and 
ultimately  the  American  people — would  suffer  if 
Government  were  to  require  anything  more  than  sub- 
stantial evidence  that  a drug  is  effective  for  the  use 


claimed  for  it.  By  “substantial”  evidence  we  mean 
that  the  clinical  testing  data  submitted  to  the  Food 
and  Drug  Administration  should  be  performed  by 
truly  competent  and  qualified  clinical  investigators 
and  that  the  medical  evidence  supporting  the  claim 
of  effectiveness  should  be  significant.  — I.  S.  Ravdin, 
M.  D.,  Professor  of  Surgery,  University  of  Penn- 
sylvania School  of  Medicine,  to  House  Interstate  and 
Foreign  Commerce  Committee,  August  20,  1962. 
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ANNUAL  CONVENTION 

The  scientific  program  for  the  annual  meet- 
ing arranged  under  the  able  hands  of  Dr. 
Dale  Groom  has  been  completed  and  offers  a 
variety  of  material  which  should  interest  all 
members.  On  Wednesday  afternoon.  May  8, 
there  will  be  a number  of  papers  bv  our  own 
members,  ranging  over  discussions  of  car- 
cinoma of  the  esophagus,  allergic  diseases, 
traumatic  wounds,  and  vitallium  prothesis  and 
larded  with  a discussion  of  chest  pain  and 
menstrual  disturbances  by  two  of  our  visitors. 

A full  day’s  session  on  May  9 will  include 
presentations  and  discussions  by  members  of 
the  faculty  of  the  Medical  College  of  Georgia 
and  will  cover  the  field  of  maternal-fetal-neo- 
natal pharmacology  and  vascular  diseases  and 
will  include  a case  protocol  session  and  a 
clinical-pathological  case  discussion. 

Commercial  exhibits  will  appear  as  usual 
and  will  afford  an  opportunity  to  become 
acquainted  with  the  latest  offerings  in  the 
field  of  pharmaceutical  and  medical  supplies. 

There  will  be  the  usual  meetings  of  the 
Alumni  Association,  the  luncheon,  the  ban- 
quet, and  various  reunions  and  meetings  of 
classes  and  committees. 

The  program  represents  a real  attraction, 
and  it  is  anticipated  that  attendance  will  be 
very  large. 


Student  Loan  Fund 

In  these  days  of  uncertainty,  when  it  is 
often  difficult  to  make  plans  far  into  the 
future,  AMA-Education  and  Research  Foun- 
dation is  moving  ahead  with  a Student  Loan 
program  that  has  its  target  set  squarely  in  the 
long-term  future — the  future  of  American 
medicine.  Its  objective  is  to  insure  the  quality 
of  medical  care  for  coming  generations. 

We  know  of  few  programs  in  which  a com- 
paratively small  contribution  can  so  dra- 
matically promote  the  future  welfare  of  so 
many  Americans.  A gift  of  $100  to  the  AMA- 
ERF  Student  Loan  Fund  will  generate  a bank 


loan  of  $1,250 — enough  to  finance  a medical 
student’s  training  for  half  a year. 

And  the  power  of  that  $100  donation 
doesn’t  end  there.  When  the  medical  student 
completes  his  training,  he’ll  repay  his  debt  and 
the  $100  will  return  to  the  fund,  where  it  can 
be  available  to  help  finance  a medical  educa- 
tion for  another  student. 

Think  of  what  a contribution  of  $1,000 
could  do  if  donated  now — it  could  provide 
the  financial  aid  to  produce  a new  physician 
in  1970,  another  in  1977,  in  1984,  again  in 
1991,  and  in  1998.  And  the  $1,000  would  still 
be  in  the  fund,  ready  to  serve  the  cause  of 
medicine  again  and  again. 

Physicians  throughout  the  nation  are  being 
asked  to  contribute  to  this  fund,  which  is  now 
committed  by  loans  made  last  year.  Once 
again,  Merck  Sharp  & Dohme  has  pledged 
$100,000  to  be  matched  by  individual  physi- 
cians’ donations.  We  urge  you  to  do  your 
share. 

It  is  difficult  to  imagine  a better  way  of 
putting  dollars  to  work  for  the  future  of  medi- 
cine. 


Dr.  B.  0.  Whitten  of  Whitten  Village 

More  than  forty  years  ago,  Dr.  Whitten 
took  charge  of  a small  and  most  inadequate 
State  Training  School  in  Clinton,  a school  for 
the  severely  handicapped  child.  He  had  to 
rely  on  unskilled  help  and  the  uncertain 
bounty  of  a legislature  which  was  often  un- 
sympathetic. Despite  these  handicaps,  over 
the  years  he  had  built  up  a fine  plant  and 
staff  which  provides  a haven  for  the  many 
children  needing  institutional  care.  Some 
nine  years  ago  its  name  was  changed  to  honor 
the  man  who  had  put  his  heart  and  soul  into 
this  very  essential  activity. 

From  a meager  beginning,  the  Village  has 
grown  to  50  buildings,  including  24  dormi- 
tories, and  two  schools,  housing  2,000  patients, 
with  the  necessary  administration  offices, 
thus  approaching  but  not  yet  quite  fulfilling 
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the  dream  of  the  man  who  has  worked 
valiantly  and  unceasingly  to  develope  ade- 
quate service  to  an  important  part  of  our 
people.  Elsewhere  in  this  Journal  a picture  of 
the  latest  addition  to  the  plant  is  shown. 

The  going  has  not  been  easy.  Apathetic- 
legislators,  or  worse,  some  unjustly  critical 
members  have  been  a trial.  The  constant 
pressure  by  parents  to  move  their  children  to 
the  head  of  a long  waiting  list  has  been  diffi- 
cult to  resist,  and  the  resulting  inevitable 
efforts  of  local  politicians  to  push  the  desires 
of  their  constituents  have  no  doubt  been  un- 
pleasant to  suffer. 

Dr.  Whitten  deserves  a tremendous  amount 
of  credit  for  his  long,  dedicated,  and  suc- 
cessful efforts  to  help  the  handicapped  chil- 
dren of  the  state  and  their  parents. 


Voluntary  Health  Insurance 

The  rapid  growth  of  voluntary  health  in- 
surance plans  has  been  a remarkable  phe- 
nomenon of  recent  years.  Since  1946  the  en- 
rollment in  these  plans  has  mounted  from  5 
million  to  over  50  million  people.  From  time 
to  time  changes  have  been  made  in  the  cover- 
age offered  by  the  various  plans  and  there 
has  been  some  fluctuation  in  the  total  enroll- 
ment, but  the  rapid  and  steady  growth  points 
strongly  to  a time  when  voluntary  insurance 
will  cover  nearly  all  of  the  population. 

The  percent  of  population  covered  in  vari- 
ous states  shows  quite  a wide  variation, 
ranging  from  82c/,  in  the  District  of  Columbia 
to  as  little  as  4%  in  the  state  of  Idaho.  South 
Carolina  enjoys  her  traditional  position  very 
close  to  the  bottom  of  the  tabulation.  Three 
other  states  have  a lower  percentage  of  their 
population  enrolled  than  the  9%  which  South 
Carolina  can  produce. 

The  physician  is  so  vitally  concerned  with 
the  development  of  this  kind  of  insurance, 


that  it  should  be  his  function  to  encourage  it 
and  explain  its  advantages  as  much  as  he  can 
in  his  contact  with  his  patients. 


On  Your  Feet 

We  have  known  all  along  about  this  busi- 
ness of  resting  after  or  during  illness,  an 
article  in  the  JAMA  implies.  The  long  per- 
iods of  rest  after  obstetrical  delivery  or  car- 
diac accident,  once  indulged  with  confidence 
but  lately  by  economic  necessity  reduced  to 
a shorter  period,  may  have  in  the  old  days 
done  much  more  harm  than  good.  Overly 
long  application  of  casts,  denial  of  physical 
activity  in  such  things  as  rheumatic  fever  or 
tuberculosis  and  other  conditions  imposing 
a requirement  for  excessive  rest  may  now  be 
regarded  with  some  temerity  in  estimating 
their  effect  on  the  patient’s  welfare.  We  re- 
call one  medical  friend  with  pulmonary  tuber- 
culosis who  refused  then  current  concepts  of 
therapy,  went  out  to  the  woods,  established 
a camp,  did  all  his  work,  rode  horseback 
vigorously,  and  lived  a generally  active  life 
with  complete  recovery. 

Such  an  example  does  not  mean  too  much, 
and  it  may  be  questioned  whether  a hard  and 
fast  statement  as  to  requirement  for  rest  can 
be  taken  without  modification.  Obviously 
there  is  a considerable  difference  in  the 
amount  of  rest  which  normal  people  require, 
and  presumably  those  people  who  require 
rather  long  periods  of  rest  in  health  might  re- 
quire even  longer  periods  in  illness.  Perhaps 
we  are  going  too  far  in  the  direction  away 
from  the  older  concept.  As  for  us,  we  intend 
to  take  every  advantage  of  any  ailment  which 
justifies  in  any  way  a retreat  to  the  bed,  and 
we  would  be  very  unhappy  to  have  to  give  up 
the  pleasure  of  bed  rest  to  a theory  which 
insists  on  an  unnatural  vigor  on  our  part. 

JAMA  182:344 
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CASE  RECORDS  FOR  DISCUSSION  AT 
ANNUAL  MEETING. 

#1.  An  eight-year-old  girl  has  high  fever  asso- 
ciated with  mild  respiratory  infections,  for  which  she 
has  been  given  a “new”  antipyretic  by  both 
parenteral  and  oral  routes.  She  has  received  several 
doses  of  the  medicine  on  at  least  four  occasions  in  the 
past  year,  the  last  being  a week  ago.  When  she  was 
seen  in  the  doctor’s  office  this  morning  she  was  list- 
less, weak,  pale  and  mildly  febrile.  She  complained 
of  sore  throat;  examination  revealed  extensive  ulcera- 
tions of  the  palate,  tonsils  and  posterior  pharyngeal 
wall. 

#2.  A nine  year  old  girl  has  had  many  recurrent 
upper  respiratory  infections  over  a 2-3  year  period, 
especially  in  winter.  The  most  prominent  symptom  is 
a persistent,  deep,  occasionally  paroxysmal,  night- 
time cough;  she  usually  awakens  in  the  morning  with 
marked  nasal  congestion  which  tends  to  improve 
during  the  day.  She  had  a T and  A one  year  ago  with 
no  recognizable  improvement. 


#3.  A colored  female,  age  62,  170  cm.  in  height, 
weighing  113  kilograms,  with  a positive  diagnosis  of 
carcinoma  of  the  rectum  is  scheduled  for  an  ab- 
dominal-perineal resection.  The  routine  physical  ex- 
amination reveals  an  ambulatory,  very  obese  in- 
dividual with  an  enlarged  heart  to  x-ray,  negative 
urine,  Hb  11.5  gms.,  hematocrit  36,  dyspnea  on  exer- 
tion, no  evidence  of  heart  failure,  blood  pressure 
142/94  - 114/82.  Patient  had  a relatively  uneventful 
anesthetic  and  operation,  lasting  approximately  6 
hours.  Estimated  blood  loss  of  2300  ml.  was  re- 
placed with  2500  ml.  of  whole  blood  during  the  sur- 
gery. Blood  pressure  and  pulse  stable  the  first  hour 
post-operatively.  Discuss  immediate  post-anesthetic 
problems  possibly  encountered  in  such  a patient  and 
how  best  managed. 

These  and  other  cases  will  be  discussed  in 
the  Scientific  Program  of  the  S.  C.  Medical 
Assoc.  Convention  May  8 and  9,  1963,  at 
Myrtle  Beach. 

Plan  now  to  be  there ! 


Governor  Donald  Russell  will  be  the  banquet 
speaker  at  the  Annual  Meeting. 


News 


State  Legislators  Adopt  Resolution 
Praising  Whitten 

The  State  House  of  Representatives  have  adopted 
a resolution  commending  Dr.  B.  O.  Whitten  of 
Whitten  Village,  for  his  wwk  with  retarded  children. 

Speaker  Solomon  Blatt  and  20  other  members  of 
the  House  signed  the  resolution,  which  will  be  sent 
to  the  Senate  for  concurrence. 

Dr.  WTiitten  was  commended  for  his  “tireless 
efforts  and  valuable  services”  to  the  state  and  to 
“many  of  its  unfortunate  children.” 

The  House  endorsement  of  Dr.  Whitten  follows 
recent  news  features  which  questioned  conditions  at 
the  school  for  retarded  children. 


Charleston  Surgeons  To  Lead  Panel 
Discussions 

Two  Charleston  doctors  were  scheduled  to  partici- 
pate in  a sectional  meeting  of  the  American  College 
of  Surgeons  in  Charlotte,  N.  C.,  Febniary  11-13. 

Dr.  Edward  F.  Parker  was  to  moderate  a panel 
discussion  on  occlusive  vascular  diseases  and  Dr. 
William  H.  Prioleau  was  to  preside  over  a panel  on 
congenital  lesions  in  pediatric  surgery. 


MEDICAL  TELEVISION 

Thursday  and  Friday,  April  4th  and  5th,  8-9:30  P.  M. 
on  South  Carolina’s  Educational  Television  Network. 
CONGESTIVE  HEART  FAILURE 
Guest  Lecturer: 

Dr.  Eugene  A.  Stead,  Jr. 

Professor  of  Medicine,  Duke  University 
Produced  by  the  Medical  College  of  South  Carolina 
in  collaboration  w'ith  the  ETV  Staff.  This  program  is 
sponsored  by  the  Heart  Disease  Division  of  the  South 
Carolina  Board  of  Health. 

Reminder:  A replay  of  Treatment  of  Hypertension 
will  be  shown  on  April  18,  1963. 


Dr.  Gressette  Addresses  Columbia  Medical 
Society  and  Auxiliary 

Dr.  James  H.  Gressette  of  Orangeburg,  president  of 
the  South  Carolina  Medical  Association,  exposed 
some  of  the  socialistic  characteristics  of  the  King- 
Anderson  proposals  in  an  address  to  the  Columbia 
Medical  Society  and  Woman’s  Auxiliary  in  January. 

Mrs.  McMurrv  Wilkins,  Jr.  of  Greenville,  president 
of  the  Woman’s  Auxiliary  to  the  South  Carolina 
Medical  Association  was  also  a featured  speaker  at 
the  meeting. 
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American  College  of  Physicians  Names 
Carolina  Doctors 

Dr.  Cheves  M.  Smythe  of  Charleston  and  Dr.  Myers 
H.  Hicks  of  Florence  have  been  designated  fellows 
of  the  American  College  of  Physicians. 

Named  an  associate  was  Dr.  Robert  G.  Muth  of 
Charleston,  a Navy  physician. 


Summerville  C.  of  C.  Honors  Dr.  Snyder 

Dr.  Howard  Snyder,  native  of  Greenwood  now 
living  in  Summerville,  was  presented  a plaque  and 
many  tributes  for  his  15  years  of  service  in  that 
community  at  the  Summerville  Chamber  of  Com- 
merce annual  banquet. 

Dr.  Snyder  gave  up  his  general  medical  practice 
in  Summerville  a few  months  ago  to  re-enter  the 
Medical  College  of  South  Carolina  for  special  study 
in  radiology. 


Ministers  Hear  Dr.  W.  R.  Griffin 

Dr.  W.  R.  Griffin,  Conway  physician,  spoke  on 
“The  Patient  - Physician  - Minister  Relationship" 
when  the  Horry  County  Baptist  Ministers  Confer- 
ence met  in  Conway. 


Dr.  Frank  Harrison  Named  Official 
County  Physician 

The  Richland  County  board  of  commissioners  has 
elected  Dr.  A.  Frank  Harrison,  III  as  one  of  the 
county’s  two  official  physicians  to  succeed  Dr.  C.  K. 
Lindler,  who  served  in  the  capacity  for  over  30 
years. 

The  commission  re-elected  Dr.  Henry  Hall  as  the 
second  physician. 

Dr.  Harrison,  31,  is  a graduate  of  the  University 
of  South  Carolina,  and  received  his  medical  degree 
from  the  Medical  College  of  South  Carolina  in  1958. 


Auxiliary  Hears  Dr.  J.  C.  Holler 

Dr.  J.  C.  Holler,  York  County  representative  of 
the  Speakers  Bureau  of  the  South  Carolina  Medical 
Association,  spoke  at  the  luncheon  meeting  of  the 
York  County  Medical  Auxiliary. 


Dr.  Marshall  To  Head  Staff  At  Hospital 

Dr.  Bennie  W.  Marshall,  Jr.,  doctor  of  internal 
medicine  and  native  Camdenite,  has  been  elected  to 
serve  as  chief  of  staff  at  the  Kershaw  County  Mem- 
orial Hospital  for  1963. 

Dr.  Robert  Grube  was  elected  secretary. 


New  Doctors  Come  To  Camden 

Two  new  physicians  began  practicing  in  Camden 
on  January  1.  They  are  Dr.  Leroy  C.  Mims  and  Dr. 
Jack  T.  Fakourv. 

Dr.  Mims  will  practice  in  the  field  of  pediatrics 
with  Dr.  C.  H.  Zemp,  Jr. 

Dr.  Fakourv  will  be  the  resident  radiologist  at  the 
Kershaw  County  Memorial  Hospital. 


Dr.  Mims,  a native  of  Florence,  is  a graduate  of 
Davidson  College  and  the  Medical  College  of 
Georgia.  He  served  his  internship  at  Greenville  Gen- 
eral Hospital,  and  served  his  residency  in  pediatrics 
at  Talmadge  Memorial  Hospital  in  Augusta,  Ga.  He 
has  served  in  the  U.  S.  Navy  for  the  past  two  years. 

Dr.  Fakourv  is  a native  of  Charlotte,  and  is  a 
graduate  of  the  University  of  North  Carolina  and  the 
Medical  College  of  South  Carolina.  He  served  his 
residency  at  the  Medical  College.  He  will  be  full- 
time radiologist  at  the  county  hospital. 


Dr.  C.  M.  Lockwood  Honored 

Dr.  Charles  M.  Lockwood  was  presented  a Certifi- 
cate of  Honor  recently  by  B.  G.  Phillips,  field  repre- 
sentative of  the  American  Red  Cross.  Dr.  Lockwood 
received  the  award  for  his  outstanding  work  as  1962 
Fund  Campaign  Chairman  for  the  Red  Cross  in 
McCormick  County. 


Doctor  Named  In  Two  Cases 

A Negro  physician,  Dr.  W.  S.  Gandy,  37,  of 
Nicholtown  Road,  was  charged  with  violation  of  a 
state  law  forbiding  fraud  and  deceit  in  obtaining  or 
attempting  to  obtain  a narcotic  drug. 

Dr.  Gandy  was  charged  in  each  warrant  with 
issuing  a false  prescription  for  20  ml.  of  Demerol, 
and  obtaining  the  drug  by  presentation  of  the  pre- 
scription to  Carpenter  Bros.  Drug  Store. 


Dr.  Jamison  To  Practice  In  Easley 

Among  the  20  doctors  licensed  by  the  State  Board 
of  Medical  Examiners  to  practice  medicine  and  sur- 
gery in  this  state  was  Dr.  Edgar  L.  Jamison,  gradu- 
ate of  the  University  of  Pittsburgh  in  1933.  He  was  in 
the  practice  of  Ophthalmology  and  Otolarvngology  in 
Oil  City,  Pa.  He  began  practicing  in  Easley  in  Janu- 
ary. 

Medicine  is  TV  Feature  in  Columbia 

“Paging  Freedom,”  the  television  show  prepared 
by  the  Public  Relations  Committee,  was  shown  on 
Station  WNOK,  Columbia  on  February  2. 


Horry  County  Medical  Society  Elects 
Officers 

At  the  annual  meeting  of  the  Horry  County  Medi- 
cal Society  the  following  officers  were  elected  to 
serve  for  1963:  President,  Dr.  J.  D.  Gilland;  vice- 
president,  Dr.  J.  M.  Marshall;  secretary  and  treas- 
urer, Dr.  W.  C.  Watkins. 


Pediatric  Postgraduate  Course 

The  American  Academy  of  Pediatrics  postgraduate 
course  No.  4 will  be  held  at  Duke  University  School 
of  Medicine,  April  4-6,  1963.  The  course  is  entitled 
“Current  Topics  in  Genetic  and  Metabolic  Disease.’ 
Inquiries  should  be  directed  to:  Robert  G.  Frazier, 
M.  D.,  American  Academy  of  Pediatrics,  P.  O.  Box 
1034,  Evanston,  111. 
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Oil  portrait  of  Dr.  Benjamin  0.  Whitten,  un- 
veiled by  his  two  grand  daughters,  Susan  and 
Martha  Brandt. 


Whitten  Village 

The  new  $1  million  hospital  at  Whitten  Village 
was  dedicated  on  January  27,  1963.  This  building 
will  fill  a long  felt  need.  In  addition  to  providing 
modem  facilities  for  acute  medical  and  surgical  care, 
it  will  also  provide  space  for  special  study  and  re- 
search. 

The  dedicatory  services  were  in  charge  of  Mr.  R. 
L.  Plaxico,  chairman  of  the  Board  of  Trustees.  Dr. 
J.  P.  Price  of  Florence,  a former  member  of  the 
Board  of  Trustees  gave  the  address. 

The  highlight  of  the  occasion  was  the  unveiling  ol 
an  oil  portrait  of  Dr.  B.  O.  Whitten,  founder  and 
director  of  the  institution,  by  his  granddaughters, 
Susan  and  Martha  Brandt. 

The  South  Carolina  State  Training  School  for  Re- 
tarded Children  was  established  in  Clinton,  S.  C.  in 
1920.  On  the  opening  day  there  were  4 small  wooden 
buildings  and  a handful  of  inexperienced  workers,  8 
patients  and  Dr.  Whitten.  From  that  beginning  the 
institution  has  grown  to  its  present  $6  million  plant. 
Scattered  over  1400  acres  of  rolling  land  are  46 
buildings,  22  of  which  are  dormitories.  There  are 
now  400  employees  caring  for  2,000  children.  There 
are  several  hundred  children  on  the  waiting  list. 

In  1954  the  name  of  the  institution  was  changed 
by  a special  act  of  the  South  Carolina  Legislature  to 
Whitten  Village  in  honor  of  its  founder.  Whitten 


Village  is  under  the  general  care  of  a Board  of 
Trustees  consisting  of  five  members  who  are  ap- 
pointed by  the  Governor.  Although  he  is  past  the 
usual  age  of  retirement,  Dr.  Whitten  is  still  the 
director.  He  and  the  board  are  searching  for  some- 
one to  take  his  place,  but  until  that  individual  can 
be  found,  Dr.  Whitten  will  continue  on  the  job. 
Everyone  regretted  the  fact  that  a mild  attack  of 
influenza  kept  him  from  being  present  at  the  dedica- 
tion. 


The  new  million-dollar  hospital  dedicated  re- 
cently at  Whitten  Village. 
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Greenville  Postgraduate  Seminar 
April  2,  3,  and  4, 1963 

Guest  Speakers 

Dr.  John  Young 

Professor  of  Urology,  University  of  Maryland 
Dr.  Barrett  Kennedy 

Professor  of  Dermatology  and  Sypliilology 
Louisiana  State  University  Medical  School 
Dr.  Paul  C.  Atkins 
Professor  of  Surgery 

George  Washington  University  Medical  School 
Dr.  Weston  M.  Kelsey 
Professor  of  Pediatrics 
Bowman  Gray  School  of  Medicine 
Dr.  H.  Rawling  Pratt-Thomas 
President,  Medical  College  of  S.  C. 

Dr.  Abe  Mickal 

Professor  of  Obstetrics  and  Gynecology 
L.  S.  U.  Medical  School 
Dr.  Harry  T.  McPherson 
Associate  Professor  of  Medicine 
Duke  University  Medical  School 
Dr.  Harvey  S.  Sadow 

Director,  Department  of  Clinical  Research 
Arlington-Funk  Laboratories 
Dr.  Herbert  O.  Sieker,  Professor  of  Medicine 
Duke  University  Medical  School 
Tuesday,  April  2,  1963 

9:00  Dr.  Harry  T.  McPherson — Hyperparathyroid- 
ism— Stones,  Bones,  and  Serendipity 
10:00  Dr.  John  Young — Urinary  Infections  in  the 
Female 

11:00  Dr.  Harvey  S.  Sadow — Why,  Where  and  How 
of  Hypoglycemic  Therapy  in  Diabetes 
12:00  Dr.  Paul  C.  Atkins — Pectus  Excavation 
12:40  Question  and  Answer  Period — 

Dr.  Harry  T.  McPherson  Dr.  Harvey  S.  Sadow 
Dr.  John  Young  Dr.  Paul  C.  Atkins 

1:10  Luncheon — Dr.  Barrett  Kennedy — 

Phototoxic  Drug  Eruptions  and  Skin  Reactions 
to  Sunlight 

2:30  Dr.  Weston  M.  Kelsey — Obesity  and  Glands 
3:30  Dr.  Abe  Mickal — Breast  Cancer  in  Pregnancy 
4: 10  Question  and  Answer  Period — 

Dr.  Weston  M.  Kelsey,  Dr.  Abe  Mickal 
Dr.  Barrett  Kennedy 

7:00  Ladies  Night — Poinsett  Club — Social  Hour 
8:00  Buffet 


Wednesday,  April  3,  1963 

9:00  Dr.  Abe  Mickal — Our  Experience  on  the 
L.S.U.  Service  Charity  Hospital  with  Cancer 
of  the  Ovary 

10:00  Dr.  Barrett  Kennedy — The  Diagnosis  and 
Treatment  of  Most  Skin  Diseases  Seen  by  the 
Practicing  Physician  and  New  Concepts  in 
Their  Management 

11:00  Dr.  Weston  M.  Kelsey — Juvenile  Rheumatoid 
Disease 

12:00  Dr.  Herbert  Sieker — Spectrum  of  Chronic 
Lung  Disease 

12:40  Question  and  Answer  Period — 

Dr.  Abe  Mickal  Dr.  Weston  M.  Kelsey 

Dr.  Barrett  Kennedy  Dr.  Herbert  Sieker 

1:10  Luncheon — Dr.  John  Young — Urinary  Tract 
Pathology  in  the  Presence  of  a Negative 
Urinalysis 

2:30  Dr.  Paul  C.  Atkins — Diaphragmatic  Hernia 
3:30  Dr.  Harvey  S.  Sadow — Prediabetes  and  the 
Diabetic  State 

4:45  Question  and  Answer  Period — 

Dr.  John  Young,  Dr.  Paul  Atkins 
Dr.  Harvey  S.  Sadow 
7:00  Country  Club — Social  Hour 
8:00  Banquet — Guest  Speaker — Dr.  H.  Rawling 
Pratt-Thomas 

9:00  Dance — Music  by  “Seminar  Serenaders” 
Thursday,  April  4,  1963 

9:00  Dr.  Weston  M.  Kelsey — Hypothyroidism — 
The  Misuse  of  Accessory  Clinical  Data 

10:00  Dr.  Harvey  S.  Sadow — Peripheral  Arterial 

Disease 

11:00  Dr.  John  Young — Diagnosis  and  Surgical 
Treatment  of  Hypertension  from  Unilateral 
Renal  Disease 

12:00  Dr.  Barrett  Kennedy — Skin  Manifestations  of 
Systemic  Disease 

12:40  Question  and  Answer  Period — 

Dr.  Weston  M.  Kelsey  Dr.  John  Young 

Dr.  Harvey  S.  Sadow  Dr.  Barrett  Kennedy 

1:10  Luncheon — Dr.  Pratt-Thomas — Our  Experi- 
ence with  Cancer  of  the  Cervix 
2:30  Dr.  Paul  C.  Atkins — Lung  Cancer 
3:30  Dr.  Abe  Mickal— Geriatric  Gynecology 
4:10  Question  and  Answer  Period — 

Dr.  Pratt-Thomas,  Dr.  Paul  C.  Atkins 
Dr.  Abe  Mickal 


Dr.  Smith  Opens  Clinic  in  Greer 

Dr.  Joseph  O.  Smith  has  opened  a clinic  at  316 
Memorial  Drive,  Greer,  for  the  practice  of  pedi- 
atrics. Dr.  Smith  graduated  from  the  Medical  Col- 
lege of  South  Carolina,  interned  and  served  one  year 
of  residency  at  Jackson  Memorial  Hospital  in  Miami, 
and  served  another  year  of  residency  at  Greenville 
General  Hospital. 


Dr.  Vestal  Moves  to  Anderson 

Dr.  Tom  Vestal,  an  obstetrician-gynecologist,  has 
moved  to  Anderson  where  he  will  be  associated  with 
Dr.  R.  H.  Hand.  Dr.  Vestal  is  a native  of  Rocky 
Mount,  N.  C.  He  did  undergraduate  work  at  the 
University  of  North  Carolina,  attended  Duke  Univer- 
sity Medical  School  and  specialized  at  the  Univer- 
sity of  North  Carolina,  Chapel  Hill. 
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Area  Mental  Health  Center  Set  for 
Greenwood 

Dr.  Charles  M.  Robinson  lias  been  employed  as  a 
resident  psychologist  for  the  Area  Mental  Health 
Center  which  has  been  built  in  Greenwood  and  is 
designed  to  serve  Abbeville,  Edgefield,  Greenwood, 
Laurens  and  McCormick  counties.  The  center  is  being 
financed  bv  matching  state  and  local  funds — one- 
half  from  the  State  Mental  Health  Commission  and 
one-half  from  the  counties. 

Dr.  Robinson  was  born  in  Charlotte,  N.  C.  He 
graduated  from  Davidson  College,  did  a year’s  grad- 
uate study  in  psychology  at  Emory  University,  then 
entered  Vanderbilt  University  Graduate  School  and 
received  his  Doctor  of  Philosophy  degree  in  clinical 
psychology  there  last  year. 

He  was  an  intern  at  Northwestern  University  Med- 
ical School  in  Chicago  1959-60  and  was  employed  at 
Central  State  Hospital  in  Nashville,  Tenn.,  1960-62 
while  completing  his  doctoral  dissertation. 

For  the  last  four  months  Dr.  Robinson  has  been 
psychologist  at  the  Darlington-Florence  Mental 
Health  Center. 

State  Board  of  Health 

The  Executive  Committee  of  the  South  Carolina 
State  Board  of  Health,  in  consultation  with  the 
Agency’s  Hospital  Advisory  Council  Licensing  Com- 
mittee, at  its  last  regular  meeting  adopted  the  follow- 
ing principles  to  improve  care  and  services  in  nursing 
homes  in  this  State: 

(a)  Have  public  health  educators  inform  the  gen- 
eral public  of  services  available  in  nursing 
homes  and  the  costs  for  rendering  such  serv- 
ices. 

( b ) Encourage  hospitals,  communities,  and  nurs- 
ing home  administrators  to  construct  modern, 
fire-resistive  buildings  for  long-term  patients. 

(c)  Encourage  licensed  nursing  homes  to  avail 
themselves  of  the  nurses’  education  program 
offered  by  the  Chronic  Disease  Section,  Divi- 
sion of  Disease  Control,  South  Carolina  State 
Board  of  Health. 

(d)  Encourage  nursing  home  administrators, 
through  the  Licensing  Program,  to  employ 
trained  and  competent  personnel. 

(e)  Encourage  hospitals  to  utilize  educational 
television  programs  to  train  professional  and 
practical  nurses. 

(f)  Encourage  cities  and  counties  which  provide 
scholarships  to  include  nursing  education 
scholarships  to  qualified  high  school  gradu- 
ates. 


Retiring  after  fifty  years  in  medicine.  Dr.  W. 
Atmar  Smith,  past  president  of  the  South  Caro- 
lina Medical  Association,  at  last  has  time  to  in- 
dulge in  his  favorite  sport.  Although  Dr.  Smith 
has  given  up  private  practice,  he  will  act  as  phy- 
sician to  the  employees  of  the  Medical  College 
Hospital. 


Southern  Medical  Association 

The  section  of  Ophthalmology  and  Otolaryngology 
of  the  Southern  Medical  Association  at  its  recent 
Miami,  Florida  meeting  elected  the  following  South 
Carolinian  as  a new  officer: 

Vice-Chairman  in  Ophthalmology 
J.  Howard  Stokes,  M.  D.,  Florence,  S.  C. 

Among  the  members  of  the  Executive  committee 
in  addition  to  the  new  officers  are: 

R.  W.  Hanckel,  M.  D.,  Charleston,  S.  C. 

Jack  Jervey,  M.  D.,  Greenville,  S.  C. 


Dr.  Bundy  Retires 

Dr.  John  L.  Bundy  of  Rock  Hill  has  retired  from 
general  practice  after  40  years  in  medicine.  He  and 
his  wife  plan  to  go  on  an  indefinite  vacation. 


Walhalla  Elects  Dr.  Davis 

Dr.  Edward  N.  Davis  has  been  renamed  county 
physician  by  the  Walhalla  county  commissioners. 


Valuf  of  Advertising 

If  there  were  no  pharmaceutical  advertising,  new 
lifesaving  drugs  would  be  withheld  from  the  critiealK 
ill  patients,  either  because  we  the  physicians  did  not 
know  the  new  drug  existed  or  we  did  not  know  its 
exact  indications  and  how  to  administer  it  safely  and 


effectively.  The  pharmaceutical  industry  is  having  to 
carry  the  Herculean  load  of  protecting  its  livelihood, 
and  providing  the  world  with  these  lifesaving 
remedies.  — Trov  A.  Shafer,  M.  D.,  Chairman,  Board 
of  Trustees,  Texas  Medical  Association  in  Texas 
Slate  Journal  if  Medicine,  Oct.  1962. 
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Civil  Defense 


COMMUNITY  HEALTH  PLANNING 
IN  DISASTER 

The  county  level  of  government  is  the  funda- 
mental unit  in  survival  preparedness.  State  and 
national  ability  to  survive  relates  directly  to  the 
county  in  the  face  of  man-made  or  natural  disasters. 
This  ability  to  deal  with  anv  emergency  is  only  pos- 
sible with  sound,  operational  survival  plans. 

The  health  service  is  an  integral  part  of  a county 
civil  defense  organization.  In  disaster,  the  health 
service  is  the  instrument  through  which  are  applied 
all  available  community  health  resources — manpower, 
supplies  and  facilities.  The  medical  profession  is 
primarily  responsible  for  developing  and  preparing 
health  service  plans.  During  and  following  a dis- 
aster, they  are  the  leaders  in  all  phases  of  health 
operations. 

There  must  be  a single  organization  through  which 
government  will  function  in  disaster.  That  means  a 
civil  defense  organization  providing  control  and  com- 
munication from  the  Federal,  through  the  State,  to 
the  County,  and  return.  The  civil  defense  organiza- 
tion provides  the  population  with  the  services  neces- 
sary for  survival.  A physician  serves  as  director  of 
health  services,  but  like  all  other  services,  the  health 
service  is  under  the  control  of  the  county  head  of 
emergency  government,  the  Civil  Defense  Director. 
All  health  resources  in  the  county  must  be  organized 
into  a single  unit,  under  the  director  of  health  sen- 
ices,  who  represents  the  health  arm  of  the  civil  de- 
fense organization.  Since  the  health  arm  cannot  func- 
tion under  emergency  conditions  without  such  serv- 
ices as  communications,  transportation,  food,  laundry, 
radiological  monitoring,  fuel  and  security  forces  for 
law  and  order,  individuals  and  organizations  not 
usually  accustomed  to  working  together  will  now  do 
so,  both  in  the  preparation  of  written  plans;  and  if  it 
should  ever  occur,  during  or  following  a disaster. 

Should  disaster  strike,  physicians  may  be  required 
to  perform  all  kinds  of  unaccustomed  casualty  care 
and  public  health  functions.  Other  professional  and 
health  technicians  will  be  required  to  perform  life- 
saving services  beyond  and  unlike  their  normal  daily 
experiences.  Hospitals,  in  addition  to  providing 
casualty  care  services,  may  have  to  provide  assistance 
in  the  control  of  communicable  diseases  by  ad- 
ministering mass  immunizations  and  in  sanitation  by 
providing  public  information  on  emergency  sanitation 
measures.  Public  Health  laboratories  may  have  to 
provide  diagnostic  services  for  medical  care  facilities. 
Thus,  medical  care  and  public  health  functions  be- 
come intermixed,  difficult  to  separate,  and  point  to- 
ward an  increased  need  for  versatility  in  the  use  of 
health  resources  and  the  centralized  control  of  these 
resources. 

What  does  a written  Emergency  Health  Service 


Plan  and  organization  accomplish  in  disaster? 

1.  It  provides  the  county  with  the  most  concerted 
and  equitable  use  of  available  manpower,  materiel 
and  facilities. 

2.  It  provides  a central  communications  control 
channel  for  disaster  operations  support. 

3.  It  reassures  citizens  that  they  have  the  capabil- 
ity to  recover  from  conditions  of  disaster  and  that 
they  have  personal  participation  with  the  traditional 
health  leaders. 

What  does  a written  Emergency  Health  Service 
Plan  and  organization  accomplish — during  the  pre- 
disaster period? 

1.  It  establishes  requirements  for  those  activities 
essential  to  safety: 

a.  Assignment  of  specific  tasks  to  both  health  and 
lay  personnel. 

b.  Training  programs  for  staff  members  to  enable 
them  to  broaden  their  qualifications  and  perform- 
ance. 

2.  It  provides  for  the  preparation  of  hospital  dis- 
aster plans  in  the  nuclear  age,  as  well  as  plans  for 
natural  disasters. 

3.  Through  stockpiling,  ( including  procurement  of 
civil  defense  emergency  hospitals),  it  overcomes 
deficiencies  in  essential  health  supplies. 

4.  It  allows  for  active  participation  in  periodic  re- 
hearsals and  exercises.  Hospitals  should  be  urged  to 
participate  regularly  in  these  exercises  and  rehearsals. 

General  health  organization  and  functions  of  a 
County  Emergency  Health  Service: 

The  Director  of  the  Emergency  Health  Service  is 
the  County  Civil  Defense  Director’s  Deputv  for 
Health.  The  county  Health  Officer  should  be  desig- 
nated as  director.  In  the  absence  of  a County  Health 
Officer,  a local  physician  may  be  designated  as 
director.  Under  the  director  are  three  basic  divisions: 
the  Administrative  Division  and  the  two  operating 
divisions — Medical  Care  and  Public  Health,  each 
headed  by  a division  chief. 

The  Administrative  Division  provides  office  serv- 
ices and  record  keeping,  training  and  information 
service  and  liaison  with  the  support  services,  par- 
ticularly communications,  transportation,  and  sup- 
ply. Personnel  experienced  in  hospital  administration 
are  particularly  suited  to  head  this  division. 

Tlie  Medical  Care  Division  is  the  largest  element 
of  the  organization  in  terms  of  manpower,  supplies 
and  facilities.  Within  this  division  are  several  sub- 
units: Hospital  Branch,  Field  Unit  Branch  and  a 
Blood  Collection  Branch. 

The  Chief  of  the  Hospital  Branch  directs  and 
coordinates  the  disaster  operation  of  existing  general 
hospitals,  Civil  Defense  Emergency  Hospitals,  clinics 
and  other  facilities  adapted  for  casualty  care.  Hospital 
Administrators  can  be  very  helpful  in  this  branch. 
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The  Chief  of  the  Field  Unit  Branch  supervises  the 
operation  of  first  aid  stations,  emergency  treatment 
stations,  and  related  first  aid  teams,  as  well  as  out- 
patient-type clinics  that  are  to  be  set  up  in  com- 
munity shelters  or  evacuee  reception  centers. 

A Blood  Collection  Branch  should  be  set  up  in 
those  communities  where  there  is  an  existing  basis  for 
establishing  a blood  collection  center.  This  branch  is 
separate  and  apart  from  blood  collecting  done  by  hos- 
pitals and  included  in  the  hospital  disaster  plan. 

The  Public  Health  Division,  which  is  built  around 
the  existing  health  department,  consists  of  three 
branches:  the  Environmental  Health  Branch,  the 

Communicable  Disease  Branch  and  the  Laboratory 
Branch. 

The  Environmental  Health  Branch  will  perform  a 
modified  version  of  normal  daily  sanitation  activities, 
recognizing  the  fact  that  it  may  be  possible  to  meet 
only  very  minimum  standards  for  waste  disposal,  food 
and  water  purity,  and  vermin  control.  This  branch 
will  also  monitor  food  and  water  for  chemical,  bio- 
logical and  radiological  contaminants  and  supervise 
decontamination.  This  branch  may  also  be  required  to 
identify  and  dispose  of  the  dead. 

The  Communicable  Disease  Branch  will  obtain  com- 
munity reports  on  possible  epidemics,  where  the 
causative  factors  may  be  either  occurring  naturally  or 
are  caused  by  biological  warfare  agents. 

The  Laboratory  Branch  is  based  on  existing  Public 
Health  Laboratories.  If  one  is  not  available,  it  may  be 
created  by  improvising  or  adopting  clinical  or  patho- 
logical laboratories  to  Public  Health  functions.  This 
branch  will  serve  the  Environmental  Health  and 
Communicable  Disease  Branches  by  examining  food 
and  water  samples  for  contaminants,  including  chemi- 
cal and  biological  agents  and  where  they  have  greater 
competence  than  hospital  laboratories,  will  perform 
diagnostic  tests,  especially  where  biological  warfare 
agents  are  suspected. 

The  size  of  the  staff  in  a County  Emergency  Health 
Service  organization  will  naturally  depend  on  the  per- 
sonnel and  resources  available.  All  counties  are  urged 
to  establish  liaison  with  adjacent  counties  and  include 
reciprocal  health  resources  and  capabilities  within  the 
county  plan.  Some  border  counties  can  strengthen 
their  organizations  with  counties  located  in  adjoining 
states.  This  is  particularly  important  when  considering 
the  concept  of  “Hospital  Centers”  which  require  sev- 
eral medical  treatment  facilities  and  large  numbers  of 
professional  medical  and  allied  health  personnel  to 
staff  them. 

The  Medical  Advisory  Council,  consisting  of  county 
health  members,  will  be  of  great  benefit  to  the  direc- 
tor and  his  staff  in  furnishing  counsel  and  guidance 
for  the  whole  County  Emergency  Health  Service  or- 
ganization. 

The  following  steps  outline  one  possible  procedure 
for  planning  and  implementing  a County  Operational 
Emergency  Health  Service  Plan: 

1.  An  initial  step  is  to  gain  the  interest  and  active 


support  of  the  county  health  leadership,  key  members 
in  Health  Departments,  health  professional  and  tech- 
nical organizations,  hospital  management,  health  asso- 
ciations and  allied  health  groups. 

2.  So  that  health  planning  preparations  can  be 
meaningful  within  the  structure  of  the  civil  defense 
organization,  there  must  be  a civil  defense  organiza- 
tion with  a duly  appointed  director.  If  there  is  no 
civil  defense  organization,  county  health  leadership 
can  be  instrumental  in  establishing  one.  Once  an 
active  civil  defense  organization  is  formed,  the  ap- 
pointment of  a Director  of  Health  Service  should  be 
made. 

3.  The  next  step  should  be  the  formation  of  a plan- 
ning committee  comprised  of  representatives  of  the 
various  health  professions  (physicians,  dentists,  nurses, 
pharmacists,  veterinarians,  etc. ) with  the  Director  of 
Emergency  Health  Service  as  Chairman. 

4.  Successive  planning  committee  meetings  should 
consider  a total  survey  and  analysis  of  the  general 
situation,  including  knowledge  of  the  State  and  County 
Operational  Survival  Plans,  the  County’s  strategic  role 
and  the  specific  mission  and  responsibility  assigned  to 
the  Emergency  Health  Service  within  the  total  plan. 
The  committee  should  determine  approximate  needs 
in  health  manpower  material  and  facilities  based  on 
estimates  of  casualty  and  evacuee  loads  that  may  occur 
in  a postattack  period.  A survey  should  then  be  made 
of  existing  health  resources  ( hospitals,  clinics,  nursing 
homes,  etc.),  which  will  determine  deficiencies  that 
may  be  planned  for  in  the  postattack  period.  Extreme 
disaster  conditions  should  be  considered  in  this  sur- 
vey. 

5.  The  planning  committee  should  then  prepare  a 
written  Emergency  Health  Service  Plan  that  will 
care  for  emergency  health  needs  of  the  county  under 
disaster  conditions.  The  plan  should  describe  the 
Emergency  Health  Service  Organization  and  pro- 
vide for  optimum  utilization  of  existing  resources  in 
disaster,  in  execution  of  the  designated  Emergency 
Health  Service  responsibilities.  The  plan  should 
allow  for  and  prescribe  expansion  of  these  resources 
in  the  form  of  training,  stockpiling  and  the  develop- 
ment of  secondary  plans,  such  as  Hospital  Disaster 
Plans.  The  approved  written  plan  should  be  pub- 
lished and  distributed  to  all  professional  and  allied 
health  groups  in  addition  to  civil  defense  organiza- 
tion staff  members. 

6.  The  most  qualified  members  of  the  county 
health  manpower  resources  should  then  be  assigned 
to  key  positions  within  the  Emergency  Health  Serv- 
ice Organization.  All  key  positions  should  have  alter- 
nates designated,  more  than  two  if  available.  And 
each  must  be  fully  informed  of  his  role  and  re- 
sponsibility. 

Persons  interested  in  obtaining  copies  of  the  com- 
plete “Guide”  may  obtain  them  by  writing  to  the 
South  Carolina  Civil  Defense  Agency,  1519  Cervais 
Street,  Columbia,  S.  C.,  Attn:  Health  Mobilization 
Representative. 
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n n o 14  n c e s 


14th  Scientific  Session  and  Annual  Meetir 


GUEST  LECTURERS 


CONGENITAL  AND  RHEUMATIC  HEART  DISEASE 


FRIDAY,  APRIL  19,  1963 
( Benet  Auditorium— S.  C.  State  Hospital 
Bull  Street) 

Sessions  begin  at  1:30  P.  M. 

Gene  H.  Stollerman,  M.  D. 

“ Current  Evaluation  of  the  Diagnosis , 
Treatment  and  Prevention  of  Rheumatic 
Fever.” 

S.  Gilbert  Blount,  Jr.,  M.  D. 

“ Tricuspid  Stenosis,  Rheumatic.” 

Intermission 

George  II.  A.  Clowes,  Jr.,  M.  D. 

“ Surgical  Management  of  Acquired 
Mitral  Valvular  Disease.” 

John  F.  Dammann,  Jr.,  M.  D. 

“Aortic  Valve  Surgery  Postoperative  Care.” 

Panel  Discussion— Question  and  Answer 
Period  (All  Speakers  Participating) 


SATURDAY,  APRIL  20,  1963 
(Benet  Auditorium— S.  C.  State  Hospi: 
Bull  Street) 

Sessions  begin  at  9:15  A.  M. 

S.  Gilbert  Blount,  Jr.,  M.  D. 

“ Bedside  Diagnosis  of  Congenital 
Heart  Disease.” 

John  F.  Dammann,  Jr.,  M.  D. 

“Pulmonary  Hypertension  and  Congenitc 
Heart  Disease.” 

George  H.  A.  Clowes,  Jr.,  M.  D. 

“ The  Factors  Affecting  Recovery  and  th\ 
Results  of  Surgery  for  Congenital 
Heart  Disease.” 

Gene  H.  Stollerman,  M.  D. 

“Principles  of  Prevention  and  Treatment 
of  Bacterial  Endocarditis.” 

Panel  Discussion— Question  and  Answer 

Period  ( All  Speakers  Participating ) 

Paul  Dudley  White,  M.  D.,  Presiding  j 


Dinner  Meeting 
Columbia  Country  Club 
Guest  Speaker 

Paul  Dudley  White,  M.  D. 
Boston,  Massachusetts 


APRIL  19  AND  20,  1963  - COLUMRIA,  SOUTH  CAROLINA 




Deaths 


DR.  DEXTER  M.  EVANS 

Dr.  Dexter  Mobley  Evans  of  Lake  City  died 
February  1 at  his  home  after  an  illness  of  several 
months.  Born  in  Rock  Hill,  April  29,  1901,  Dr.  Evans 
moved  to  Dillon  in  1907  and  was  educated  at  Dillon 
High  School,  the  University  of  South  Carolina  and 
graduated  with  first  honors  from  the  Medical  Col- 
lege of  South  Carolina  in  1925.  He  interned  and  did 
residency  at  McLeod  Infirmary  in  Florence,  moved 
to  Lake  City  in  1927  and  established  his  practice. 

Dr.  Evans  was  very  active  in  church  and  civic 
affairs. 

He  was  a school  trustee  in  Lake  City  for  19  years, 
and  county  health  officer  for  a number  of  years. 

He  was  a member  of  the  Florence  County  Medi- 
cal Society,  South  Carolina  Medical  Association  and 
the  American  Medical  Association. 


DR.  JANE  BRUCE  GUIGNARD 

Dr.  Jane  Bruce  Giugnard,  87,  who  practiced  in 
Columbia  more  than  55  years,  died  after  an  illness  of 
two  months. 

Bom  in  Aiken  County,  she  moved  with  her  family 
to  Columbia  in  1892.  She  received  her  academic 
training  at  College  for  Women,  Columbia,  Peabody 
Institute  at  Nashville,  Tenn.,  and  taught  in  Colum- 
bia city  schools  from  1897  to  1900. 

She  entered  Women’s  Medical  College  in  Phila- 
delphia in  1900,  was  graduated  from  Women’s  Medi- 
cal College  in  Philadelphia,  Pa.,  in  1904  and  began 
the  practice  of  medicine  in  Columbia  in  1905. 

Dr.  Giugnard  rendered  great  unselfish  service  to 
her  community.  She  was  not  only  revered  by  the  pro- 
fession but  was  held  in  highest  esteem  by  all  who 
knew  her. 


DR.  ROBERT  R.  STANLEY 

Dr.  Robert  R.  ( Bob ) Stanley,  44,  of  Greenville 
died  December  17  after  one  year  of  declining  health. 

Born  in  Springfield,  Ohio,  he  received  his  early 
education  in  the  public  schools  of  Dayton,  Va.,  and 
attended  Virginia  Polytechnic  Institute.  He  was  a 
graduate  of  the  University  of  Virginia  and  received 
his  medical  degree  from  the  University  of  Virginia 
Department  of  Medicine  in  the  class  of  1942.  lie  did 
his  internship,  and  part  of  his  residency  at  Grady 
Hospital  in  Atlanta. 

In  September  1943,  he  entered  the  U.  S.  Army  and 
served  in  the  medical  corps,  in  the  African  Middle 
East,  Normandy,  Rhineland  and  Central  Europe  cam- 
paigns. He  was  awarded  the  Purple  Heart,  Bronze 
Star,  and  the  European,  African  and  Middle-East 
Service  Medals.  He  was  discharged  in  December 
1945. 

He  came  to  Greenville  to  begin  his  practice,  and 


served  on  the  staff  of  the  Greenville  General  and  St. 
Francis  Hospitals.  He  was  a staff  consultant  at  the 
Shriners  Hospital  and  the  Easley  Hospital.  In  1956, 
he  did  a senior  residency  in  Memorial  Hospital  in 
Charlotte. 

He  was  a certified  specialist  of  the  College  of 
Internal  Medicine,  and  was  an  associate  member  of 
the  College  of  Physicians,  the  American  Heart  Asso- 
ciation and  the  American  Society  of  Internal  Medi- 
cine. 

Dr.  Stanley  was  a former  chairman  of  the  Depart- 
ment of  Internal  Medicine  of  Greenville  General 
Hospital,  and  a member  of  the  advisory  board  of  the 
Department  of  the  South  Carolina  State  Vocational 
Rehabilitation.  He  also  had  held  offices  in  both 
Greenville  County  and  the  state  medical  societies. 


DR.  WILLIAM  H.  FELDER 

Dr.  W.  H.  Felder  died  at  a hospital  in  Charleston, 
January  8. 

He  was  born  in  Charleston,  was  graduated  from 
A.  and  T.  college  in  Greensboro  and  from  Meharry 
Medical  College  in  Nashville.  He  began  the  practice 
of  medicine  in  McClellanville  in  1933  and  later 
moved  to  Charleston. 

(He  was  a member  of  the  Charleston  County  Medi- 
cal Society,  the  Palmetto  Medical  Association,  the 
American  Medical  Association,  and  the  Omega  Psi 
Phi  fraternity. 


DR.  R.  V.  M.  ROBERTS 

Dr.  Robert  Victor  Marion  Roberts,  74,  former 
mayor  of  Blacksburg,  died  January  1 in  the  Veterans 
Hospital  at  Columbia  after  several  years  of  declining 
health  and  an  illness  of  one  week. 

A native  of  Charlotte,  N.  C.,  he  lived  in  Blacks- 
burg practically  all  of  his  life.  He  was  a retired  phy- 
sician, having  practiced  medicine  48  years. 

Dr.  Roberts  served  as  mayor  of  Blacksburg  six 
years  and  four  years  as  alderman.  A medical  officer 
during  World  War  1,  lie  organized  Blacksburg’s 
American  Legion  post  and  auxiliary  in  1939  and 
served  as  Legion  commander  four  years. 

A graduate  in  medicine  and  pharmacy  of  the 
Medical  College  of  South  Carolina,  he  later  headed 
the  Alabama  State  Board  of  Health  for  a number  of 
years.  He  was  a member  of  the  South  Carolina  Medi- 
cal Association  for  50  years,  a charter  member  and 
one  of  the  founders  of  the  Cherokee  County  Medical 
Society. 


DR.  H.  J.  SCHREIBER 

Dr.  Henry  J.  Schreiber,  82,  died  December  31  at 
the  home  of  his  son,  Dr.  Herbert  Schreiber  near 
Camden. 
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He  was  born  in  Monduk,  Hungary,  and  moved  to 
Camden  nine  years  ago  to  practice  medicine  with 
his  son  and  saw  patients  until  two  years  ago.  He  had 
practiced  medicine  for  56  years. 

He  graduated  from  the  Long  Island  College  Hos- 
pital in  New  York  in  1904. 


DR.  MALCOLM  MOSTELLER 

Dr.  Malcolm  Mosteller,  61,  radiologist,  died  at  the 
Columbia  Hospital  January  9. 

Born  in  Lverly,  Ga.,  Dr.  Mosteller  moved  to  Col- 
umbia in  1929.  He  was  a graduate  of  Oglethorpe 


University,  and  the  Medical  College  of  Georgia.  He 
took  special  training  at  Johns  Hopkins.  For  a num- 
ber of  years  he  was  connected  with  the  X-ray  De- 
partment of  the  Columbia  Hospital.  He  later  went 
into  private  practice  as  a radiologist  in  Columbia, 
closing  his  office  recently  because  of  ill  health.  He 
was  consultant  of  the  Veterans  Administration  Hos- 
pital and  the  Veterans  Administration  Regional 
Office. 

Dr.  Mosteller  was  a member  of  the  American  Col- 
lege of  Radiologists,  the  Radiological  Society  of 
North  America,  American  Medical  Association  and 
the  Columbia  Medical  Society. 


More  than  1,078,500  persons  enrolled  in  the  74 
Blue  Shield  Plans  located  in  the  United  States  and 
Canada  during  the  first  nine  months  of  1962,  and 
during  the  same  period  the  Plans  paid  out  approxi- 
mately $706,900,000  for  care  rendered  to  members, 
the  National  Association  of  Blue  Shield  Plans  an- 
nounced. 

The  national  association  said  in  its  report  that 
membership  in  the  74  Blue  Shield  Plans  reached 
50,200,787  as  of  September  30,  1962 — an  enrollment 
of  one  out  of  every  four  Americans  and  nearlv  16 
per  cent  of  the  total  Canadian  population. 

“Of  special  interest  is  the  fact  that  the  $706,900,- 
000  paid  to  the  medical  profession  was  an  all-time 
high  in  payments  for  a nine-month  period,  and  repre- 
sented approximately  90  per  cent  of  the  Blue  Shield 
Plans’  total  income,”  the  national  association  in- 
dicated in  its  report.  At  the  same  time,  the  74  Plans 
expended  less  than  nine  per  cent  of  total  income  for 
administrative  expenses. 


Dear  Senator  Kefauver  . . . 

K.  S.  Williams,  a midwestern  businessman,  re- 
cently sent  a letter  to  U.  S.  Senator  Kefauver,  which 
said  in  part:  “On  October  29,  1961  my  wife  was 
taken  seriously  ill  . . . a gangrenous  blocked  in- 
testine. I don’t  know  whether  the  $82  worth  of  drugs 
she  received  cost  82  cents  or  $8,200  to  produce,  and 
I couldn't  care  less.  The  profits  which  the  drug  com- 
panies made  financed  the  necessary  research  to  de- 
velop drugs  and  equipment  which  saved  mv  wife’s 
life.  I am  getting  very  fed  up  with  the  attitude  you 
and  many  people  in  Washington  are  taking — that 
profits  are  criminal,  sinful,  and  should  be  eliminated. 
The  profit  motive  is  behind  newer,  cheaper,  and  bet- 
ter ways  of  doing  things.  I hope  that  neither  you  nor 
I have  our  life  span  cut  short  by  the  lack  of  a drug 
which  was  not  developed.”  — John  L.  Bach  in  New 
Physician,  October  1962. 


S.  C.  Leads  Nation  in  Traffic  Deaths  For 
Most  of  1962 

South  Carolina’s  highway  death  rate  of  7.4  fatali- 
ties per  100  million  miles  of  travel  placed  the  State 
at  the  top  of  this  category  for  most  of  1962  as  stated 
by  Chief  Highway  Commissioner  Silas  N.  Pearman 
at  the  annual  meeting  of  the  South  Carolina  Highway 
Traffic  Safety  Committee  which  was  held  at  the 
Wade  Hampton  Hotel  on  December  14.  He  pointed 
to  South  Carolina’s  high  traffic  death  rate  as  the 
worst  record  in  the  nation  during  a portion  of  1962, 
but  said  it  was  recently  surpassed  by  New  Mexico. 

Dr.  O.  B.  Mayer,  prominent  Columbia  physician, 
was  elected  chairman  of  the  South  Carolina  Highway 
Traffic  Safety  Committee  for  1963,  succeeding  W.  S. 
Hearth  of  Sumter.  As  his  first  official  act,  Dr.  Mayer 
appointed  a committee  of  six  members  to  appeal  to 
drivers  for  care,  caution,  and  courtesy  on  the  high- 
ways during  the  Christmas  and  holiday  season. 
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The  Preliminary  Report 
To 

The  Charleston  County  Medical  Society 
From 

The  Committee  On  Mental  Health  Legislation 
Of  The  State  of  South  Carolina 

(Continued  from  February) 

“32-923  Order  after  hearing. 

If  upon  completion  of  the  hearing  and  considera- 
tion of  the  record  the  court  finds  that  the  proposed 
patient  is  mentally  ill  and 

( 1 ) Is  in  need  of  custody,  care  or  treatment  in  a 
hospital  and  because  of  his  condition  lacks  sufficient 
insight  or  capacity  to  make  responsible  decisions  with 
respect  to  his  admittance  to  a hospital  or 

( 2 ) Because  of  his  condition  is  likely  to  injure 
himself  or  others,  it  shall  order  his  hospitalization; 
otherwise,  it  shall  dismiss  the  proceedings.  1952  (47) 
2042 

“32-923.1  Time  after  order  admit  to  a State  mental 
health  facility. 

Any  individual,  with  respect  to  whom  such  order 
of  hospitalization  has  been  issued,  shall  not  be  ad- 
mitted to  a State  mental  health  facility  on  the  basis 
thereof  at  any  time  after  the  expiration  of  thirty  days 
following  the  date  oft  he  judicial  order,  unless  the 
judge  of  probate,  issuing  such  order,  extends  this 
date.  1954  (48)  1732 
“32-924  Commitment  to  private  hospital. 

Upon  request  by  the  proposed  patient,  his  relative, 
spouse,  or  guardian  and  agreement  by  the  super- 
intendent of  the  hospital  concerned,  the  court  may 
order  the  hospitalization  of  the  patient  in  a private 
hospital.  Neither  the  State,  any  county  nor  any 
municipality  shall  be  liable  for  any  costs  of  or  charges 
for  sending  a proposed  patient  to  a private  hospital 
or  connected  with  or  arising  out  of  his  being  sent 
there.  1952  (47)  2042 
“32-925  Appointment  of  committee . 

The  court  may  appoint  a committee  for  the  person 
hospitalized  and  may  make  such  further  orders  as 
may  be  necessary  for  the  custody  and  control  of  the 
estate  of  the  person.  1952  (47)  2042 
“32-926  Appeal  to  court  of  common  pleas. 

The  petitioner  or  any  other  interested  person  stand- 
ing within  the  family  relationship  of  the  proposed 
patient  may  appeal  from  the  order  of  the  probate 
court  to  the  court  of  common  pleas  of  the  county  and 
a trial  shall  be  had  de  novo  with  a jury  in  the  same 
manner  as  civil  actions  are  tried.  1952  (47)  2042 
“32-927  Admission  of  person  charged  with  crime  to 
State  Hospital. 

Any  judge  of  the  circuit  court,  county  court  or 
juvenile-domestic  relations  court  may  order  admitted 
to  the  State  Hospital  any  person  charged  with  the 
commission  of  any  criminal  offense  who  shall,  upon 
the  trial  before  him,  be  adjudged  mentally  ill  or  in 
whom  there  is  a question  as  to  the  relation  of  mental 


illness  to  the  alleged  crime,  whether  this  question  is 
raised  by  the  prosecution  or  defense  or  appears  to 
the  judge  from  any  evidence  brought  before  him  or 
upon  his  own  recognition.  1952  (47)  2042;  1954 
(48)  1732 

Effect  of  amendment — 1954  amendment  extended 
authority  to  admit  to  judges  of  county  and  domestic- 
relations  courts. 

“32-928  Subsequent  release  or  continued  custody  of 
such  person. 

At  the  end  of  thirty  days  any  such  person  shall  be 
returned  to  the  court  if  found  mentally  competent  or, 
if  he  is  found  mentally  ill,  then  the  superintendent  of 
the  hospital  shall  certify  such  finding  to  the  court  and 
shall  retain  the  person  as  a patient  subject  to  the 
further  orders  of  the  court.  At  any  time  thereafter 
upon  the  patient’s  recovery  the  court  shall  be  noti- 
fied. 1952  (47)  2042 

“32-929  Notification  of  admission  to  State  hospital. 

Whenever  a patient  has  been  admitted  to  a hos- 
pital pursuant  to  paragraphs  32-912  or  32-915  on  the 
application  of  any  person  other  than  the  patient’s 
legal  guardian,  spouse  or  next  of  kin,  the  superin- 
tendent of  the  hospital  shall  promptly  notify  the  pa- 
tient’s legal  guardian,  spouse  or  next  of  kin,  if  known 
1952  (47)  2042 

“32-930  Discharge  of  certain  State  hospital  patients. 

Any  patient  confined  under  the  provisions  of  para- 
graphs 32-912  and  32-915,  who  requests  to  be  dis- 
charged or  whose  discharge  is  requested  in  writing 
by  the  person  who  made  the  application  for  his  ad- 
mission, by  his  spouse,  adult  next  of  kin,  legal 
guardian  or  friend  shall  be  discharged  within  seven 
days  after  receipt  of  the  request  except  that,  such 
request  may  be  denied  by  the  superintendent  of  the 
State  Hospital  if  the  request  be  made  sooner  than 
thirty  days  after  admission;  and  except  also  that, 
upon  application  to  the  probate  court  supported  by  a 
certification  bv  the  superintendent  of  the  hospital 
that  in  his  opinion  discharge  would  be  unsafe  for  the 
patient  or  for  others,  such  discharge  may  be  post- 
poned for  a period  not  to  exceed  fifteen  days  which 
the  court  may  determine  to  be  necessary  for  the  com- 
mencement of  proceedings  for  a judicial  determina- 
tion pursuant  to  paragraphs  32-918  to  32-926.  1952 

(47)  2042,  1954  (48)  1732 

Effect  of  amendment — 1954  amendment  increased 
parties  requested  discharge  to  include  person  who 
made  application  for  admission  and  friend  and  also 
provided  for  denial  of  request  by  State  Hospital 
Superintendent. 

“32-931  Notice  of  right  to  apply  for  discharge. 

The  superintendent  of  the  hospital  shall  provide 
reasonable  means  and  arrangements  for  informing 
involuntary  patients  of  their  right  to  discharge  as  pro- 
vided in  paragraph  32-930  and  for  assisting  them  in 
making  and  presenting  requests  for  discharge.  1952 
( 47 ) 2042 

“32-931.10  When  patient  statistically  discharged. 

Any  patient  absent  from  the  hospital,  either  on 
conditional  discharge  or  leave  without  permission,  for 
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one  year  or  more,  who  has  not  received  an  absolute 
or  regular  discharge,  shall  be  considered  as  sta- 
tistically discharged,  and  his  name  shall  be  removed 
from  the  current  record  of  patients  to  the  inactive 
list  of  patients,  but  this  shall  not  restore  to  any  such 
patient  any  legal  rights  lost  by  him  or  imply  any 
judgment  by  the  hospital  or  the  Commission  concern- 
ing the  condition  of  the  patient.  1954  (48)  1732 
“32-932  Re-examination  of  order  of  confinement  for 
involuntary  hospitalization. 

Any  patient  confined  pursuant  to  paragraphs  32- 
918  to  32-926  shall  be  entitled  to  a re-examination  of 
the  order  for  his  confinement  on  his  own  petition  or 
that  of  his  legal  guardian,  parent,  spouse,  relative  or 
friend  to  the  probate  court  of  the  county  from  which 
he  was  admitted.  Upon  receipt  of  the  petition,  the 
court  shall  conduct  proceedings  in  accordance  with 
paragraphs  32-918  to  32-926,  except  that  the  pro- 
ceedings shall  not  be  required  to  be  conducted  if 
the  petition  is  filed  sooner  than  six  months  after  the 
issuance  of  the  order  of  confinement  or  sooner  than 
one  year  after  the  filing  of  a previous  petition  under 
this  section.  The  costs  shall  be  borne  by  the  petitioner 
and  no  rehearing  shall  be  had  in  any  case  in  which 
the  costs  have  not  been  paid  for  a previous  hearing. 
1152  (47)  2042. 

Provisions  for  commitment  to  State  Mental  Health 
Facilities  have  recently  been  altered  again,  in  1962, 
by  the  following  amendment,  passed  by  the  State 
Legislature  having  to  do  witli  the  arrest,  detention 
and  examination  of  persons  believed  to  be  mentally 
ill  who  will  not,  or  cannot,  be  examined  by  a 
designated  examiner: 

An  Act  to  Amend  Section  4 Of  Article  11  of  Act  No. 
836  Of  The  Acts  Of  1952.  Revising  Laws  Relating  To 
The  Hospitalization,  Detention,  Guardianship,  Care 
And  Treatment  Or  Training  Of  Mentally  111  And  Of 
Mentally  Deficient  Persons,  So  As  To  Provide  For 
Seizure  By  A Police  Officer  Of  Persons  Believed  To 
Be  Insane  Who  Cannot  Be  Located  For  Examination 
By  Designated  Examiners. 

Be  it  enacted  by  the  General  Assembly  of  the  State 
of  South  Carolina: 

SECTION  1.  Section  4 of  Article  II  of  Act  No.  836 
of  the  Acts  of  1952  is  amended  by  adding  the  follow- 
ing new  subsection  at  the  end  thereof: 

“(c)  If  a person  believed  to  be  mentally  ill  cannot 
be  examined  by  the  two  designated  examiners  by 
reason  of  the  fact  that  his  whereabouts  are  unknown 
or  for  any  other  reason,  any  interested  party,  other 
than  one  of  the  designated  examiners,  may  execute 
an  affidavit  stating  that  he  believes  the  person  to  be 
mentally  ill  and  the  ground  for  such  belief,  and 
stating  that  the  usua1  procedure  for  examination  can- 
not be  followed  and  the  reason  therefor.  Upon  pre- 
sentation of  such  an  affidavit,  the  judge  of  probate 
for  the  county  in  which  the  person  is  resident  or 
present  may  require  any  police  officer  to  take  the 
person  into  custody  for  not  exceeding  twenty-four 
hours  during  which  detention  he  shall  be  examined 


by  the  two  court  designated  examiners.  Provided  the 
person  arrested  shall  have  the  right  to  demand  repre- 
sentation by  any  attorney  or  bail  or  an  immediate  ex- 
amination by  designated  examiners,  and  if  same  be 
not  granted  the  person  arrested  shall  be  released.” 

In  that  section  of  the  law  dealing  with  transfer  for 
confinement  in  institutions  of  federal  agencies  for 
which  the  patient  may  be  eligible  for  care  and  treat- 
ment, the  committee  points  out  that,  as  the  law  is 
now  written,  such  transfer  for  confinement  may  be 
effected  by  the  South  Carolina  Mental  Health  Com- 
mission without  the  consent  of,  but  simply  upon 
notification  of,  the  court  ordering  confinement  to  the 
state  mental  health  facility  and  the  legal  guardian, 
spouse,  parents,  relative  or  friend  of  the  patient.  The 
committee  suggests  that  the  law  should  require  the 
Commission  to  obtain  the  written  consent  for  such 
transfer  from  the  court  and  from  next  of  kin  or  legal 
guardian  after,  and  not  before,  it  has  been  deter- 
mined that  such  transfer  may  be  effected. 

The  committee  also  points  out  that  under  that  por- 
tion of  the  Mental  Health  Code  entitled  “provisions 
Affecting  All  State  Mental  Health  Facilities”  that 
ample  provision  is  made  for  transfer  to  South  Caro- 
lina Mental  Health  Facilities  of  South  Carolina  resi- 
dents confined  in  mental  institutions  in  other  states 
and  that  ample  provision  is  made  for  transfer  of 
non-resident  patients  confined  in  facilities  in  this 
state  to  similar  agencies  in  states  of  which  the  patient 
is  a legal  resident.  These  facts  are  of  special  sig- 
nificance in  regard  to  the  “Interstate  Mental  Health 
Compact”  which  will  be  discussed  below. 

INTERSTATE  MENTAL  HEALTH 
COMPACT 

The  Interstate  Mental  Health  Compact  (An  Act  to 
Provide  For  An  Interstate  Compact  on  Mental  Health 
and  For  The  Administration  Thereof)  became  law  in 
South  Carolina  in  1959  and  has  been  passed  by  the 
legislatures  of  other  states. 

The  compact,  in  general,  provides  that  a person 
needing  hospitalization  because  of  mental  illness  or 
mental  deficiency  will  receive  care  and  treatment 
regardless  of  his  legal  residence  and  may  be  trans- 
ferred to  a hospital  in  another  state  solely  on  the 
basis  of  clinical  considerations.  It  also  permits  co- 
operative interstate  arrangements  for  after-care  of 
convalescing  patients  and  for  the  development  of 
joint  facilities. 

The  act  consists  of  five  sections.  The  first  section 
is  subdivided  into  fourteen  articles.  The  sections  and 
articles  will  be  reviewed  briefly  with  additional  com- 
ment added  by  the  committee. 

SECTION  I 

Article  1 of  this  act  outlines  the  reasons  and  purposes 
of  the  act. 

Article  II  defines  certain  terms  used  throughout  the 
act.  For  instance,  the  word  “state”  is  defined  to  be 
any  state,  territory  or  possession  of  the  United  States, 
the  District  of  Columbia  and  the  Commonwealth  of 
Puerto  Rico. 
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Article  111  provides  for  the  institutional  care  of  a 
mentally  ill  person  physically  present  in  any  party 
state  regardless  of  his  legal  residence.  It  also  provides 
for  the  transfer  of  any  patient  to  an  institution  in 
another  state  “whenever  there  are  factors  based  on 
clinical  determinations  indicating  that  the  care  and 
treatment  of  said  patient  would  be  facilitated  or  im- 
proved thereby.”  — “for  the  entire  period  of  care 
and  treatment  or  for  any  portion  or  portions  thereof. 
Further  transfer  of  the  patient  as  deemed  likely  to 
be  in  the  best  interest  of  the  patient  is  also  provided 
for. 

Comment:  Nowhere  in  this  article  is  there  re- 
quired the  permission  of  the  family  or  guardian  of 
the  patient  to  be  transferred.  Tire  committee  believes 
such  written  permission  from  the  family  or  guardian 
of  the  proposed  transferee  should  be  mandatory. 
Article  TV  provides  for  the  after-care  or  supervision 
of  patients  in  compact  states  regardless  of  the  legal 
residence  of  such  patients  whenever  it  is  deemed  in 
the  patient’s  best  interest  that  such  after-care  or 
supervision  be  administered  in  a receiving  state  or 
another  state. 

Comment:  Again  no  provision  is  made  for  obtain- 
ing the  permission  of  the  patient’s  guardian  or  family 
for  such  after-care  or  supervision  in  a state  other 
than  that  of  which  he  is  a legal  resident  and  again 
the  committee  believes  such  written  permit  must  be 
obtained. 

Articles  V and  VI  provide  for  the  apprehension  of 
dangerous  patients  who  may  escape  and  for  the 
transportation  of  any  patient  through  party  states  by 
duly  accredited  officers  without  interference. 

Article  VII  provides  that  no  patient  shall  be  a pa- 
tient of  more  than  one  institution  at  a time  and  that 
upon  transfer  he  becomes  a patient  of  the  institution 
in  the  receiving  state. 

Comment:  The  committee  assumes  that  the  patient 
also  becomes  subject  to  the  laws  of  the  receiving 
state  and  to  the  rules  of  the  receiving  institution  and 
of  the  compact  administrator  of  the  receiving  state. 
Article  VIII  declares  that  nothing  in  the  compact 
shall  be  construed  to  abridge,  diminish,  or  in  any 
way  impair  the  rights,  duties,  and  responsibilities  of 
any  patient’s  guardian  on  his  own  behalf  or  in  respect 
of  any  patient  whom  he  may  serve,  except  that  where 
transfer  of  a patient  to  another  jurisdiction  makes 
advisable  the  appointment  of  a supplemental  or  sub- 
stitute guardian,  or  the  retention  of  the  original 
guardian,  if  advisable. 

Comment:  The  committee  believes  to  fully  under- 
stand this  section  it  would  need  the  advice  and  con- 
sultation of  a lawyer  in  view  of  all  of  the  other  pro- 
visions of  the  act  and,  especially,  Section  10  of  “An 
Act  To  Provide  For  The  Establishment  Of  Com- 
munity Mental  Health  Programs”  of  March  1961. 
Article  IX  declares  that  the  compact  does  not  apply 
to  persons  institutionalized  because  of  criminal  action 
and  it  instructs  party  states  not  to  detain  patients  in 
prisons,  jails  or  lockups. 


Article  X provides  for  appointment  of  a “compact 
administrator”  in  each  party  state. 

Article  XI  permits  any  two  or  more  party  states  to 
enter  into  supplementary  agreements  for  the  pro- 
vision of  any  service  or  facility  or  for  the  mainten- 
ance of  any  institution  on  a joint  or  cooperative  basis 
whenever  the  states  concerned  shall  find  such  agree- 
ments will  improve  services,  facilities  or  institutional 
care  and  treatment  in  the  fields  of  mental  illness  and 
mental  deficiency. 

Comment:  The  committee  assumes  that  this  per- 
mits several  states  to  combine  their  resources  to 
establish  larger  regional  institutions  possibly  for  the 
specialty  care  of  certain  types  of  patients. 

Articles  XII  and  XIII  provide  that  the  compact  is  in 
full  force  when  it  is  enacted  into  law  by  any  state 
and  that  a party  state  may  withdraw  from  the  com- 
pact by  repealing  it,  such  withdrawal  effective  with- 
in one  year  after  other  party  states  are  notified. 
Article  XIV  is  curious  in  that  it  appears  to  protect 
the  compact  and  its  various  parts  from  the  possible 
charge  that  it  is  unconstitutional;  either  contrary  to 
the  constitution  of  any  party  state  or  to  the  con- 
stitution of  the  United  States.. 

Comment:  The  committee  is  not  qualified  to  judge 
the  constitutionality  of  state  laws,  but  it  points  out 
that  interstate  compacts  without  the  consent  of  the 
Congress  of  the  United  States  of  America  are  pro- 
hibited by  the  Constitution  of  the  United  States  in 
Section  10,  Article  I.  Nor  is  the  committee  com- 
petent to  judge  whether  any  individual’s  constitu- 
tional rights  are  abridged  by  this  interstate  compact 
for  mental  health,  but  it  seems  imperative  that  judg- 
ment on  these  points  be  sought  through  competent 
legal  advice. 

SECTIONS  2,  3,  and  4 name  the  State  Director  of 
Mental  Health  of  South  Carolina  as  the  compact  ad- 
ministrator and  outline  some  of  his  duties  and  powers. 
SECTION  5 reads  as  follows:  “The  compact  ad- 
ministrator shall  consult  with  the  immediate  family 
of  any  proposed  transferee  and,  in  the  case  of  a pro- 
posed transferee  from  an  institution  in  this  state  to 
an  institution  in  another  party  state,  shall  take  no 
final  action  without  approval  of  the  probate  court 
having  jurisdiction  of  such  transferee.” 

Comment:  The  committee  questions  whether  the 
word  “consult”  does  imply  that  permission  for  the 
transfer  of  a patient  has  been  given  by  his  next  of 
kin,  and  believes  that  the  following  should  be  added 
to  Section  5:  “No  patient,  who  is  a legal  resident  of 
South  Carolina,  shall  be  transferred  from  an  institu- 
tion in  this  state  or  in  any  other  state  to  an  institu- 
tion in  another  party  state  without  the  written  per- 
mission of  the  immediate  family,  or  other  guardian 
of  the  proposed  transferee,  such  permission  to  be 
obtained  at  the  time  of  each  transfer  and  before  such 
transfer  is  effected.” 

The  committee  must  point  out  that  in  this  Inter- 
state Compact  no  provision  is  made  for  (he  return  of 
any  transferred  patient  to  the  state  of  his  legal  resi- 
dence for  institutional  or  after-care  upon  petition  by 
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the  patient  or  his  family  or  guardian.  The  committee 
feels  that  provision  must  be  made  for  the  prompt 
return  of  a transferred  patient  to  the  state  of  his 
legal  residence  for  institutional  or  after-care  upen  the 
request  of  the  patient,  if  he  is  judged  mentally  com- 
petent, or  his  family  or  guardian,  regardless  of 
whether  or  not  such  return  is  deemed  bv  the  compact 
administrator  of  any  party  state  to  be  in  the  best  inter- 
ests of  the  patient,  the  family  or  the  community. 

At  this  point,  the  committee  would  like  to  point 
out  that  this  interstate  compact,  which  provides  for 
the  easy  transfer  of  patients  from  one  state  or  terri- 
tory of  the  United  States  to  another  and  provides  for 
joint  state  services  and  institutions,  when  combined 
with  the  standardization  of  the  Mental  Health  Codes 
in  the  various  states,  although  it  greatly  facilitates 
federal  support,  it  also  implies  eventual  federal  con- 
trol of  the  Mental  Health  program  of  every  state.  That 
such  support  and  control  is  to  be  sponsored  in  the 
near  future  is  clearly  outlined  in  the  report  of  the 
Joint  Commission  on  Mental  Illness  and  Health  en- 
titled Action  For  Mental  Health. 


The  committee  also  points  out  that  the  need  for 
South  Carolina  to  engage  in  such  a compact  at  all 
is  open  to  question,  in  view  of  the  section  of  the 
Mental  Health  Code  entitled  “Provisions  Affecting 
All  State  Mental  Health  Facilities”  referred  to  earlier 
in  the  present  report.  Proponents  and  supporters  of 
the  Interstate  Mental  Health  Compact  like  to  point 
out  that  the  Compact  simplifies  the  return  of  patients 
to  their  home  states  where  they  become  ill  and  are 
hospitalized  in  distant  states  but  your  committee  be- 
lieves this  to  be  a minor  part  of  the  powers  granted 
by  this  act  to  Compact  Administrators  and  State 
Mental  Health  Commissioners.  The  power  to  trans- 
fer and  re-transfer  patients  to  distant  states  and  terri- 
tories for  detention,  institutional  care  and  outpatient 
treatment  appear  to  imply  possible  encroachment  on 
the  rights  of  patients  and  their  families  or  guardians, 
especially  when  it  is  realized  that  nowhere  in  the  law 
is  there  required  written  permission  from  the  family 
or  guardian  for  such  transfer. 

(TO  BE  CONTINUED) 


MEDICAL  TERMINOLOGY 

Medical  terminology  is  “the  language  in  which  we 
medical  men  try  to  hide  our  mysteries  from  the  laity 
and  sometimes  perhaps  our  ignorance  from  our- 
selves,” according  to  Sir  Henry  II . Dale.  Some  fur- 
ther excoriations  of  language  seem  to  be  used  so 
frequently  now  that  they  are  coming  to  be  accepted. 
As  an  example  of  this  we  may  take  the  expressions 
“basis,”  “tvpe,”  “level,”  and  “wise.”  Instead  of  treat- 
ing someone  as  an  outpatient  we  treat  him  “on  an 
outpatient  basis,”  surely  by  adding  to  the  length  of 
this  statement  we  do  not  add  clarity.  Instead  of 
something  resembling  a balloon  or  being  like  a 
balloon,  it  is  a balloon-type  thing.  Whereas  we  have 
come  to  accept  such  expressions  as  lengthwise,  we 
still  may  be  caught  up  short  by  hearing  that  a pa- 
tient is  in  trouble,  painwise.  Finally,  I suppose,  we 
will  have  to  learn  to  put  up  with  such  grotesqueries 
as  “this  stool  has  a flatus-type  smell,  feceswise”  or  its 
simpler  Anglo-Saxon  equivalent. 

There  are  dozens  of  new  usages  which  must  have 
seemed  awkward  at  first  but  which  have  become  ac- 
cepted into  the  body  of  orthodox  medicalese.  Very 
few  are  dismayed  at  the  growing  ugliness  of  our 
language.  When  one  compares  them  with  readily 
accessible  analogies  in  simple  English  they  still  seem 
awkward.  Rarely  is  the  term  “dosage”  used  when 
dose  would  not  serve  the  purpose  more  accurately. 


Many  nouns  get  converted  into  verbs  by  adding 
-ize.  The  overuse  of  -ize,  and  even  more  of  -ization, 
has  been  compared  to  the  proliferation  of  laboratory 
fittings,  useful  in  their  proper  place,  but  not  to  be 
multiplied  beyond  their  judicious  employment  for 
practical  purposes,  and  distinctly  distracting  in  the 
living  room.  Although  “finalize”  may  still  ruffle  a 
feather,  “hospitalize,”  which  is  especially  uncouth 
to  British  ears,  is  quite  acceptable  to  ours.  The  word 
beddage  is  accepted  in  military  medical  circles,  al- 
though we  do  not  “bedize”  patients  who  are  hos- 
pitalized, and  happily  few  are  bedizened. 

In  recent  years  I have  noted  with  interest  the  al- 
most complete  disappearance  of  the  word  “before.” 
In  medical  circles  it  is  supplanted  by  the  more 
cumbersome  pseudoelegant  “prior  to.”  In  case 
presentations  I have  frequently  heard  the  expression 
“prior  to”  used  from  twenty  to  fifty  times  before  the 
good  old  Anglo-Saxon  word  “before”  was  used.  I 
have  no  idea  what  to  make  of  this  important  observa- 
tion. 

Another  example  of  the  cagey  coyness  which  some- 
times defaces  and  deforms  our  language  is  the  false 
reference  of  inappropriate  scientific  terms,  as  one 
may  see  in  the  statement  that  “I  am  not  unaware  of 
a tannish  grizzloid  ursoid  patch,”  when  one  had 
better  say  “I  see  a bear”  and  take  appropriate  action. 

W.  B.  Bean  in  New  York  J Med  62:3314 
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Book  Reviews 


DIAGNOSIS  AND 
MANAGEMENT  OF 
PAIN  SYNDROME  S. 
Bernard  E.  Finneson.  W. 
B.  Saunders  and  Co. 
Philadelphia  1962.  $8.50. 

This  monograph  by  Dr. 
Finneson  is  based  on  his 
personal  experience  in  man- 
aging “pain  problems,”  with 
descriptions  of  techniques 
and  procedures  that  he  has 
employed  in  the  successful 
management  of  many  patients.  All  the  techniques  are 
not  within  the  realms  of  the  general  surgeon  or  gen- 
eral practitioner  but  are  discussed  to  provide  an  ap- 
preciation of  the  types  of  measures  which  are  avail- 
able. 

The  initial  chapter  is  devoted  to  a rather  complete 
discussion  of  the  physiological  processes  involved  in 
the  perception  of  pain,  including  a review  of  ana- 
tomical structures  and  pathways  involved  in  the 
perception  and  transmission  of  painful  impulses  as 
they  may  originate  in  areas  supplied  by  the  spinal 
and  sympathetic  visceral  pain  pathways.  Included  in 
this  chapter  is  a brief  discussion  of  some  of  the 
effects  of  pain  as  a physiological  stimulus. 

Other  chapters  include  a general  discussion  in  re- 
lationship to  principles  of  treatment,  the  problems  of 
headache,  facial  pain,  neck  and  cervical  brachial  pain 
syndromes,  chest  and  abdominal  pain,  low  back  pain, 
sciatica,  peripheral  vascular  disease,  the  reflex  dys- 
trophies, post-herpetic  neuralgia,  nerve  compression 
syndromes  and  a final  chapter  dealing  with  the  in- 
tractable pain  of  cancer. 

The  subject  matter  covered  is  presented  in  a very 
clear,  concise  manner.  Accompanying  diagrams  to 
illustrate  the  diagnostic  and  therapeutic  measures 
suggested  are  quite  adequate  and  consist  of  an  ex- 
cellent series  of  line  drawings.  The  book  will  be 
valuable  fcr  referral  purposes  and  will  be  a valuable 
addition  to  the  library  of  those  engaged  in  the  gen- 
eral practice  of  medicine,  and  as  a source  of  refer- 
ence for  physicians  who  deal  frequently  with  these 
sort  of  problems,  from  which  one  can  determine  the 
kinds  of  neurosurgical  procedures  which  may  be 
utilized,  however,  as  the  author  points  out,  for  those 
not  familiar  with  and  regularly  engaged  in  perform- 
ing these  procedures,  this  is  not  a field  in  which  ont 
should  be  tempted  “to  try  his  hand,”  although  cer- 
tainly the  description  of  the  procedures  with  the  ac- 
companying drawings  is  clear  cut  enough  to  serve  as 
a guide  for  the  employment  of  many  of  them,  par- 
ticularly those  relating  to  manipulative  and  injection 
methods  of  treatment.  In  addition,  the  diagnostic 
points  are  clearly  described  and  illustrated  in  the 
various  chapters. 


An  excellent  cross  index  of  the  subject  matter  is 
included. 


Vince  Moseley,  M.  D. 


ATLAS  OF  CLINICAL  ENDOCRINOLOGY. 
H.  Lisser,  M.  I),  and  Roberto  F.  Escamilla,  M.  D. 
C.  V.  Mosby  Company.  St.  Louis.  1962.  $23.00. 

The  second  edition  of  Atlas  of  Clinical  Endo- 
crinology by  Lisser  and  Escamilla  is  an  improved 
and  up-to-date  pictorial  presentation  of  the  practical 
aspects  of  clinical  endocrinology.  The  presentation 
includes  a text  which  is  brief,  clear  and  informative. 
The  authors  use  their  extensive  clinical  experience  and 
supplement  it  with  material  from  many  other  sources. 
Because  of  the  long  natural  history  of  endocrine  dis- 
ease, the  rarity  of  some  of  the  problems,  and  the 
unique  appearance  of  many  of  them,  the  pictorial 
presentation  is  very  valuable.  It  would  be  unlikely  for 
most  physicians  to  have  the  opportunity  to  see  many 
of  these  conditions  personally.  This  type  of  presenta- 
tion gives  the  next  best  available  source  of  first-hand 
information  in  a single  collection. 

The  collection  of  syndromes  simulating  endo- 
crincpathies  at  the  end  of  the  text  is  very  interesting. 
It  presents  some  unusual  syndromes  such  as  progeria, 
Marfan’s  syndrome,  Maffucci’s  syndrome  and  others. 
This  section  should  have  special  appeal  to  those  in- 
terested in  a brief  look  at  some  of  the  very  unusual 
clinical  conditions  of  indefinite  classification. 

The  appendix  includes  a series  of  height,  weight, 
and  development  charts.  It  also  includes  a summary 
breakdown  of  normal  laboratory  tests  in  endocrine 
disease  and  a listing  of  some  endocrine  preparations 
for  evervday  practice.  There  are  suggestions  regard- 
ing the  use  of  these  products. 

This  volume  serves  as  a good  initial  reference  to 
study  most  endocrine  problems.  Both  the  common 
and  uncommon  endocrine  diseases  are  presented  in  a 
clear  and  understandable  manner.  This  atlas  should 
be  useful  to  anyone  interested  in  clinical  endocrin- 
ology. 

Ilaskell  Ellison,  M.  D. 


BRAY’S  CLINICAL  LABORATORY  METH- 
ODS. John  D.  Bauer,  M.  I).;  Gelson  Toro,  Ph.  I)., 
Phillip  G.  Aekermann,  Ph.  D.  Sixth  Edition.  C.  V. 
Mosby  Company,  St.  Louis.  1962.  $10.50. 

Usually,  by  the  time  a book  has  reached  the  Sixth 
Edition,  little  that  is  new  can  be  said  in  regard  to  its 
overall  status.  This  book  now  has  changed  consider- 
ably from  its  preceding  editions,  in  which  it  was 
more  a synopsis  of  clinical  laboratory  methods,  to  a 
true  guide  or  method  manual  for  laboratory  pro- 
cedures. It  is  up-dated  and  many  of  its  weaker  points 
are  greatly  strengthened  by  the  new'  authors.  A sec- 
tion on  automation  has  been  included  and  this  is  a 
considerable  forward  step.  This  book  now  assumes 
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the  role  of  assistant  in  the  teaching  of  clinical  path- 
ology to  students  and  interns,  and  also  makes  a great 
advance  as  a procedure  manual  for  schools  of  medical 
technology.  The  bibliography  has  been  revised  very 
satisfactorily. 

W.  Marion  Waters,  M.  D. 


CIBA  FOUNDATION  SYMPOSIUM  ON  PUL- 
MONARY STRUCTURE  AND  FUNCTION. 
Editors  for  the  Ciba  Foundation.  A.  V.  S.  deReuck 
and  Maeve  O’Connor,  403  pages,  Little  Brown  & 
Company,  Boston,  1962.  $11.50. 

This  Volume  is  the  collection  of  papers  presented 
in  1961  in  a closed  symposium  under  the  sponsorship 
of  the  Ciba  Foundation  by  a group  of  the  foremost 
authorities  in  the  fields  of  pulmonary  anatomv, 
physiology  and  medical  chest  disease.  Included  are 
reviews  of  recent  important  investigations  as  well  as 
original  observations  in  the  fields  of  pulmonary 
anatomy  and  physiology,  recent  advances  in  knowl- 
edge of  anatomy  of  the  lung,  control  of  breathing, 
bronchial  gas  flow,  respiratory  mechanics,  ventilation- 
profusional  relations,  and  pulmonary  circulation. 
Much  of  the  material  presented  relates  to  pulmonary 
emphysema,  a widespread,  serious  and  apparently 
increasing  problem.  The  value  of  such  a symposium 
in  which  consolidation  of  thought  in  the  fields  of 
anatomy,  pathology,  physiology  and  clinical  medicine 
can  be  accomplished  in  an  effort  to  solve  such  prob- 
lems becomes  apparent  when  one  studies  the  presenta- 
tions and  edited  discussions  following  each  paper. 
This  symposium  brings  together  much  of  the  recent 
research  work  in  the  fields  of  pulmonary  structure  and 
function  into  a single  volume.  It  is  thus  very  valuable 
as  a reference  summarizing  recent  research  and  as  a 
bibliographical  source  for  further  study. 

Kelly  T.  McKee,  M.  D. 


ELECTROCARDIOGRAPHY  — Fundamentals 
and  Clinical  Application.  Edited  by  Louis  Wolff, 
M.  I).  Third  Edition.  Published  by  W.  B.  Saunders 
Company,  1962.  S8.50. 

This  third  edition  of  a text  first  published  more 
than  a dozen  vears  ago  contains  sufficient  revisions  to 
justify  another  trip  to  the  book  store.  Particularly, 
vectorial  concepts  have  been  woven  into  the  in- 
terpretations although  nearly  all  the  tracings  illus- 
trated are  conventional  scaler  ones.  The  value  of 
vectocardiography  as  a diagnostic  tool  in  everyday 
clinical  work  is  perhaps  open  to  question  but  its  con- 
tributions to  our  understanding  of  the  physiologic 
basis  of  the  recorded  potentials  have  been  consider- 
able— a relationship  not  unlike  that  of  psychoanalysis 
to  psychiatry.  Whether  the  future  teaching  of  electro- 
cardiography will  actually  be  expedited  and  clarified 
by  tlie  vector  approach  remains  to  be  proven. 

Usefulness  of  this  book  for  reference  work  has  in 
the  past  been  seriously  handicapped  by  an  index 


which  was  cumbersome,  inadequate  and  altogether 
frustrating.  The  complete  reorganization  of  the  index 
in  this  third  edition  is  welcome  and,  it  seems  to  me, 
the  most  needed  revision  of  all. 

As  is  customary  in  books  on  this  subject,  the  first 
one-third  or  so  is  devoted  to  consideration  of  electro- 
physiology.  Then  part  2 takes  up  clinical  electro- 
cardiography and  a third  smaller  section  is  given 
over  to  arrhythmias.  The  book  is  not  short  on  illustra- 
tions, many  of  which  are  accompanied  by  clinical 
data  which,  in  general,  provide  perspective  in  the 
interpretations  but  could  be  effectively  abbreviated 
in  many  instances. 

The  average  student  may  find  Wolff’s  book  a bit 
too  detailed  for  his  needs.  However  it  does  comprise 
a valuable  addition  to  the  reference  library  of  any- 
one doing  clinical  electrocardiography. 

Dale  Groom,  M.  D. 


FUNDAMENTAL  SKILLS  IN  SURGERY. 
Thomas  T.  Nealon,  Jr.,  M.  I).  W.  B.  Saunders 
Company,  Philadelphia,  1962.  $8.50. 

The  author  has  effectively  fulfilled  his  purpose  in 
establishing  this  comprehensive  reference  source  of 
practically  all  simple  technical  procedures  employed 
in  the  care  of  surgical  patients.  A surgical  neophyte, 
whether  student,  intern,  or  resident  struggling  in  the 
mire  of  procedural  details  on  the  ward  and  in  the 
operating  room  will  find  this  volume  a comforting  ad- 
visory. 

The  chapters  relating  to  resuscitation  and  manage- 
ment of  trauma  should  be  helpful  in  the  emergency 
room.  Medical  students  and  interns  could  equip  them- 
selves better  to  understand  and  execute  minor  tech- 
nical procedures  when  guided  by  the  lucid  details  of 
this  book.  The  student  nurse  would  find  the  chapters 
on  instruments,  sutures,  and  operating  room  conduct 
of  distinct  value.  The  book  can  be  most  profitably 
employed  by  the  medical  student  being  introduced 
to  surgery. 

Harry  B.  Gregorie,  Jr. 


ULTRAMICRO  METHODS  FOR  CLINICAL 
LABORATORIES,  Second  Edition.  Editors:  Ed- 
win M.  Knight,  Jr.,  M.  D.,  Roderick  P.  McDonald, 
Ph.  I).,  and  Jaan  Ploompuu.  Grune  and  Stratton, 
New  York.  $6.75. 

A collection  of  some  standard,  well-accepted 
methods  in  micro-clinical  chemistry.  It  is  incomplete 
in  this  respect.  The  real  value  of  this  book  resides  in 
a presentation  of  thoughts  and  actions  concerned  with 
introducing  micro-chemistries  into  an  area  of  routine 
analyses.  Emphasis  is  placed  on  the  specialized 
equipment,  reagents  and  personnel  training  required. 
Justly  the  reader  is  forwarned  that  this  is  an  ex- 
pensive, time-consuming  endeavour.  This  is  a fair 
reference  for  the  uninitiated. 

Richard  H.  Gadsden,  Ph.  D. 
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PRO-BANTHINE 


brand  of  propantheline  bromide 


peptic  ulcer 

• gastritis 

• biliary  dyskinesia 

Prompt,  positive  control  of  excess  gastroin- 
testinal acidity  and  motility  has  earned  for 
Pro-BanthIne  the  widest  acceptance  as  the 
standard  anticholinergic  medication. 

Authorities  in  pharmacology  and  therapeu- 
tics recognize  the  beneficial  actions  of  Pro- 
BanthIne.  Clinicians  prescribe  it  more  often 
than  any  other  drug  of  its  class. 

In  patients  with  peptic  ulcer  or  other  con- 
ditions characterized  by  hyperfunction  of  the 
enteric  tract,  Pro-Banthine  relieves  pain, 
suppresses  excessive  secretion  and  motility, 
prolongs  the  neutralizing  property  of  antac- 
ids and  hastens  resolution  of  the  disorder. 

The  books  say  “Pro-BanthIne”  when  anti- 
cholinergic medication  is  indicated. 


• spastic  colon 

• pylorospasm 

• functional  gastrointestinal  disorders 

Pro-BanthIne  is  supplied  in  seven  forms 
and  combinations  for  every  clinical  need. 

Pro-Banthine  Tablets  of  15  mg. 

Pro-Banthine  Ampuls  of  30  mg. 

Pro-Banthine  p.a.®  (Prolonged  Acting)  Tablets  of 
30  mg. 

Pro-Banthine  (Half  Strength)  Tablets  of  7.5  mg. 

Pro-Banthine®  with  Dartae®  Tablets,  contain- 
ing 15  mg.  of  Pro-Banthine  and  5 mg.  of  Dartal 
(brand  of  thiopropazate  dihydrochloride). 

Pro-Banthine  with  Phenobarbital  Tablets,  con- 
taining 15  mg.  of  Pro-Banthine  and  15  mg.  of  pheno- 
barbital. 

Probitaltm  Tablets,  containing  7.5  mg.  of  Pro- 
Banthine  and  15  mg.  of  phenobarbital. 

G.D.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 
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SYNOPSIS  OF  NEUROLOGY.  Francis  M. 
Forster.  C.  V.  Mosby  Co.  St.  Louis.  1962.  $6.75. 

$6.75. 

This  pocket-size  synopsis  was  designed  “to  present 
to  the  medical  students  the  methodologies  used  in 
making  an  evaluation  of  the  most  significant  features 
of  the  disease  entities  in  the  field  of  clinical  neurol- 
ogy.” 

It  is  my  humble  opinion  that  this  presentation  as 
set  forth  above  is  entirely  too  superficial  and  in- 
complete, and  that  this  Synopsis  in  Mosby’s  expanding 
group  of  Synopses  offers  little  or  no  contribution  to 
the  education  of  the  medical  student  in  clinical 
neurology. 

J.  D.  Morgan,  M.  D. 


PSYCHOANALYSIS  OF  BEHAVIOR.  Col- 
lected Papers  Volume  Two:  1956-1961.  Sandor 
Rado,  M.  I).  Grune  & Stratton,  New  York.  1962. 
$6.50. 

The  author  of  this  book  is  well  known  and  ac- 
cepted by  the  majority  of  the  psychiatric  profession, 
lie  has  been  active  in  organizing,  theorizing,  and 
administering  rational  dynamic  psychiatry. 

Volume  II  is  the  continuation  of  Dr.  Rado’s  ideas 
more  specifically  on  “schizotypal  organization”,  “nar- 
cotic bondage”,  “obsessive  behavior”  and  16  other 
thought  provoking  subjects. 

Students  of  psychiatry  and  the  behavioral  sciences 
should  peruse  this  book  in  depth. 

R.  Ramsey  Mellette,  Jr.,  M.  D. 


NOVAK’S  GYNECOLOGIC  AND  OBSTETRIC 
PATHOLOGY,  by  Edmund  R.  Novak,  M.  I).  and 
.1.  Donald  Woodruff,  M.  I).;  Fifth  Edition.  W.  R. 
Saunders  Company,  Philadelphia  and  London, 
1962;  713  pages.  $16.00. 

This  book  represents  a continuation  of  a classic 
work  started  by  the  senior  author’s  father  over  20 
years  ago.  This  edition  shows  approximately  a 10% 
increase  in  the  number  of  pages  and  illustrations  over 
the  fourth  edition  published  in  1958.  The  fifth  edi- 
tion initiates  the  use  of  two-column  pages  with 
sharply  delineated  paragraphs.  This  makes  both  scan- 
ning and  reading  much  easier. 

This  book  retains  most  of  the  format  of  the  fourth 
edition.  However,  a number  of  improvements  have 
been  made.  There  is  an  entirely  new  and  well  writ- 
ten chapter  on  the  pathology  of  abortion  (by  Dr. 
Robert  Nesbitt)  with  emphasis  on  classification  and 
etiologic  factors.  The  chapter  on  gynecologic  and 
obstetric  cytopathology  has  been  enlarged  from  34 
to  98  pages  and  by  itself  accounts  for  the  increase  in 
tlic  size  of  this  edition.  However,  because  of  the  con- 
tinually growing  importance  of  cytopathology,  this 
increase  is  fully  justified.  This  chapter,  written  bv 
Dr.  John  K.  Frost,  is  almost  a book  within  a book. 
All  phases  of  obstetric  and  gynecologic  cytopathology 
are  covered  thoroughly  including  the  detection  of 
anomalous  sex  syndromes  (Turners  and  Klinefelter’s 
Syndromes,  “super  female,”  etc.).  Chapters  7 and  8 


in  the  fourth  edition  have  been  combined  into  a 
single  chapter  entitled  “Histology  of  the  Endo- 
metrium" with  a condensation  of  5 pages.  The  chap- 
ter on  “Carcinoma  of  the  Endometrium”  now  follows 
immediately  after  the  chapter  on  “Hyperplasia  of  the 
Endometrium."  This  is  a much  more  logical  arrange- 
ment than  the  separation  of  these  subjects  by  four 
chapters  as  existed  in  the  previous  editions.  The 
chapters  on  “Sarcoma  of  the  Uterus”  and  “Disease 
of  the  Vulva”  have  been  revised  completely  with  ad- 
dition of  new  material.  Other  new  paragraphs  have 
been  added  including:  incidence  of  cervical  car- 
cinoma, recurrent  cervical  carcinoma,  treatment  and 
prognosis  of  endometrial  carcinoma,  retroperitoneal 
fibrosis,  the  function  of  fallopian  tubes,  placental 
lesions  in  toxemia,  Arias-Stella  reaction,  and  Brenner 
tumors  with  functioning  matrix. 

Although  the  authors  state  in  their  preface  that 
they  have  attempted  to  eliminate  old  references  to 
make  room  for  new,  there  are  still  many  19th  Cen- 
tury references  going  all  the  way  back  to  1836; 

All  in  all,  this  is  an  excellent  book  which  continues 
to  improve  in  its  revisions  despite  the  death  of  the 
original  author.  His  successors  are  to  be  congratu- 
lated on  preserving  the  good  features  of  previous  edi- 
tions without  being  afraid  to  delete  obsolete  or  less 
desirable  material.  This  book  is  a must  for  those  who 
practice  pathology  or  obstetrics  and  gynecology;  and 
it  is  strongly  recommended  for  all  other  interested 
physicians. 

Donald  G.  Kilgore,  Jr.,  M.  D. 


SYNOPSIS  OF  GENITOURINARY  DISEASE, 
by  Austin  Dodson  and  Edward  Hill.  7th  Edition. 
C.  V.  Mosby  Company,  Saint  Louis.  1962.  Pp.  .359. 
Price  $7.75. 

The  authors  have  done  an  excellent  job  of  pre- 
sentation of  the  most  common  diseases  of  the  genito- 
urinary system.  The  rare  diseases  have  been  left  to 
the  more  complete  text  books.  This  book  would  be 
most  useful  to  the  general  practitioner,  pediatrician, 
and  internist  as  a reference  book.  The  descriptions 
and  discussions  are  short  and  to  the  point.  It  is 
purely  what  it  is  titled,  i.e.,  a synopsis  and  not  a text 
for  the  urology  resident  or  urologist.  It  would  not 
be  heresy  for  the  medical  student  to  use  this  book 
for  the  basic  foundation  in  general  urology  and  if  he 
made  a point  to  learn  its  contents  he  would  be  far 
superior  to  many  of  his  comrades  being  graduated 
these  days. 

Calvin  T.  Smith,  M.  D. 


CIBA  FOUNDATION  SYMPOSIUM  ON 
TRANSPLANTATION.  Edited  by  G.  E.  W.  Wol- 
stenholme,  and  Margaret  P.  Cameron.  Little, 
Brown  and  Company.  Boston.  1962.  Price  S12.00. 

Another  of  CIBA’s  excellent  highlevel  symposia, 
this  one  on  the  subject  of  tissue  transplantation.  An 
erudite  discussion. 

J.  I.  W. 
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MALIGNANT  GROWTHS  OF  THE  FEMALE 
REPRODUCTIVE  SYSTEM 

A STATISTICAL  REPORT 

LAWRENCE  L.  HESTER,  JR.,  M.  I)., 
KENNETH  J.  PARHAM,  M.  I)., 
ERNEST  H.  BROWN,  JR.,  M.  D. 


From  the  Department  of  Obstetrics  and  Gynecology 
Medical  College  of  South  Carolina 
Charleston,  South  Carolina 


This  is  the  first  in  a series  of  papers  con- 
cerning malignant  growths  of  the  re- 
productive system.  This  series  is  com- 
posed of  patients  seen  in  the  Cancer  Clinic  of 
the  Medical  College  of  South  Carolina  from 
July  1,  1948,  to  July  1,  1961,  and  private  pa- 
tients treated  in  the  Medical  College  Hospital 
from  September  1,  1955,  to  July  1,  1961.  Each 
private  and  indigent  patient  treated  within 
the  time  limits  specified  has  had  a question- 
naire filled  out  regarding  treatment,  com- 
plications, and  results.  This  information  has 
been  tabulated  by  IBM  method.  There  has 
been,  perhaps,  an  occasional  clerical  error  but 
we  trust  that  this  is  minimal  and  has  been 
partially  corrected  by  the  large  number  of 
patients  in  the  series. 

The  total  number  of  patients  on  whom  a 
diagnosis  of  a primary  malignant  disease  of 
the  reproductive  system  was  made  is  1,254. 
Table  I shows  the  frequency  with  which  each 
organ  of  the  reproductive  system  was  in- 
volved primarily. 

The  vast  majority  of  the  patients  treated 
had  cancer  of  the  cervix,  the  number  being 


TABLE  I THE  TOTAL  NUMBER  AND  PERCENTAGE  OF  CASES 
ACCORDING  TO  DISTRIBUTION 


NUMBER 

PERCENTAGE 

CERVIX 

104  1 

83.0 

UTERUS 

88 

7.0 

OVARY 

70 

5.6 

VULVA 

38 

3.0 

VAGINA 

15 

1.2 

FALLOPIAN  TUBE 

2 

0.2 

TOTAL 

1254 

100.0 

1,041.  This  constituted  83%  of  the  patients 
with  malignant  disease  of  the  reproductive 
system.  As  shown  in  Table  2,  carcinoma  of 
the  cervical  stump  was  treated  in  56  cases,  or 
5.4%  of  the  malignant  conditions  of  the  cer- 


TABLE  2 MICROSCOPIC  TYPES,  TOTALS,  AND  PERCENTAGES 


OF 

CASES  OF  CERVICAL 

CANCER 

CERVIX 

NUMBER 

CERVICAL  STUMP 

number 

total 

NUMBER 

PERCENTAGE 

EPIOERMOID 

937 

51 

908 

95.0 

ADENOCARCINOMA 

28 

4 

32  | 

adenoacanthoma 

6 

el 

3 6 

SARCOMA 

1 

1 

.1 

UNSPECIFIE0 

13 

1 

14 

1.3 

TOTAL 

905 

56 

104  1 

100.0 

MALIGNANT  GROWTHS  IN  WOMEN 


vix.  Table  2 depicts  the  type  of  cervical  can- 
cer treated,  with  cervical  stump  cancer  listed 
separately.  Epidermoid  (squamous)  car- 
cinoma was  treated  in  988  cases  (95%) 
and  adenocarcinoma  and  adenoacanthoma 
grouped  together  totaled  38  cases  to  make  an 
incidence  of  3.6%.  Fourteen  patients,  1.3%, 
did  not  have  the  type  of  cancer  specified,  and 
one  had  a sarcoma. 

Eighty-eight  malignant  conditions  of  the 
uterine  corpus  were  treated  making  a 7% 
incidence  of  all  malignant  growths  of  the  re- 
productive system.  Adenocarcinoma  or  adeno- 
acanthoma accounted  for  67  or  76.1%  of  the 
fundal  disease,  with  sarcoma  and  mixed 
mesodermal  tumors  accounting  for  21.6%. 
Two  patients,  or  2.3%,  were  unclassified.  The 
ratio  of  malignant  disease  of  the  cervix  uteri 
to  the  same  condition  in  the  corpus  of  the 


TABLE  3 TYPES  AND  PERCENTAGES  OF  CANCER 
OF  THE  UTERINE  CORPUS 


TYPE 

NUMBER 

PERCENTAGE 

ADENOCARCINOMA 

62  1 

67 

76. 1 

ADENOACANTHOMA 

5 1 

SARCOMA 

15  1 

19 

21.6 

MIXED  MESODERMAL 

4 1 

UNSPECIFIED 

2 

2 

2.3 

TOTAL 

88 

100.0 

uterus  is  12  to  1,  which  is  much  higher  than 
in  other  series.  However,  this  may  be  ex- 
plained by  the  fact  that  very  few  carcinomas 
of  the  cervix  are  treated  in  the  smaller  hos- 
pitals, but  this  is  not  true  of  adenocarcinoma 
of  the  uterine  fundus. 

Malignant  ovarian  disease  occurred  in  70 
instances,  or  5.6%  of  the  malignant  disease  of 
the  reproductive  system.  Table  4 shows  the 
incidence  of  ovarian  malignant  disease.  It  is 
interesting  to  note  that  four  cases  of  epider- 


TABLE  4 TYPES  AND  PERCENTAGES  OF  CANCER 
OF  THE  OVARY 

TYPE  number 

ADENOCARCINOMA  20 

PSEUDOMUCINOUS  CYSTADENOCARCINOMA  I 0 

SEROUS  CYSTADENOCARCINOMA  9 

GRANULOSA  CELL  CARCINOMA  9 

EPIDERMOID  CARCINOMA  IN  DERMOID  4 

TERATOMA  2 

DYSGERM INOMA  2 

UNSPECIFIED  6 

TOTAL  70 


moid  carcinoma  occurred  in  dermoids,  which 
accounted  for  5.6%  of  all  malignant  ovarian 
disease. 

Malignant  disease  of  the  vulva  occurred  38 
times,  or  3%,  and  this  compares  with  4.3% 
as  was  noted  in  a previous  study  of  epider- 
moid carcinoma  of  the  vulva.1  Twenty-five  of 
the  cases  or  65.8%  were  invasive  and  13  or 
34.2 °/(  were  intra-epithelial  or  non-invasive. 
Thirty-six  of  the  cases  were  epidermoid  ( squa- 
mous) carcinoma,  one  being  adenocarcinoma 
of  the  Bartholin  gland  and  one  a mixed  meso- 
dermal tumor. 

There  were  15  malignant  growths  of  the 
vagina,  constituting  1.2%  of  all  this  form  of 
disease  of  the  reproductive  system.  Eleven  of 
these  were  epidermoid  ( squamous ) carcinoma 
and  four  were  not  specified. 

Adenocarcinoma  of  the  fallopian  tube  was 
diagnosed  in  two  patients  making  an  in- 
cidence of  0.2%  of  all  malignant  disease  of  the 
reproductive  system. 

This  paper  is  given  to  relate  the  overall  in- 
cidence of  malignant  disease  of  the  female 
reproductive  system  as  determined  in  a re- 
view of  Cancer  Clinic  patients  at  the  Medical 
College  of  South  Carolina.  It  is  our  intent  to 
discuss  malignant  disease  of  the  individual 
reproductive  organ  in  separate  papers  which 
will  follow  this  preliminary  report. 


percentage 

40.0 
14.3 
12.9 
12.9 

5.6 

2.9 

2.9 

8.5 

100.0 
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President’s  Page 


I am  grateful  to  you,  the  membership  of  the  South  Carolina  Medical  Association,  for 
allowing  me  to  serve  you  as  president.  I have  enjoyed  watching  the  increase  in  South  Caro- 
lina physicians  who  participate  in  socio-political  activities.  By  far,  the  majority  of  our  mem- 
bership has  assumed  its  responsibilities.  I hope  that  we  will  continue  to  join  other  groups 
who  are  actively  fighting  to  prevent  further  socialization  of  our  country. 

There  are  problems  that  need  our  attention.  Throughout  the  state,  there  is  considerable 
concern  over  the  nursing  situation.  As  doctors,  we  are  interested  in  seeing  the  best  care  for 
the  patient  provided.  It  may  take  a change  in  nursing  education,  in  nursing  service  or  in 
the  use  of  special  consultants  to  provide  for  or  meet  the  needs  of  the  patient.  I am  sure  this 
problem  will  be  solved  to  the  satisfaction  of  all  concerned. 

To  provide  good  medical  care  for  the  state  in  the  future,  we  need  to  expand  our  Medi- 
cal College  to  include  a Dental  School  and  a new  library  building.  These  are  immediate 
needs. 

We  have  an  excellent  program  for  the  South  Carolina  State  Convention.  Let’s  attend  and 
get  the  deserved  results  from  the  tireless  efforts  of  our  Program  Committee.  I hope  to  see  you 
there! 


I would  like  to  thank  the  membership,  the  committees,  the  committee  chairmen,  Council 
and  its  chairman,  state  officers,  officers  of  the  Ladies  Auxiliary,  AMA  delegates,  Editor  of 
The  Journal,  the  Public  Relations  Committee,  and  the  Executive  Staff  for  all  that  each  of 
you  has  done  in  making  this  a good  year  for  medicine  in  South  Carolina. 

James  II.  Gressette,  M.  D. 


April,  1963 
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Write  Right 

The  illegibility  of  physicians’  prescriptions- 
has  been  the  subject  of  much  humorous  com- 
ment and  criticism.  Why  an  educated  person 
cannot  learn  to  communicate  in  writing  is  a 
mystery.  It  might  be  suspected  that  some  phy- 
sicians feel  that  they  must  perpetuate  the 
reputation  of  the  profession  for  producing 
unintelligible  scrawls  which  might  be  in- 
terpreted in  several  ways  or  even  not  in- 
terpreted at  all. 

Teachers  of  medical  students  have  the  com- 
mon experience  of  being  unable  to  decipher 
what  a student  has  scratched  on  a piece  of 
paper.  While  the  fault  has  been  growing  in 
the  student  since  his  earlier  days  in  school,  it 
should  still  be  incumbent  upon  his  medical 
teachers  to  insist  that  he  take  time  and  effort 
to  make  his  communication  understandable. 
Holographic  obscurity  might  be  compared 
with  inability  to  vocalize. 


Minutes  of  Special  Called  Meeting’  of  Council 
South  Carolina  Medical  Association 
Tuesday,  January  22,  1963 

Council  met  in  special  emergency  session  at  the 
Columbia  Hotel,  Columbia,  South  Carolina  on  Janu- 
ary 22,  1963,  at  2:30  P.  M.,  called  by  Dr.  John  M. 
Brewer  to  consider  special  legislation  proposed  for 
doctor’s  registration  plus  changes  in  the  Medical 
Practice  Act. 

The  meeting  was  called  to  order  by  Dr.  Brewer 
and  was  opened  with  prayer  by  Dr.  Norman  Eaddy. 
Those  present  were  as  follows:  Dr.  James  II.  Gres- 
sette,  President;  Dr.  Robert  Wilson,  President-Elect; 
Dr.  Samuel  E.  Miller,  Vice-President;  Mr.  M.  L. 
Meadors,  Executive  Secretary;  Dr.  George  Dean 
Johnson  and  Dr.  Joseph  P.  Cain,  Delegates  to  the 
A.  M.  A.;  and  Dr.  Ben  N.  Miller,  Secretary.  The 
following  Councilors  were  present:  Dr.  Clay  W. 

Evatt,  1st  District;  Dr.  C.  J.  Scurry,  3rd  District;  Dr. 
John  P.  Booker,  4th  District;  Dr.  John  M.  Brewer, 
Chairman,  5th  District;  Dr.  William  L.  Perry,  6th 
District;  Dr.  Norman  O.  Eaddy,  7th  District;  Dr. 
Joseph  D.  Thomas,  8th  District;  Dr.  John  M.  Flem- 
ing, 9th  District. 

Dr.  Brewer  called  on  Mr.  M.  L.  Meadors,  Legal 
Counsel,  to  present  the  background  in  the  proposed 
medical  registration  act  plus  the  additional  proposals 
in  the  bill  providing  for  changes  in  the  Medical  Prac- 


The  American  Hospital  Association  has 
waked  up  to  the  fact  that  time  and  effort 
spent  in  attempting  to  decipher  careless  and 
illegible  writing  by  physicians  amount  to  a 
great  loss  in  terms  of  efficiency  and  actual 
money.  A study  of  the  situation  in  one  hospital 
brought  out  some  interesting  figures.  About 

120.000  orders  are  written  annually  in  this 
hospital.  It  was  estimated  that  if  all  of  these 
were  legible  it  would  take  3200  hours  to  in- 
terpret them  at  a minimum  cost  of  $6,000.  But 
if  they  were  all  very  illegible,  it  would  take 

30.000  hours  and  cost  $54,000  annually. 
Actually  40%  of  all  orders  were  found  to  be 
less  legible  than  the  average.  Obviously  the 
costs  estimated  are  paper  costs,  but  they  spell 
out  a real  defect  in  function. 

Not  only  do  poorly  written  orders  waste  the 
time  of  the  nursing  staff  but  their  ill  effects 
carry  over  into  record  committees,  and  vari- 
ous staff  activities.  The  situation  is  certainly 
open  to  correction. 

tice  Act  of  South  Carolina.  Mr.  Meadors  indicated 
that  he  had  followed  the  directions  of  the  House  of 
Delegates  and  Council.  He  had  put  into  the  hands  of 
the  Medical  Legislative  Committee  of  the  General 
Assembly  of  South  Carolina  the  re-registration  act  as 
proposed  by  the  Aiken  delegation  to  the  House  of 
Delegates  and  adopted  in  the  May,  1962,  House  of 
Delegates  meeting.  (Text  of  action  of  the  House  of 
Delegates  and  details  of  the  act  are  recorded  in  the 
official  Minutes  of  the  House  of  Delegates,  1961  and 
1962). 

Mr.  Meadors  indicated  that  the  Legislative  Medi- 
cal Committee  with  the  help  of  the  Attorney  General 
and  the  Legislative  Council  had  prepared  a bill,  “To 
Provide  For  The  Registration  And  Licensing  Of 
Physicians:  To  amend  sections  53-1368  and  56-1369 
of  the  1962  Code  relating  to  the  revocation  or  sus- 
pension of  such  licenses  and  the  administration  of 
certain  oaths,  so  as  to  further  provide  therefor:  To 
add  sections  56-1368.1  and  56-1369.1  to  the  1962 
Code,  so  as  to  provide  for  the  suspension  of  licenses 
of  mentally  incompetents  and  to  authorize  judicial 
proceedings  for  violations  and  to  repeal  section  56- 
1364  of  the  1962  Code,  relating  to  special  prac- 
titioners.” 

On  review  it  became  obvious  to  the  Legal  Counsel 
that  discrepancies  existed  between  the  Legislative 
Council’s  proposed  bill  and  that  passed  by  the  House 
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of  Delegates.  This  was  enumerated  as  follows: 


Comparison  of  Proposed 
Bill  As  Proposed  By 
Board  of  Medical 
Examiners 
Section  1 

( Extends  date  for  com- 
pliance this  year  to 
March  1,  1963.) 

Section  2 
Section  3 


Section  4 
Section  2 
Section  1 
Section  5 


Section  5 
Omitted 
Section  6 


Bills  and  Existing  Statute 
Bill  As  Approved  By 
House  of  Delegates 

Section  1 


Section  2 
Section  3 

( The  penalty  provided 
in  the  first  sentence  of 
this  section  is  omitted 
in  the  other  bill.) 
Section  4 
Section  5 
Section  6 
Section  7 

( The  last  two  sentences 
of  this  section  are 
omitted  in  the  other 
bill.) 

Section  8 
Section  9 
Section  10 


As  will  appear  from  the  above,  the  provisions  of 
the  bill  as  approved  by  the  House  of  Delegates,  com- 
prise the  first  six  sections  of  that  proposed  by  the 
Board  of  Medical  Examiners.  The  remaining  sections 
of  the  latter  bill  refer  to  subjects  not  dealt  with  in 
the  bill  approved  by  the  House  of  Delegates,  as  fol- 
lows : 

Section  7:  Amends  Section  56-1368  of  the  Code, 
outlining  in  detail  the  procedure  to  be  followed  for 
revocation  or  suspension  of  a license,  and  stating  the 
grounds  therefor.  The  existing  statute  provides  that 
the  action  of  the  Board  shall  be  “subject  on  appeal 
to  revision  by  the  circuit  courts  of  the  State,”  whereas 
the  new  bill  would  provide  that  any  such  decision 
shall  be  “subject  to  review  by  the  circuit  court  for 
errors  of  law  only,  upon  petition  filed  by  the  licensee 
with  the  court.” 

The  existing  statute  also  provides  that  pending  ap- 
peal “the  doctor  under  charges  may  practice  his  pro- 
fession until  the  decision  by  the  tribunal  appealed 
to.”  The  new  bill  would  reverse  this  directly  by  pro- 
viding that  a decision  by  the  Board  “shall  become 
effective  upon  delivery  of  a copy  of  such  decision  to 
the  licensee,”  and  that  a petition  to  the  court  shall 
not  operate  as  a supersedeas  or  stay.  The  balance  of 
the  section  enumerates  eight  grounds  for  revocation 
or  suspension,  several  of  which  are  not  specifically 
included  in  the  present  code  section. 

Section  8:  This  section  would  further  amend  Sec- 
tion 56-1368  by  adding  a new  sub-section  providing 
for  the  automatic  suspension  by  the  Board  of  the 
license  of  any  person  “adjudged  mentally  incompetent 
by  any  court  of  competent  jurisdiction”  until  such 
time  as  “he  is  adjudged  by  a court  of  competent 


John  M.  Brewer,  M.  D., 
Former  Chairman  of  Council 


jurisdiction  or  in  any  other  manner  provided  by  law 
as  being  restored  to  mental  competency.” 

Section  9:  Amends  Section  56-1369  of  the  Code 
by  giving  the  Board  (“or  any  officer  designated  by 
it’  ) specific  authority  to  “subpoena  witnesses,  take 
evidence,  and  require  the  production  of  any  docu- 
ments or  records.”  This,  also,  would  provide  for  the 
issuance  of  a court  order  upon  application  by  the 
Board,  requiring  compliance  with  the  foregoing, 
when  necessary. 

Section  10:  This  section  would  authorize  the  Board 
to  issue  an  order  to  any  person  violating  or  threaten- 
ing to  violate  the  statute  to  “desist  and  refrain  from 
such  conduct;”  and  would  further  authorize  issuance 
of  injunction  by  the  court,  upon  application  by  the 
Board. 

Section  11:  This  section  repeals  Section  56-1364 
of  the  Code  relating  to  the  licensing  of  homeopaths, 
magnetic  healers,  and  other  special  practitioners. 

Mr.  Meadors  documented  his  discussion  by  review- 
ing sections  of  the  Medical  Practice  Act  of  South 
Carolina  plus  other  pertinent  material. 

After  a free  discussion  by  members  of  Council,  a 
motion  was  made  by  Dr.  Joseph  Cain,  seconded  by 
Dr.  George  Dean  Johnson,  as  follows:  Mr.  Meadors 
is  instructed  to  counsel  with  the  Medical  Legislative 
Committee  of  the  General  Assembly  to  insure  the 
passage  of  the  proposal  adopted  by  the  House  of 
Delegates  of  the  South  Carolina  Medical  Association 
in  the  1962  session  regarding  re-registration  of  phy- 
sicians. This  motion  was  put  and  carried  unanimously. 

A second  motion  was  made  by  Dr.  Joseph  Cain, 
seconded  by  Dr.  C.  J.  Scurry,  as  follows:  The  Board 
of  Medical  Examiners  is  requested  to  postpone  con- 
sideration of  amending  and  enlarging  certain  parts 
of  the  Medical  Practice  Act  as  incorporated  in  the 
“Bill  to  provide  for  the  registration  and  licensing  of 
physicians:  To  amend  sections  56-1368,”  etc.  This 
postponement  is  asked  until  such  legislation,  sections 
seven  through  eleven,  can  be  considered  by  the 
House  of  Delegates.  After  due  discussion  this  motion 
was  put  and  carried  unanimously. 

This  concluded  the  business  of  the  emergency 
Council  meeting,  and  adjournment  was  at  4:15  P.  M. 

Respectfully  submitted, 

Ben  N.  Miller,  M.  I). 
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ONE  HUNDRED  AND  FIFTEENTH  ANNUAL  MEETING  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
MYRTLE  BEACH,  MAY  7,  8,  and  9,  1963 
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TUESDAY,  MAY  7 

Meeting  of  Council 

House  of  Delegates  (Ball  Room) 

Meetings  of  Reference  Committees 

WEDNESDAY,  MAY  8 

House  of  Delegates  Resumes  (Ball  Room) 

Scientific  Film  (TV  Room) 

Adjournment  Sine  Die 

Alumni  Luncheon  (Main  Dining  Room) 

Scientific  Session  (Ball  Room) 

Alumni  Association  Entertainment  (Ball  Room) 

THURSDAY,  MAY  9 

Scientific  Session  Resumes 
Luncheon  Recess 
Scientific  Session  Resumes 
Adjournment 

Annual  Banquet  and  Ball  for  Alumni  Association  and  Guests 


HOUSE  OF  DELEGATES 

Dr.  J.  H.  Gressette,  Presiding 

TUESDAY,  MAY  7 

2 :30  P.  M.  Call  to  Order 

Invocation 

Report  of  Credentials  Committee 
Opening  Remarks  by  the  President 
Introduction  of  President-elect 
Announcement  of  Reference  Committees 
Presentation  of  Resolutions  and  Recommendations 

3 :15  P.  M.  Introduction  of  Officers  and  Guests  of  Woman’s  Auxiliary 

Reports  of  Officers 

The  President 
The  Executive  Secretary 
The  Secretary 
The  Treasurer 
The  Editor  of  the  Journal 
The  Chairman  of  Council 
The  Delegates  to  the  A.  M.  A. 

4:30  P.M.  (Special  Order)  The  Annual  Meeting  of  the  Corporation,  The 
South  Carolina  Medical  Care  Plan 
Reports  of  Committees 

(The  reports  of  the  Committees  will  have  been  published  in 
the  Journal  and  will  not  be  read  before  the  House.  Any  sup- 
plementary remarks  by  the  Chairmen  will  be  heard  at  this 
time.) 

Report  of  State  Board  of  Medical  Examiners 

Report  of  Executive  Committee  of  State  Board  of  Health 

Unfinished  Business 

New  Business 

5 : 30  P.  M.  Meetings  of  Reference  Committees 

(All  members  of  the  Association  are  invited  to  appear  before 
the  Committees  considering  matters  in  which  they  are  inter- 
ested. Meeting  places  will  be  posted  and  announced.) 
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WEDNESDAY,  MAY  8 


9 :30  A.  M.  Call  to  Order 

Reports  of  Reference  Committees 
11:30  A.M.  Annual  Elections 

President-Elect  Secretary 

Vice-President  Treasurer 

Delegate  to  the  A.  M.  A. : (2-yr.  term) 

(The  term  of  Dr.  Joseph  P.  Cain,  Jr.  expires  December  31, 
1963.) 

Alternate  Delegate  to  the  A.  M.  A. : (2-yr.  term) 

(The  term  of  Dr.  Frank  C.  Owens  expires  December  31,  1963.) 

Councilors:  (3-yr.  term) 

First  District — (The  term  of  Dr.  Clay  W.  Evatt  expires.) 
(1960) 

Fourth  District — (The  term  of  Dr.  John  P.  Booker  expires.) 
(1960) 

'Seventh  District — (The  term  of  Dr.  Norman  O.  Eaddy  expires.) 
(1960) 

Members  of  Mediation  Committee:  (3-yr.  terms) 

First  District — (The  term  of  Dr.  Henry  C.  Robertson,  Jr.  ex- 
pires.) (1960) 

Fourth  District — (The  term  of  Dr.  J.  Anthony  White  expires.) 
(1960) 

Seventh  District — (The  term  of  Dr.  S.  E.  Miller  expires.) 
<1957) 

Members  of  Executive  Committee  of  State  Board  of  Health : 

(7-yr.  terms) 

The  terms  of  the  following  expire: 

Dr.  W.  R.  Wallace 
Dr.  Frank  C.  Owens 
Dr.  W.  Wyman  King- 
Dr.  Keitt  H.  Smith 
Dr.  Richard  W.  Hanckel 
Dr.  E.  W.  Camp,  Jr. 

Dr.  J.  Howard  Stokes 

Members  of  State  Board  of  Medical  Examiners:  (4-Yr.  terms) 

vSecond  Congressional  District — (The  term  of  Dr.  Kirby  D. 
Shealy  expires.) 

Fifth  Congressional  District — (The  term  of  Dr.  Roderick  Mac- 
donald expires.) 

Member  of  State  Board  of  Nursing:  (5-yr.  term) 

(The  term  of  Dr.  L.  Emmett  Madden  expires.) 

Member  of  Benevolence  Fund  Committee:  (3-yr.  term) 

(The  term  of  Dr.  W.  Atmar  Smith  expires.) 

Members  of  Committee  on  Legislation  and  Public  Relations:  (3- 
yr.  terms)  (Two  members  to  be  nominated  by  Council  and  elected 
by  the  House.) 

'(The  term  of  Dr.  Frank  C.  Owens  expires.) 

(The  term  of  Dr.  Henry  L.  Laffitte  expires.) 

Members  of  Committee  on  Emergency  Medical  Care: 

(To  be  Nominated  by  Council  and  Elected  by  the  House.) 

(The  term  of  Dr.  Charles  R.  May  expires.)  (5-vr.  term) 

(Also,  a member  to  be  elected  to  fill  the  unexpired  term  of  the 
successor  to  Dr.  William  C.  Herbert,  whose  term  expired  in 
1962.)  (4-yr.  term) 

(Also,  a member  to  fill  the  unexpired  term  of  Dr.  R.  E.  Acker- 
man, resigned.)  (3-vr.  term) 

Selection  of  Place  for  the  1964  Annual  Meeting 
Sine  Die  Adjournment 
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SCIENTIFIC  SESSION 


Presiding:  Dr.  James  H.  Gressette,  President 


WEDNESDAY  AFTERNOON,  MAY  8,  1963 


2:30-2:50 

2:50-3:10 


3:10-3:40 


3 :40 


4 :00-4 :20 


4:20-4:50 


4:50-5:10 


Carcinoma  of  the  Esophagus  — Dr.  Harry  B.  Gregorie,  Medical  Col- 
lege of  S.  C. 

Recent  Advances  in  the  Management  of  Common  Allergic  Dis- 
eases — Dr.  Charles  H.  Banov,  Charleston,  S.  C. 

Disturbances  of  Menstruation  with  Particular  Reference  to  Func- 
tional Bleeding  — Dr.  Robert  G.  Greenblatt,  Medical  College  of 
Georgia. 

Break  to  visit  exhibits. 

Management  of  Traumatic  Wounds  — Dr.  Carter  P.  Maguire, 
Charleston,  S.  C. 

Differential  Diagnosis  of  Chest  Pain  — Dr.  Bruce  Logue,  Emory 
University.  (This  presentation  sponsored  by  the  South  Carolina 
Heart  Association). 

Vitallium  Hip  Prosthesis  — Dr.  Austin  T.  Moore,  Columbia,  South 
Carolina. 


THURSDAY,  MAY  9,  1963 

MORNING  SESSION 

Presiding:  Dr.  Samuel  E.  Miller,  Vice-President 
9 :30  MATERNAL-FETAL-NEONATAL  PHARMACOLOGY : 

A NEGLECTED  FIELD 

In  this  discussion  attention  will  be  focused  on  the  administration 
of  drugs  to  the  mother  and  their  effects  upon  the  fetus  and  new- 
born. 

Drs.  William  Laupus,  Perry  Volpitto,  Frederick  Zuspan,  Medical 
College  of  Georgia. 

10 :30  Break  to  visit  exhibits. 

10:45  RECENT  PROGRESS  IN  VASCULAR  DISEASE— A COLLOQUIUM 
Newer  aspects  of  diagnosis  and  treatment  of  obstructive  vascular 
diseases  of  the  extremities  and  kidneys  will  be  discussed.  Venous 
thrombosis  and  chronic  obstruction  will  be  covered  from  the 
point  of  view  of  new  information  on  mechanism  of  thrombosis, 
and  possible  approaches  to  this  problem. 

Drs.  Bleakley  Chandler,  William  Moretz,  Edwin  Wood,  Medical 
College  of  Georgia. 

12:00  Lunch 
AFTERNOON  SESSION 

Presiding:  Dr.  Robert  Wilson,  President-elect 
2:15  'CASE  PROTOCOL  SESSION 

Drs.  Bleakley  Chandler,  William  Laupus,  William  Moretz,  Leland 
D.  Stoddard,  Perry  Volpitto,  Edwin  Wood,  Claude-Starr  Wright, 
Frederick  Zuspan,  Medical  College  of  Georgia. 

3 :45  Break  to  visit  exhibits 

4:00  CLINICAL-PATHOLOGICAL  CASE  DISCUSSION 

Moderator : Dr.  Leland  D.  Stoddard,  Medical  College  of  Georgia. 

Drs.  Bleakley  Chandler,  William  Laupus,  William  Moretz, 
Perry  Volpitto,  Edwin  Wood,  Claude-Starr  Wright,  Fred- 
erick Zuspan.  Medical  College  of  Georgia. 

5:00  Adjournment  of  Scientific  Sessions. 
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THE  SPEAKERS 


HARRY  R.  GREGORIE,  M.  D. 

Dr.  Harry  B.  Gregorie  holds  a B.  S.  degree  from  the  University  of  the  South 
and  his  M.  D.  from  the  Medical  College  of  S.  C.  (1953).  He  took  his  intern- 
ship and  residency  at  the  Roper  and  Medical  College  Hospitals  and  served  as 
Captain  in  the  U.  S.  Air  Force  Medical  Corps,  1955-57.  He  was  certified  by 
the  American  Board  of  Surgery  in  1962  and  holds  membership  in  the  South- 
eastern Surgical  Congress  and  the  Association  of  Military  Surgeons  of  the 
United  States.  Dr.  Gregorie  was  appointed  to  the  Staff  of  the  Medical  College 
of  S.  C.  in  1962  as  Associate  Professor  of  Surgery. 


CHARLES  H.  BANOV,  M.  D. 

Dr.  Banov  graduated  from  Emory  University  and  the  Medical  College  of  South 
Carolina.  Internship  was  at  Milwaukee  County  Hospital,  residency  in  Internal 
Medicine  at  the  Charity  Hospital  of  Louisiana  and  Clinical  Fellowship  in 
Medicine  and  Allergic  Diseases  at  the  Massachusetts  General  Hospital  ( Har- 
vard Medical  School).  Dr.  Banov  served  as  Lt.  Commander  in  the  U.  S.  Naval 
Medical  Corps,  1956-58.  Presently  he  is  Instructor  in  Medicine  at  the  Medical 
College  of  S.  C.,  is  on  the  Active  Staff  of  Roper  Hospital,  St.  Francis  Hospital 
and  the  Medical  College  Hospital.  He  is  a Consultant  in  Allergic  Diseases, 
U.  S.  Naval  Hospital,  Charleston,  S.  C.,  and  a Member  of  the  American 


ROBERT  B.  GREENBLATT,  M.  D. 

Dr.  Greenblatt  holds  the  degree  of  B.  A.,  M.  D.,  and  C.  M.  from  McGill  Uni- 
versity, Montreal,  Canada  and  has  been  associated  with  the  Medical  Col- 
lege of  Georgia  since  1935.  At  one  time  he  served  as  Assistant  Professor  of 
Pathology  and  Gynecology,  but  since  1946  has  held  the  chair  in  Endocrinology. 
Dr.  Greenblatt  is  the  author  of  the  text  “Office  Endocrinology,”  of  a mono- 
graph on  venereal  diseases,  and  of  more  than  200  articles  in  the  medical 
literature.  He  was  recipient  of  the  Crawford  W.  Long  Memorial  Award  in 
1941  for  his  work  on  menorrhagia,  of  the  Cadaver  Award  at  the  Medical  Col- 
lege of  Georgia  for  excellence  in  teaching  in  1954,  and  was  chosen  for  the 
Phi  Lambda  Kappa  Gold  Medal  Award  in  1955  as  the  Jewish  Physician  of 
the  Year  for  contributions  to  medical  science  and  education.  Dr.  Greenblatt  is 
a diplomate  of  the  American  Board  of  Obstetrics  and  Gynecology,  and  associate  editor  of  Geriatrics  and  is  the 
North  American  representative  on  the  Research  Committee  of  the  International  Fertility  Association. 

CARTER  P.  MAGUIRE,  M.  D. 

Dr.  Maguire  received  his  M.  D.  degree  from  the  Medical  College  of  S.  C.  in 
1950.  He  interned  at  the  Roper  Hospital,  was  a resident  in  General  Surgery  at 
the  same  hospital  and  a resident  in  Plastic  Surgery  at  Duke  University.  He 
was  instructor  in  Plastic  Surgery  at  Duke  Medical  School  1955-56  and  is  now 
Associate  in  Plastic  Surgery  at  the  Medical  College  of  S.  C.  Dr.  Maguire  is  a 
diplomate  of  the  American  Board  of  Plastic  Surgery  and  is  author  of  numerous 
scientific  articles  in  the  field  of  plastic  surgery. 


R.  BRUCE  LOGUE,  M.  D. 

Dr.  Logue  received  his  M.  D.  degree  from  Emory  University  Medical  School 
in  1937  and  his  graduate  training  at  the  Royal  Victoria  Hospital  in  Montreal, 
Canada  and  Grady  Memorial  Hospital,  Atlanta,  Georgia.  He  served  as  Lt. 
Colonel  in  the  U.  S.  Army  from  1941-46,  was  Chief  of  the  Cardiovascular 
Section  and  of  the  Medical  Service  of  the  248th  General  Hospital.  Dr.  Logue 
is  a Fellow  of  the  American  College  of  Physicians,  a member  of  the  American 
Board  of  Internal  Medicine,  and  is  Professor  of  Medicine  at  Emorv  Univer- 
sity Medical  School. 

The  guest  lecture  by  Dr.  Logue  is  sponsored  by  the  S.  C.  Heart  Association. 


Academy  of  Allergy. 


April,  1963 


123 


AUSTIN  T.  MOORE,  M.  D. 

Dr.  Moore  received  his  M.  D.  degree  from  the  Medical  College  of  S.  C.  in 
1924,  did  postgraduate  work  in  orthopedic  surgery  at  the  University  of  Penn- 
sylvania, and  received  the  honorary  degree  of  LL.D.  from  the  University  of 
S.  C.  in  1958.  He  interned  at  Baker  Sanatorium,  Roper  Hospital  and  St.  Fran- 
cis Hospital  in  Charleston,  at  the  Columbia  Hospital  in  Columbia,  S.  C.,  and 
completed  residency  in  orthopedic  surgery  at  Widener  Hospital  for  Crippled 
Children  in  Philadelphia,  Pa.  He  is  a Fellow  of  the  American  College  of  Sur- 
geons, American  Academy  of  Orthopedic  Surgery  and  Southeastern  Surgical 
Congress.  His  articles  on  orthopedic  surgery  have  been  widely  published  in 
local,  state  and  national  journals. 

MEMBERS  OF  THE  FACULTY,  MEDICAL  COLLEGE 
OF  GEORGIA 

FREDERICK  P.  ZUSPAN,  M.  D. 

Dr.  Zuspan,  a native  of  Ohio,  received  his  B.  A.  and  M.  D.  degrees  from  Ohio 
State  University.  He  served  his  internship  and  residency  at  Ohio  State  and 
Western  Reserve  Universities.  Since  1960  he  has  been  Professor  and  Chairman 
of  the  Department  of  Ob-Gvn  at  the  Medical  College  of  Georgia.  Memberships 
include  AOA  (Honorary),  American  College  of  Obstetricians  and  Gynecologists 
(Fellow)  and  the  American  Society  of  Clinical  Hypnosis. 


WILLIAM  EDWARD  LAUPUS,  M.  D. 

Dr.  Laupus  holds  B.  S.  and  M.  D.  degrees  from  Yale  University.  Internship  and 
residency  were  served  at  the  New  York  Hospital  - Cornell  University  Medical 
Center  where  he  was  instructor  in  Pediatrics  and  Director  of  the  Institute  in 
Care  of  Premature  Infants  Program.  Since  1958  Dr.  Laupus  has  been  on  the 
faculty  of  the  Medical  College  of  Georgia,  and  has  been  Professor  of  Pediatrics 
there  since  1961. 


CLAUDE-STARR  WRIGHT,  M.  D. 

Dr.  Wright  received  his  B.  S.  degree  from  the  University  of  South  Carolina  and 
his  M.  D.  degree  from  the  Medical  College  of  S.  C.  He  was  first  an  Assistant 
Resident  in  Internal  Medicine  at  Barnes  Hospital,  St.  Louis,  Missouri,  then 
was  appointed  Fellow  in  Research  in  the  Department  of  Medicine,  Ohio  State 
University,  Columbus,  Ohio  (1944-47).  Following  that  Dr.  Wright  rose  from 
Instructor  to  the  rank  of  Associate  Professor  of  Medicine  at  Ohio  State,  leaving 
there  in  1955  to  join  the  faculty  of  the  Medical  College  of  Georgia.  He  is 
Professor  of  Medicine  and  Director  of  Continuation  Education  at  the  Medical 
College  of  Georgia. 


PERRY  P.  VOLPITTO,  M.  D. 

Dr.  Volpitto’s  M.  D.  degree  is  from  Western  Reserve  University  (1933).  He 
interned  and  served  a brief  Fellowship  in  Psychiatry  before  beginning  residency 
in  Anesthesiology,  all  at  the  Wisconsin  General  Hospital  in  Madison.  During 
1936-37  lie  was  resident  in  Anesthesiology  at  Bellevue  in  New  York  City.  Dr. 
Volpitto  was  appointed  Professor  and  Chairman  of  the  Department  of  Anes- 
thesiology at  the  Medical  College  of  Georgia  in  1938. 
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JAMES  EDWIN  WOOD,  III,  M.  D. 

Dr.  Wood  attended  Davidson  College  and  Duke  University  before  going  into 
Medicine  at  the  University  of  Virginia  and  the  Harvard  Medical  School  where 
he  received  his  M.  D.  degree  in  1949.  Except  for  two  years  of  military  service 
at  the  USAF  School  of  Aviation  Medicine,  Dr.  Wood’s  graduate  training  was 
in  the  Massachusetts  Memorial  Hospitals  in  Boston  from  1949-55.  An  instructor 
and  later  an  Associate  in  Medicine  at  Boston  University  School  of  Medicine, 
he  left  New  England  to  become  Associate  Professor  of  Medicine  at  the  Medical 
College  of  Georgia  in  1958.  There  he  is  Director  of  the  Georgia  Heart  Associa- 
tion Laboratory  for  Cardiovascular  Research. 


BLEAKLEY  CHANDLER,  M.  D. 

After  graduation  from  the  Medical  College  of  Georgia  in  1948,  Dr.  Chandler 
took  his  graduate  training  at  Baylor  University  Hospital  in  Texas  and  sub- 
sequently at  the  University  Hospital  in  Augusta,  Georgia.  He  served  in  the 
U.  S.  Army  at  the  Armv  Medical  Research  Laboratory,  Fort  Knox,  and  was 
Chief  of  the  Laboratory  Division  at  Fort  Belvoir.  Dr.  Chandler  is  a Diplomate 
of  the  American  Board  of  Pathology.  Since  1953  he  has  been  on  the  faculty  of 
the  Medical  College  of  Georgia  where  he  has  followed  his  chief  research  inter- 
est, thrombosis  and  atherosclerosis. 


WILLIAM  H.  MORETZ,  M.  D. 

Dr.  Moretz  graduated  from  Lenoir  Rhyne  College  in  1935  and  from  the  Har- 
vard Medical  School  in  1939.  Internship  and  surgical  residency  were  at  the 
Strong  Memorial  Hospital  in  Rochester,  New  York,  followed  by  three  years  of 
military  service  including  an  appointment  as  Chief  of  General  Surgery  of  the 
Halloran  General  Hospital.  In  1947  he  went  to  the  University  of  Utah  College 
of  Medicine  as  Assistant  Professor  of  Surgery,  then  held  the  rank  of  Associate 
Professor  of  Surgery  from  1949  until  1955  when  he  went  to  Augusta  as  Profes- 
sor and  Chairman  of  the  Department  of  Surgery  of  the  Medical  College  of 
Georgia.  Dr.  Moretz  is  also  Consultant  Surgeon  at  Veterans  Administration 
Hospital  in  Augusta  and  at  the  Fort  Jackson  Army  Hospital  in  Columbia,  S.  C. 
Memberships  include  the  American  College  of  Surgeons  (Fellow),  the  Society 
of  University  Surgeons,  the  American  Surgical  Association  and  the  Southern 
Surgical  Association. 


LELAND  DOUGLAS  STODDARD,  M.  D. 

Dr.  Stoddard’s  A.  B.  degree  is  from  DePauw  University  and  the  M.  D.  from 
Johns  Hopkins.  He  was  an  intern  in  Pathology  at  Duke  University  School  of 
Medicine  before  serving  in  the  U.  S.  Army  Medical  Corps  1944-46.  Returning 
to  Duke  in  1947  he  was  successively  resident  in  Pathology,  Instructor  and 
finally  Associate  in  Pathology.  Before  going  to  Georgia  he  spent  three  years  on 
the  faculty  of  the  University  of  Kansas  Medical  School  and  since  1954  has 
been  Professor  of  Pathology  and  Chairman  of  that  Department  at  the  Medical 
College  of  Georgia.  Dr.  Stoddard  is  also  Area  Consultant  in  Pathology  to  the 
Veterans  Administration  and  Consultant  to  the  Armed  Forces  Institute  of 
Pathology. 


April,  196' 
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Governor  Donald  S.  Russell 
Banquet  Speaker 


Donald  Stuart  Russell  was  born  at  Lafayette 
Springs,  Mississippi,  February  22,  1906.  He  is  the 
second  son  of  Lula  R.  and  Jesse  L.  Russell.  Shortly 
after  the  death  of  her  husband  in  1914,  Mrs.  Russell, 
with  her  two  sons,  moved  to  South  Carolina,  her 
former  home.  They  lived  in  Chester  where  Donald 
attended  the  public  schools.  When  he  was  fifteen,  he 
entered  the  University  of  South  Carolina,  from  which 
he  received  the  Bachelor  of  Arts  degree  in  1925  and 
the  Bachelor  of  Law  degree  in  1928,  after  which  he 
began  the  practice  of  law  in  Union  in  partnership 
with  the  late  J.  Gordon  Hughes. 

In  1929  Donald  Russell  was  married  to  Miss  Vir- 
ginia Utsey,  who  had  been  a student  at  the  University 
of  South  Carolina.  During  that  year  he  took  graduate 
work  in  law  at  the  University  of  Michigan. 

In  1930  he  moved  to  Spartanburg  and  joined  the 
law  firm  of  Nicholls,  Wyche  and  Byrnes.  When 
James  F.  Byrnes  was  elected  to  the  United  States 
Senate,  the  firm  became  Nicholls,  Wyche  and  Rus- 
sell. Upon  Mr.  Wyche’s  appointment  as  United  States 
Judge,  the  firm  became  Nicholls  and  Rus- 
sell. In  1937  Mr.  Nicholls  died  and  Mr.  Russell  prac- 
ticed alone  until  January  1942,  just  after  Pearl  Harbor, 
when  he  went  to  Washington  to  serve  in  the  War 


Department.  Shortly  thereafter,  he  became  assistant 
to  the  Director  of  Economic  Stabilization,  and  later 
he  entered  the  Army  as  a Major,  serving  in  the 
Supreme  Headquarters  of  the  Allied  Forces. 

In  January,  1945,  Mr.  Russell  was  appointed 
Deputy  Director  of  the  Office  of  War  Mobilization 
and  Reconversion.  In  July,  1945,  he  was  appointed 
Assistant  Secretary  of  State,  for  administration,  hold- 
ing office  until  January,  1947,  when  he  resumed  the 
practice  of  law. 

In  December,  1951,  Mr.  Russell  was  elected  Presi- 
dent of  the  University  of  South  Carolina  and  served 
in  that  capacity  until  his  resignation  on  November 
30,  1957,  at  which  time  he  returned  to  Spartanburg. 

On  June  12,  1962,  Donald  Russell  won  the 

nomination  for  Governor  in  the  Democratic  Primary 
on  the  first  ballot  from  a field  of  five  candidates — 
and  on  November  6,  1962,  he  was  elected  Governor 
of  South  Carolina  without  opposition. 

The  Russells  have  four  children,  Donald  Stuart, 
Jr.,  Mildred  Pendleton,  Walker  Scott,  and  John 
Richardson. 

Mr.  Russell  is  a member  of  the  Methodist  Church 
and  is  active  in  church  and  civic  activities. 
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MEDICAL  AUXILIARY— A SERVICE  ORGANIZATION 


The  Woman’s  Auxiliary  to  the  American  Medical  Association 
was  organized  in  May  1922  in  St.  Louis.  It  now  has  a membership 
of  82,700  physicians  wives  who  use  their  time  and  talents  to  help 
their  husbands  provide  the  best  medical  care  in  the  world  to  the 
people  in  their  communities.  The  South  Carolina  Medical  Auxiliary 
was  formed  in  April  1923  in  Charleston,  and  has  a membership  of 
927. 


Guided  and  supervised  by  leaders  in  the  medical  profession  who 
know  the  needs  of  medicine,  auxiliary  activities  are  far-reaching 
and  productive.  These  include  working  committees  on  Community 
Service,  Civil  Defense,  Legislation,  Health  Careers,  Mental  Health, 
Rural  Health,  Safety,  and  the  newest  committee  — International 
Health  Activities.  This  last  committee,  realizing  that  medical  care 
is  the  universal  language,  collects  and  ships  bandages,  drugs,  medical 
text  books,  and  used  equipment  and  instruments  to  countries  in 
need.  There  are  1,203  county  auxiliaries  located  in  50  states  and  the 
District  of  Columbia.  All  projects  and  programs  must  be  approved 
by  county  medical  society  advisors. 


This  year  we  celebrate  our  40th  Anniversary  as  the  Auxiliary 
to  the  South  Carolina  Medical  Association.  We  know  that  “Life 

Begins  at  40,”  so  we  hope  all  of  you  will  urge  your  wives  to  join  us  at  Myrtle  Beach  and  Litchfield  Beach 
for  our  Convention  May  8th  and  9th.  The  Convention  Chairmen,  Mrs.  J.  E.  Crosland  and  Mrs.  Mordecai 
Nachman,  are  hard  at  work  on  plans  to  make  this  the  best  meeting  yet! 


The  Executive  Board  will  have  its  meeting  and  luncheon  at  Litchfield  Inn,  Litchfield  Beach,  South 
Carolina  on  Wednesday.  Following  the  luncheon  a tour  is  planned  for  all  members  of  the  Auxiliary.  This 
will  include  beach  homes,  Litchfield  Villas,  and  perhaps  a nearby  Plantation,  concluding  with  a tea  honor- 
ing our  Past  State  Presidents  at  one  of  these  homes  or  else  at  Litchfield  Inn.  Don’t  let  your  wives  miss  this 
opportunity! 

Thursday,  May  9th,  the  House  of  Delegates  will  meet  as  will  the  General  Meeting  followed  by  the 
membership  luncheon.  This  will  be  held  at  either  the  Ocean  Forest  Hotel  or  Pine  Lakes  Inn.  An  informal 
get-together  is  in  the  planning  for  Thursday  afternoon.  Mrs.  Lawrence  A.  Rapee  from  Bethesda,  Maryland, 
the  National  Legislation  Chairman,  will  be  an  honored  guest  of  the  Auxiliary  on  Thursday. 

I would  like  to  take  this  opportunity  to  thank  the  members  of  the  South  Carolina  Medical  Association 
for  their  thoughtful  cooperation  with  the  Auxiliary  during  the  year.  We  appreciate  your  guidance  and  sup- 
port. As  Auxiliary  members  we  will  try  never  to  lose  sight  of  our  obligation  and  privilege  to  be  of  service 
to  the  medieal  profession. 


Mrs.  McMurry  Wilkins,  Jr.,  Pres. 


Apiul,  1963 
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South  Carolina  Mental  Health  Commission 
Columbia  2,  South  Carolina 

December  1,  1962 

Dear  Dr.  Waring: 

In  response  to  our  letter  of  October  12  I wish  to 
present  the  following  for  your  information  and  con- 
sideration. 

(Dr.  Beckman  gives  here  a history  of  development 
of  outpatient  mental  health  services  in  our  State.) 

For  some  years  now  all  of  the  states  have  been  in 
the  process  of  developing  community  mental  health 
services  and  several  states  have  passed  community 
mental  health  services  laws.  In  1961  the  South  Caro- 
lina Legislature  passed  “An  Act  to  Provide  for  the 
Establishment  of  a Community  Mental  Health  Ser- 
vices Program.”  The  Act  was  prepared  after  review- 
ing several  other  states’  acts  — that  is,  New  York, 
California,  Minnesota  and  Wisconsin.  The  Act  pre- 
pared for  presentation  to  the  South  Carolina  Legisla- 
ture was  to  a large  extent  patterned  after  the  Min- 
nesota Act.  A copy  of  this  Act  and  Policy  Statement 
is  being  sent  for  your  information.  It  provides  for  the 
creation  of  community  mental  health  boards,  which 
boards  shall  be  administrative  rather  than  advisory. 
As  I see  it,  this  places  upon  the  community  more  re- 
sponsibility with  reference  to  financing  and  program- 
ming. 

The  South  Carolina  Mental  Health  Commission  be- 
gan tlie  implementation  of  this  Act  July  1,  1962.  The 
first  step  in  the  implementation  of  this  Act  was  to 
convert  advisory  boards  over  to  administrative  boards 
and  I feel  that  this  is  what  you  have  been  noticing 
in  the  papers.  We  now  have  community  mental  health 
boards  for  all  of  the  clinics  except  the  Charleston 
Clinic.  The  Charleston  County  Delegation  postponed 
action  on  this  matter  following  “The  Preliminary  Re- 
port of  the  Committee  on  Mental  Health  Legislation” 
appointed  by  the  President  of  the  Charleston  County 
Medical  Society. 

In  its  preliminary  report  to  the  Charleston  County 
Medical  Society,  this  Committee  takes  exceptions  to 
various  parts  of  the  Community  Mental  Health  Ser- 
vices Act.  Prior  to  this  Committee’s  report,  I had  a 
meeting  with  all  directors  of  the  clinics  to  discuss  the 
Policy  Statement  and  it  was  determined  that  the 
psychiatrist  would  be  the  overall  director  of  the 
clinic.  The  Policy  Statement  is  being  revised  to  this 
effect.  In  the  Policy  Statement,  as  it  was  written,  it 
was  evident  that  someone  in  the  paramedical  pro- 
fessions could  possibly  be  the  program  director.  The 
Policy  Statement  will  be  revised  to  the  effect  that 
programming  will  be  a joint  function  of  board  and 
staff. 

It  is  further  suggested  that  the  board  have  at  least 
two  physicians,  one  of  whom  is  to  be  a psychiatrist. 


It  would  be  very  difficult  to  comply  with  this  be- 
cause you  are  well  aware  of  the  scarcity  of  psy- 
chiatrists and  it  is  going  to  be  difficult  to  find  psy- 
chiatrists to  be  directors  of  community  services  in 
some  areas  of  the  State  and  in  some  areas  the  direc- 
tor will  be  the  only  psychiatrist.  I do  not  feel  that 
an  employee  of  a board  should  serve  as  a member  of 
a board.  In  some  areas,  however,  we  would  be  able 
to  find  a psychiatrist  to  serve  on  the  board.  In  some 
we  would  not  be  able  to  do  so.  I feel  that  a satis- 
factory compromise  can  be  made  here  to  meet  the 
suggestions  of  the  Committee. 

I feel  that  the  objections  on  the  part  of  the 
Charleston  Medical  Society’s  Committee  can  be 
satisfactorily  worked  out  and  I anticipate  a meeting 
with  the  State  Committee  recently  appointed  bv  the 
President  of  the  South  Carolina  Medical  Association. 

With  reference  to  the  Charleston  Society  Com- 
mittee’s comments  on  South  Carolina  Mental  Health 
Laws,  I wish  to  say  that  Governor  Byrnes  appointed 
a committee  in  1951  to  study  the  mental  health  needs 
of  South  Carolina.  This  committee  came  up  with  two 
main  suggestions.  One  was  to  rewrite  the  statutes 
pertaining  to  mental  illness  and  health  in  South 
Carolina  and  the  other  was  an  increased  appropria- 
tion for  permanent  improvements  of  our  State  mental 
health  facilities.  It  was  anticipated  that  it  would  be 
very  difficult  to  get  an  increased  appropriation,  but 
in  reality  more  difficulty  was  experienced  in  the 
passage  of  a revision  of  mental  health  statutes. 

If  one  would  review  the  history  of  our  mental 
health  statutes,  one  would  find  that  prior  to  1952 
the  statutes  were  written  more  or  less  in  terms  of 
penology  using  such  words  as  “insanity”  and  pro- 
viding for  commitment  to,  rather  than  admission  to, 
our  State  Hospital. 

In  rewriting  our  mental  health  laws  in  1952,  the 
committee  appointed  for  this  purpose  had  access  to 
the  Model  Draft  Act,  prepared  by  the  then  Social 
Security  Administration,  as  well  as  access  to  other 
states’  laws.  It  was  the  committee’s  desire  to  take 
mental  illness  out  of  the  realm  of  penology  and  place 
it  in  the  realm  of  medicine  and  every  effort  was  made 
to  try  to  protect  the  prospective  patient.  With  refer- 
ence to  a person  entering  the  State  Hospital,  the  com- 
mittee first  provided  for  voluntary  admission;  next  it 
provided  for  emergency  admission;  next  a provision 
for  admission  by  medical  certification  and  then  judi- 
cial admission  after  a hearing  by  the  probate  court. 
It  provided  for  an  appeal  to  the  court  of  common 
pleas  and  a jury  trial.  You  will  note  that  the  first 
three  forms  of  admissions  mentioned  above  tried  to 
keep  admissions  on  a voluntary  or  medical  basis  and 
even  in  the  judicial  hearing,  two  licensed  physicians 
would  have  to  certify  to  the  judge  that  the  person 
is  mentally  ill  and  in  need  of  hospital  treatment.  You 
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will  also  note  that  there  is  no  adjudication  as  to 
mental  incompetency  associated  with  these  forms  of 
admission  except  perhaps  in  the  judicial  procedure  in 
the  probate  court.  You  will  also  note  that  the  pro- 
visions for  admission  to  the  State  Hospital  do  not  take 
away  any  rights  of  the  individual.  It  is  possible  for 
the  emergency  admission  and  medical  certification 
admission  to  be  involuntary  admissions,  but  still  these 
do  not  take  away  rights  from  the  individual. 

Prior  to  1952,  admissions  to  the  State  Hospital 
were  on  a commitment  basis  whereby  the  probate 
court  declared  the  person  “insane”  and  perhaps  90% 
or  more  admissions  came  in  on  this  procedure.  Since 
the  revision  of  our  mental  health  statutes,  90%  or 
more  of  the  patients  are  admitted  on  medical  certifi- 
cation. 

We  feel  that  our  mental  health  statutes  are  ade- 
quate and  quite  protective  of  the  individual.  Some  of 
them  have  been  amended  wherever  indicated.  Under 
our  present  setup,  it  is  almost  impossible  to  “railroad 
a person  into  the  State  Hospital.  To  do  this  would 
require  collusion  on  the  part  of  an  applicant  and  two 
licensed  physicians  to  have  the  person  admitted  to 
the  Hospital.  Then  it  would  also  call  for  collusion  on 
the  part  of  the  medical  staff  of  the  Hospital  to  keep 
the  person  in  the  Hospital.  I do  not  feel  that  collusion 
involving  this  many  people  could  easily  happen.  Then 
too.  Section  32.950.3  of  the  1952  Code  provides  for 
a penalty  for  unwarranted  confinement  or  denial  of 
rights.  This  is  further  protection  for  the  individual. 
These  statutes  further  provide  for  appeal  to  the  court 
of  common  pleas  and  for  writ  of  habeas  corpus. 

Of  course  the  human  mind  is  not  infallible.  The 
preparation  of  statutes  pertaining  to  the  mentally  ill, 
however  sound  they  may  be,  will  still  probably  be 
abused  on  occasion.  I do  not  see  how  we  can  wipe 
out  this  human  element  altogether  by  statutes.  We 
are,  however,  quite  interested  in  improving  our  laws 
for  the  mentally  ill,  whenever  and  wherever  indicated. 

The  Charleston  Committee  comments  on  the  Inter- 
state Compact.  We  have  had  experience  in  working 
under  the  old  statute  that  required  a non-resident  to 
be  transferred  to  the  state  of  residency  regardless. 
This  very  often  delayed  treatment  of  a patient  antici- 
pating his  transfer.  At  times,  however,  it  took  con- 
siderable time — a matter  of  several  weeks — to  estab- 
lish his  residency  in  another  state  and  effect  the 
transfer.  Frankly,  this  procedure  was  not  satisfactory 
for  the  patient  or  the  hospital. 

We  then  worked  out  reciprocal  agreements  with 
several  states  but  still  this  was  based  on  the  matter 
of  residency. 

The  Interstate  Compact  is  an  agreement  among 
states  and  the  Federal  Government  has  nothing  to  do 
with  it.  It  first  began  with  several  of  the  Eastern 
states.  In  May  of  this  year  Delaware  became  the  25th 
state  to  join  the  Interstate  Compact.  We  have  been 
working  under  the  Interstate  Compact  since  its  pass- 
age by  the  Legislature  in  1959.  It  is  our  sincere  be- 
lief that  this  compact  is  a very  satisfactory  instrument 
to  work  with  and  very  beneficial  to  the  mentally  ill. 

The  Committee  questions  the  constitutionality  of 


the  Compact.  It  is  true  that  there  has  not  been 
Congressional  approval.  I am  informed,  however,  by 
the  Council  of  State  Governments  that  although  this 
question  has  been  raised  from  time  to  time,  no  one 
person  or  group  of  persons  has  attempted  to  question 
the  constitutionality  of  it  in  the  courts.  I am  further 
informed  that  the  Council  of  State  Governments  is 
quite  willing  to  meet  such  a test  case.  For  your  in- 
formation, I am  sending  to  you  a copy  of  a statement 
concerning  the  question  of  Congressional  approval  of 
the  Interstate  Compact  on  Mental  Health  by  Dr. 
Mitchell  Wendell,  Legal  Consultant,  Council  of  State 
Governments. 

The  Committee  further  points  out  that  no  transfer 
of  residents  of  the  State  of  South  Carolina  to  another 
state  should  be  made  without  the  consent  of  relatives. 
A review  of  all  of  our  transfers  under  the  Compact 
shows  that  transfers  have  been  made  at  the  request 
of  relatives.  I am  quite  willing,  however,  to  modify 
Section  5 of  the  Interstate  Compact  to  meet  the  ap- 
proval of  the  Charleston  Committee.  We  can  only 
speak,  however,  for  South  Carolina  and  we  have  no 
way  of  insisting  on  other  states  doing  the  same  thing 
unless  they  wish  to  do  so.  The  body  of  the  Compact 
can  not  be  disturbed.  A state  either  joins  the  Com- 
pact or  doesn’t  join  it. 

The  Charleston  Committee  comments  on  “Action 
for  Mental  Health,”  the  final  report  of  the  Joint 
Commission  on  Mental  Illness  and  Health.  I am  sure 
they  are  quite  free  to  do  this  and  I do  know  that 
there  is  quite  a bit  of  pro  and  con  discussion  refer- 
able to  this  report.  I do  feel,  however,  the  Com- 
mittee’s fear  that  “the  field  of  mental  health  will 
likely  become  within  the  next  ten  to  fifteen  years  an 
enormous  Federal  health  empire  probably  under  the 
direction  of  the  Department  of  Health,  Education 
and  Welfare,”  is  not  altogether  reasonable.  We  might 
take  a look  at  Federal  participation  in  the  construc- 
tion of  general  hospitals  throughout  the  country.  We 
are  all  familiar  with  Hill-Burton  funds  being  used 
for  this  purpose.  As  a matter  of  fact,  Hill-Burton 
funds  in  the  amount  of  $5,851,201.51  were  used  in 
the  construction  of  the  South  Carolina  Medical  Col- 
lege Teaching  Hospital.  In  spite  of  the  vast  amount 
of  Federal  money  spent  on  the  construction  of  gen- 
eral hospitals,  which  requires  a meeting  of  definite 
specifications  and  regulations,  I do  not  feel  that  we 
can  think  in  terms  of  a Federal  empire  of  general 
hospitals. 

Let  me  be  the  first  to  commend  the  Charleston 
County  Medical  Society  for  its  interest  in  the  field 
of  mental  health.  I hope  that  this  marks  the  begin- 
ning of  an  active  interest  on  the  part  of  the  South 
Carolina  Medical  Association  in  this  very  important 
field  of  health.  I hope  that  this  interest  will  not  be 
confined  just  to  mental  health  laws  but  that  the 
South  Carolina  Medical  Association  will  begin  to 
emphasize  this  field  of  health  at  its  annual  meetings, 
as  well  as  in  other  ways  which  the  American  Medical 
Association  is  now  developing. 

Sincerely  yours, 

W.  P.  Beckman,  M.  D.,  Director  Mental  Health 
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January  23,  1963 

Dear  Dr.  Waring: 

I was  very  much  interested  in  your  editorial  in  the 
January  issue  of  the  Journal,  “World  Wide  Malaria.” 
I was  particularly  intrigued  by  your  statement, 
“Freedom  from  malaria  is  generally  purchasable,  and 
we  have  purchased  it  here.” 

For  years  I have  been  fascinated  by  the  problem, 
maybe  we  should  call  it  the  reverse  problem,  related 
to  the  cause  of  the  disappearance  of  malaria  and 
yellow  fever  in  the  Carolina  lowcountry.  Other  dis- 
eases which  were  also  endemic,  and  which  have 
been  attacked  by  positive  public  health  measures, 
have  also  waned  in  incidence  and  severity,  but 
whether  the  weapons  that  have  been  used  are  really 
sufficiently  potent  to  have  produced  the  observed 
change  is  also  quite  disturbing.  In  this  latter  con- 
nection, the  lead  editorial  in  the  JAMA  of  January 
5th,  entitled  “Smallpox  at  Bay,”  discusses  the 
phenomenon  of  the  virtual  disappearance  of  smallpox 
from  this  country  but  carries  the  warning  that  this 
disease  can  always  break  out  in  epidemic  proportions 
again  and  that  it  still  exists  as  a threat  to  our 
country. 

In  connection  with  malaria  and  yellow  fever,  as 
you  are  equally  and  as  painfully  aware  as  I,  our  salt 
marshes  and  live  oak  and  pine  forests  in  and  near 
swampy  areas  are  still  heavily  infested  with  both 
Anophylene  and  Aedes  Egypti.  While  efforts  are 
made  every  summer  to  spray  certain  areas,  and  while 
a great  deal  of  meddlesome  drainage  has  caused 
economic  and  political  upheavals,  there  is  really  no 
satisfactory  evidence  that  I can  accept,  that  we  have 
“purchased”  any  protection  against  the  miasma  which 
I am  told  once  caused  a bill  to  be  introduced  into 
the  legislature  in  Columbia  declaring  the  lowcountry 
unfit  for  human  habitation  because  of  the  malaria 
and  yellow  fever  threats.  Certainly  there  has  not  been 


any  mass  prophylaxis  with  atabrine  or  quinine 
against  malaria,  and  as  stirring  and  valiant  as  the 
late  Dr.  Walter  Reed’s  efforts  to  prove  the  nature  of 
yellow  fever  have  been,  there  has  been  no  effective 
method  of  treatment  of  this  disease,  and  very  little, 
albeit  precarious  and  dangerous,  prophylaxis  against 
yellow  fever  virus. 

I think  it  would  be  wonderful  if  we  could  point 
with  pride  to  scientific  and  documentary  evidence 
that  freedom  from  malaria  is  generally  purchasable 
and  that  we  have  purchased  it  here.  I am  sorry  to 
disagree,  but  I would  greatly  appreciate  the  opinion 
of  others  on  this  matter. 

Incidentally,  I am  certainly  encouraged  to  hear 
the  new  drug,  “C-1501”  has  become  available.  I am 
sure  that  this  drug  will  help  in  pushing  back  the 
miasma  from  the  many  areas  in  the  world  where 
malaria  still  poses  a major  threat  to  advances  in 
civilization.  I believe  that  if  these  areas  could  figure 
out  how  we  beat  malaria  here,  they  would  have  a 
much  more  potent  and  valuable  weapon  against  this 
ancient  enemy. 

Sincerely, 

J.  R.  Paul,  Jr.,  M.  D. 

Professor  of  Pediatrics 

Medical  College  of  S.  C. 


The  editor  has  been  under  the  impression  that 
South  Carolina’s  freedom  from  malaria  has  been 
bought  witli  blood,  sweat,  and  tears  in  the  form  of 
drainage,  screening,  spraying,  individual  prophylaxis 
and  education.  He  has  given  credit  for  this  to  the 
State  Board  of  Healtli  and  to  our  own  contributions 
through  considerable  state  and  federal  expenditures. 
He  thinks  the  State  Board  of  Health  should  reply  to 
the  challenging  statements  above.  (The  Editor) 


MEDICAL  TELEVISION 

Thursday  and  Friday,  May  2nd  and  3rd, 
8-9:30  P.  M.  on  South  Carolina’s  Educational 
Television  Network. 

PALLIATION  OF  CANCER 
PANEL:  From  Memorial  Sloan-Kettering  Can- 
cer Center,  New  York  City: 

Dr.  John  R.  Heller,  Moderator. 

Dr.  Henry  T.  Randall,  Surgery. 

Dr.  James  J.  Nickson,  Radiology. 

Dr.  Raymond  W.  Houde,  Chemo- 
therapy. 

Dr.  Bronson  S.  Ray,  Neuro- 
surgery. 

Produced  by  Dr.  Dale  Groom  in  collabora- 
tion with  the  ETV  Staff  through  a grant  from 
Merck  Sharp  & Dohme  Postgraduate  Program. 

Reminder:  A replay  of  Space  Medicine,  and 
Medical  Disaster  Planning  will  be  shown  on 
May  16,  1963. 
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Committee  Reports 


James  H.  Gressette,  M.  I).,  President 


School  Health  Committee 

The  School  Health  Committee  of  the  South  Caro- 
lina Medical  Association  has  functioned  during  the 
year  with  the  support  of  the  South  Carolina  Chapter 
of  the  American  Academy  of  Pediatrics.  Dr.  Willard 
B.  Mills  serves  as  Chairman  of  both  committees,  and 
Dr.  John  R.  Paul,  Jr.,  Professor  of  Pediatrics  of  the 
Medical  College  of  South  Carolina,  serves  as  Advisor 
to  both  committees. 

A communication  from  Dr.  H.  Grady  Callison, 
Health  Officer  of  the  Anderson  County  Health  De- 
partment, to  Dr.  G.  S.  T.  Peeples,  State  Health 
Officer,  was  considered  during  the  year.  This  com- 
munication had  reference  to  a resolution  adopted  by 
the  Anderson  County  Board  of  Education,  dated 
October  17,  1962,  having  to  do  with  the  School 
District  Five  in  Anderson  County  and  bearing  upon 
the  subject  of  examinations  of  school  children, 
especially  pre-school  checkups.  It  was  learned  by  the 
committee  that  Dr.  Peeples  had  asked  the  Attorney 
General  for  an  interpretation  as  to  the  responsibilities 
of  the  County  Health  Department  under  Section 
21-753  and  Section  32-128  of  the  Code  of  Laws  of 
1952.  It  was  the  opinion  of  the  committee  that  we 
recommend  to  the  House  of  Delegates  of  the  South 


Carolina  Medical  Association  that  this  law  be  re- 
pealed as  unrealistic  and  archaic. 

The  revised  School  Health  Records  developed  by 
the  Joint  Health  and  Education  Committee  were  dis- 
cussed at  length,  and  it  was  the  feeling  of  this  com- 
mittee that  some  instruction  and  clarification  of  the 
record  should  be  sent  to  South  Carolina  physicians.  It 
is  intended  that  these  permanent  records  should  be 
used  and  kept  in  the  school;  that  the  records  go  to 
a physician  the  first  time  a child  is  examined;  that 
subsequent  medical  examinations  be  made  by  a phy- 
sician and  sent  to  the  school  where  the  information 
was  to  be  transferred  to  the  original  records.  Since  it 
was  the  feeling  of  the  committee  that  this  system  was 
not  working  as  well  as  it  might,  it  was  suggested  that 
the  combined  permanent  “green  form”  which  was 
revised  in  1962  should  be  continued,  but  that  this 
form  should  be  used  only  in  the  school  offices.  It  was 
also  felt  that  a form  should  be  developed  with  a phy- 
sical examination  guide  for  use  of  the  examining 
physician.  A request  was  made  that  Miss  Helen  L. 
Woods,  Consultant  School  Health  Nurse  for  the  Divi- 
sion of  Maternal  and  Child  Health  of  the  State  Board 
of  Health,  help  the  committee  draw  up  forms  and 
recommendations  for  distribution  to  the  South  Caro- 
lina Medical  Association  and  also  for  publication  in 
the  South  Carolina  Medical  Journal. 

The  School  Health  Committee  went  on  record  as 
supporting  the  Accident  Prevention  Committee  in 
recommending  that  driver  training  be  carried  out  at 
Junior  High  School  level  where  it  was  applicable 
and  feasible. 


A resolution  will  be  placed  in  front  of  the  House 
of  Delegates  requesting  that  the  state  Medical  Asso- 
ciation recommend  to  the  State  Board  of  Education 
that  physical  fitness  programs  be  developed  in  the 
school  system  commensurate  with  age,  sex,  and  phy- 
sical well-being  of  the  students. 

The  committee  has  discussed  the  medical  standards 
and  requirements  necessary  for  students  to  participate 
in  athletics  and  also  has  discussed  ways  and  means 
of  augmenting  better  first-aid  care  in  our  schools. 

A School  Health  Conference  is  to  be  held  during 
the  coming  year,  and  it  is  hoped  that  many  more 
local  societies  will  become  interested  in  the  State 
Association  School  Health  Program. 

Respectfully  submitted, 

John  R.  Paul,  Jr.,  M.  D.  Hilla  Sheriff,  M.  D. 

John  W.  Bell,  M.  D.  Willard  B.  Mills,  M.  D., 

Howard  B.  Smith,  M.  D.  Chairman,  School 
Henry  W.  Gibson,  M.  D.  Health  Committee 


Report  of  Special  Committee  on  Increasing 
Number  of  Councilors 

At  the  session  of  the  House  of  Delegates  of  the 
South  Carolina  Medical  Association  in  1962  this  com- 
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mittee  was  appointed  to  give  further  study  and  to 
re-submit  as  unfinished  business  at  the  next  session 
of  the  House  of  Delegates  of  1963  a motion  made  by 
Dr.  Gressette.  This  motion  was  for  the  increase  of 
Councilors  from  nine  to  fifteen  in  order  to  correspond 
to  the  new  Judicial  rather  than  the  Medical  Districts. 
This  committee  has  given  study  to  this  motion.  We 
desire  to  make  the  following  statements: 

We  believe  that  to  increase  the  number  of  Coun- 
cilors from  nine  to  fifteen  would  create  a Coun- 
cil which  would  be  too  large  to  transact  the  busi- 
ness of  the  Council  in  an  efficient  and  rapid 
manner. 

It  is  felt  that  the  present  geographical  arrange- 
ment of  the  districts  is  the  most  desirable  and 
acceptable  to  the  various  county  societies. 

It  is  felt  that  the  individual  societies  are  ade- 
quately served  by  the  Councilors  representing 
the  present  districts  and  that  nothing  would  be 
gained  by  making  these  districts  smaller  and 
more  numerous. 

Therefore  we  wish  it  to  be  known  that  we  do  not 
approve  of  this  motion.  However  to  do  justice  to  the 
democratic  process  we  will  not  be  opposed  to  a 
motion  being  made  from  the  floor  for  Dr.  Gressette’s 
motion  to  be  brought  before  the  House  of  Delegates. 

F.  C.  M cLane,  M.  D.,  Benton  M.  Montgomery, 

Chairman  M.  D. 

Carr  T.  Larisey,  M.  D.  Keitt  II.  Smith,  M.  D. 

J.  Sam  Garrison,  M.  D. 


Accident  Prevention  Committee 

A called  meeting  of  the  Accident  Prevention  Com- 
mittee was  held  in  Columbia  on  January  14,  1963,  to 
discuss  and  plan  a program  of  action  for  the  future. 
Five  of  seven  committee  members  were  present. 

I Legislation  Against  Sale  of  Non-magnetic  BB  Pel- 
lets. 

The  committee  again  considered  the  question  of 
prohibiting  the  sale  of  non-magnetic  BB  pellets  in 
the  state.  We  again  recommend  to  Council  that  it 
support  and  work  for  passage  of  such  a statute  in  the 
forthcoming  session  of  the  Legislature.  The  bill  which 
we  propose  has  been  prepared  in  rough  draft  and 
sent  to  Council.  Both  the  President  and  Chairman  of 
the  Executive  Council  of  the  S.  C.  Medical  Associa- 
tion have  been  asked  to  give  the  matter  immediate 
consideration. 

II  Highway  Safety 

The  chairman  reported  to  the  committee  that  Dr. 
O.  B.  Mayer  had  recently  been  elevated  to  the  Chair- 
manship of  the  S.  C.  Highway  Safety  Committee. 
This  group,  largely  composed  of  laymen,  is  vitally 
concerned  with  reducing  the  ever-increasing  traffic 
deaths  and  morbidity  rates  in  our  state.  It  seems  that 
the  Medical  profession,  and  especially  the  S.  C.  Medi- 
cal Association,  should  support  the  work  of  this 


Safety  Group  in  matters  which  so  vitally  concern 
each  of  us.  Therefore,  this  committee  makes  the 
following  recommendations  to  Executive  Council: 

A.  That  the  S.  C.  Medical  Association  actively  sup- 
port highway  safety  legislation — especially  the 
efforts  of  the  S.  C.  Highway  Safety  Com- 
mittee. 

B.  That  the  S.  C.  Medical  Association  and  each 
and  every  S.  C.  physician  actively  support  and 
work  for  passage  of  a Drivers  Re-examination 
Law.  Such  a statute  is  to  be  introduced  in  our 
legislature  in  the  near  future,  and  it  deserves 
the  whole-hearted  support  of  the  medical  pro- 
fession. 


C.  The  committee  further  urges  support  of  the 
Highway  Safety  Committee’s  efforts  to  introduce 
Driver  Training  into  our  Junior  High  School 
curricula.  Driver  education  at  this  level  will 
ultimately  prove  a deterrent  to  our  ever-climb- 
ing accident  rates.  It  will  thus  decrease  the  in- 
surance rates  as  well  as  reduce  accidents 
among  the  highest  risk  group.  Perhaps,  if  funds 
can  be  made  available,  driver  education  in  our 
schools  may  be  introduced  through  ETV.  This 
idea  is  being  investigated  at  present. 

D.  The  Accident  Prevention  Committee  also  en- 
dorses the  use  of  radar  as  a means  of  furthering 
highway  safety.  We  further  recommend  and 
urge  more  wide-spread  use  of  seat  belts  as  an 
additional  safety  precaution. 

Ill  Tetanus  Toxoid  Immunization  for  Adults 

The  Accident  Prevention  Committee  strongly  urges 
the  Medical  Association  to  initiate  a statewide  pro- 
gram of  tetanus  toxoid  immunization  for  all  adults 
and  especially  for  pregnant  women.  We  respectfully 
suggest  to  Council  that  each  county  society  or  medi- 
cal district  society — if  more  feasible — plan  and  carry 
out  a program  on  a statewide  basis  during  some 
specified  time.  We  suggest  this  program  could  well 
be  carried  out  as  a part  of  our  Civil  Defense  plan- 
ning, or  it  could  be  coordinated  with  a poliomyelitis 
immunization  program  if  sufficient  planning  were 
done. 


Respectfullv  submitted, 


James  B.  Berry,  Jr.,  M.D. 
O.  B.  Mayer,  M.D. 
Casper  Wiggins,  M.D. 
Margaret  Q.  Jenkins, 
M.D. 


L.  W.  Blackmon,  M.D. 
William  R.  DeLoache, 
M.D. 

Henry  W.  Moore,  M.D., 
Chairman 


Committee  on  Infant  and  Child  Health 

This  Committee  met  at  the  Columbia  Hotel  on 
Wednesday,  February  20th,  1963,  at  2:00  P.  M.  The 
meeting  was  called  to  order  by  the  chairman. 

Although  commitments  from  seven  of  the  mem- 
bers to  attend  this  meeting  had  been  obtained,  onlv 
four  of  the  members  were  present.  They  were  Dr. 
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Kemper  D.  Lake  of  Whitmire,  Dr.  Lee  C.  Dimery  of 
Duncan,  Dr.  William  J.  Bannen  of  Simpsonville  and 
Dr.  John  W.  Rheney,  Jr.  of  Orangeburg. 

First  order  of  the  business  was  discussion  of  any 
additional  circulation  or  presentation  of  study  on 
Neonatal  Jaundice  which  had  been  done  in  the  past 
year.  It  was  determined  that  although  some  of  the 
members  not  present  had  presented  this  study  to 
various  groups,  none  of  the  members  present  had 
made  any  further  use  of  the  material  which  had  been 
distributed. 

The  second  item  on  the  agenda  was  a discussion 
of  a suggestion  that  diphtheria,  whooping  cough, 
tetanus  and  polio  immunization  be  made  mandatory 
prior  to  a child’s  attending  school  in  South  Carolina. 
After  much  discussion,  a motion  was  made  by  Dr. 
Bannen  that  the  committee  go  on  record  as  ap- 
proving compulsory  diphtheria,  tetanus  and  polio 
immunization  of  children  prior  to  their  entrance  into 
the  first  grade  of  school.  This  motion  was  seconded 
by  Dr.  Lake  and  was  approved  by  a vote  of  3 to  1. 
Drs.  Bannen,  Dimery  and  Lake  voting  for  the 
motion,  Dr.  Rheney  against. 

The  next  item  brought  up  for  discussion  was 
another  suggestion  that  all  children  should  receive  a 
physical  examination,  hemoglobin  and  urine  de- 
termination prior  to  their  entrance  to  the  first  grade 
of  school.  After  discussion  by  Dr.  Dimery  and  Dr. 
Lake,  Dr.  Lake  moved  that  the  committee  go  on 
record  as  approving  this  suggestion.  The  motion  was 
seconded  by  Dr.  Dimery  and  passed  unanimously. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Respectfully  submitted, 

John  W.  Rheney,  Jr.,  M.  D.,  Chairman 


Rural  Health 

The  members  of  the  Committee  on  Rural  Health 
have  contacted  other  groups  in  their  various  localities 
(4-H  Clubs,  Home  Demonstration  Clubs  and  Civic 
Clubs)  offering  to  speak  or  furnish  a speaker  on 
Accident  Prevention,  First  Aid,  or  any  topic  within 
the  realm  of  rural  health. 

We  have  at  times  attempted  to  influence  young 
interns  to  locate  in  rural  communities  where  there  is 
opportunity  for  a good  practice  and  where  the  ser- 
vices of  a doctor  are  badly  needed.  When  a com- 
munity loses  a doctor  this  information  is  printed  in 
our  journals  for  the  benefit  of  those  interested  in 
choosing  a location  in  which  to  practice. 

The  consensus  of  this  Committee  is  that  it  should 
function  in  an  advisory  or  consultation  capacity  with 
other  agencies  in  the  rural  health  field. 

We  feel  that  doctors  and  nurses  should  be  willing 
to  serve  on  health  committees  of  the  various  agencies 
helping  to  promote  such  programs  as  immunization 
and  accident  prevention  to  help  combat  the  hazards 
of  mechanized  farming. 


Robert  Wilson,  M.  I).,  President-Elect 


In  our  opinion  it  is  most  important  to  maintain 
good  public  relations  with  rural  people  and  to  enlist 
their  support  in  our  fight  against  socialized  medicine 
or  any  form  of  socialization.  To  this  end  we  should 
promote  a voluntary  health  insurance  drive  among 
the  farm  group. 

Respectfully  submitted, 

A.  R.  Johnston,  M.  D.,  J.  Blease  Floyd,  M.  D. 

Chairman  Swift  Black,  M.  D. 

Hugh  W.  Mole,  M.  D.  B.  Mondsie  Oliver,  M.  D. 


Committee  on  Liaison  With  Allied 
Professions 

The  committee  held  its  initial  meeting  at  the  Wade 
Hampton  Hotel  in  Columbia,  on  August  23,  1962. 
Plans  were  made  to  hold  a meeting  with  representa- 
tives of  the  Allied  Professions  in  January  1963. 
Representatives  from  a committee  of  the  State  Bar 
Association  appeared  and  proposed  that  the  medical 
association  and  the  State  Bar  Association  sponsor  a 
joint  meeting  in  the  spring  for  the  doctors  and 
lawyers.  Your  committee  felt  this  would  be  a worth- 
while project  and  agreed  to  present  it  to  council  for 
their  approval.  Action  was  taken  on  a request  from 
the  State  Veterinarian  Association  that  the  Medical 
Association  support  their  efforts  to  obtain  representa- 
tion on  the  State  Board  of  Health.  The  committee 
approved  this  and  recommended  to  Dr.  Gressette 
that  it  be  presented  to  council  for  their  consideration. 
The  suggestion  was  made  that  the  fraternal  delegate 
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idea  with  the  State  Pharmaceutical  Association  be 
cultivated.  On  many  occasions  the  pharmacy  group 
has  sent  a representative  to  our  state  meeting.  With 
the  close  ties  and  many  problems  of  mutual  interest, 
the  committee  felt  an  official  invitation  should  be 
sent  each  year  to  the  Pharmaceutical  Association.  It 
was  thought  that  such  would  undoubtedly  be 
reciprocated.  This  recommendation  was  forwarded 
to  Council  for  action. 

The  chairman  was  delegated  the  authority  to  meet 
with  a representative  group  of  ministers  to  discuss 
the  possibility  of  holding  a statewide  meeting  with 
the  doctors  and  ministers.  During  the  fall  this  was 
done.  The  ministers  were  enthusiastic  and  felt  this 
would  be  a highly  desirable  undertaking.  However, 
due  to  a limitation  of  available  dates  in  the  spring 
and  the  plans  which  the  committee  had  already  been 
committed  to  fulfill,  it  was  felt  that  such  a meeting 
should  be  delayed  for  a year  so  that  plans  could  be 
better  made  and  a more  successful  meeting  assured. 

The  chairman  appeared  before  the  Council  of  the 
S.  C.  Medical  Association  and  requested  their  ap- 
proval of  the  statewide  meeting  between  the  lawyers 
and  doctors.  This  was  given  and  the  State  Bar  Asso- 
ciation was  notified  that  your  committee  would  co- 
operate and  assist  in  this  undertaking. 

On  January  24,  1963  your  committee  met  at  the 
Wade  Hampton  Hotel  in  Columbia  with  representa- 
tives of  the  Allied  Professions.  Present,  in  addition  to 
the  committee  members,  were  Dr.  Willard  Mills, 
Chairman  of  the  Medical  Relations  Committee  of  the 
S.  C.  Health  Insurance  Council;  Mr.  Ben  Kendrick 
of  the  Health  Insurance  Council  of  N.  Y.;  Mrs. 
Vivian  Young,  S.  C.  Society  of  Technology;  Mrs. 

Eunice  Medhurst,  S.  C.  Nurses  Association;  Mrs. 

Dorothy  Allen,  S.  C.  Physical  Therapy  Association; 
Dr.  S.  Rich  MacMaster,  S.  C.  Veterinarian  Associa- 
tion; Mr.  Robert  Strom,  X-ray  Technicians;  Mr. 

George  Inman,  S.  C.  Pharmaceutical  Association;  Mr. 
James  Neely,  S.  C.  Hospital  Association;  Dr.  Charles 
Allen  Vassey,  S.  C.  Dental  Association  and  Mrs. 
Grace  Southerland,  S.  C.  Nursing  Home  Association. 
The  meeting  lasted  for  one  afternoon  and  was  fol- 
lowed by  a short  social  hour  and  supper.  A free  and 
interesting  discussion  was  held  on  problems  of 

mutual  interest.  The  committee  was  most  impressed 
by  the  enthusiasm  of  the  group  and  many  worth- 
while suggestions  were  made  which  are  included  in 
the  recommendations  at  the  end  of  this  report.  It 
was  your  committee’s  feeling  that  more  meetings  of 
this  type  should  be  sponsored.  It  gives  all  members 
of  the  health  team  an  opportunity  to  voice  opinions, 
present  suggestions  and  develop  a closer  bond  of 
understanding.  It  is  a worthwhile  public  relations 
endeavor  from  any  standpoint,  but  more  importantly 
of  great  value  in  providing  better  patient  care  for 
the  people  of  South  Carolina. 

Following  this  meeting  several  conferences  were 
held  with  the  committee  from  the  State  Bar  Associa- 
tion and  the  plans  were  made  to  hold  the  meeting 
in  Columbia  on  April  6,  1963.  An  additional  report 


will  have  to  be  submitted  on  the  outcome  of  this 
meeting. 

From  what  has  been  written,  it  can  readily  be 
appreciated  that  your  committee  had  a busy,  inter- 
esting and  rewarding  year.  The  scope  of  its  activities 
has  enlarged  considerably  and  it  is  our  hope  that 
no  new  groups  are  discovered  which  fall  in  the  cate- 
gory of  Allied  Professions.  It  is  the  feeling  of  the 
committee  that  its  area  of  activity  should  be  re- 
stricted if  it  is  to  fulfill  properly  its  responsibilities 
to  all  of  these  important  groups.  We  would  like  to 
express  our  appreciation  to  Mr.  Jack  Meadors  for 
his  invaluable  counsel  and  assistance  and  to  Dr. 
Gressette  for  his  cooperation  and  stimulating  leader- 
ship (prodding,  that  is). 

The  following  recommendations  are  made  for  your 
consideration  and  approval: 

( 1 ) The  S.  C.  Medical  Association  continue  its 
cooperation  with  the  S.  C.  Dental  Association  in  sup- 
port of  the  principle  of  flouridation  of  water. 

(2)  The  S.  C.  Medical  Association  assist  the 
S.  C.  Dental  Association  in  its  establishment  of  closed 
television  circuit  programs  which  are  scheduled  to 
start  in  the  spring. 

(3)  The  President  of  the  S.  C.  Medical  Associa- 
tion designate  an  appropriate  committee,  or  appoint 
a new  one,  to  work  with  the  Health  Insurance  Coun- 
cil. It  is  the  feeling  of  your  committee  that  through 
this  group  problems  of  mutual  interest  can  be  dis- 
cussed, solutions  sought  and  the  medical  profession 
benefited  by  the  long  experience  of  the  Council  in 
this  field. 

(4)  County  Medical  Societies  be  urged  to  have 
occasional  joint  meetings  with  local  pharmaceutical 
associations  for  the  purpose  of  discussing  problems, 
disseminating  information  and  working  together  on 
projects  for  the  benefit  of  their  communities. 

(5)  The  President  of  the  Association  designate  a 
committee  to  work  with  the  Nursing  Home  Associa- 
tion, to  assist  them  with  their  problems  and  to  sup- 
port their  efforts  to  raise  the  standard  of  nursing 
home  care  in  South  Carolina. 

(6)  The  council  of  the  S.  C.  Medical  Association 
be  designated  to  assist  the  S.  C.  Nurses  Association 
in  obtaining  clarification  from  the  attorney  general 
on  the  ruling  of  what  services  nurses  can  legallv  pro- 
vide in  South  Carolina. 

( 7 ) Physicians  and  hospitals  encourage  their  x-ray 
technicians,  laboratory  technicians  and  physical  thera- 
pists to  participate  actively  in  their  state  organiza- 
tions and  attend  various  educational  seminars  which 
they  sponsor. 

(8)  The  Council  of  the  S.  C.  Medical  Association 
and  the  appropriate  committees  continue  their  ac- 
tivities regarding  the  following: 

( A ) Efforts  to  get  all  hospitals  in  the  state  ac- 
credited 

( B ) Dissemination  of  information  to  patients  and 
doctors  on  why  hospital  costs  are  high  and  of 
necessity  increasing 

( C ) Investigation  as  to  why  the  bed  utilization 
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rate  in  S.  C.  is  one  of  the  highest  in  the 
country. 

(9)  Council  investigate  the  possibility  of  sponsor- 
ing a statewide  meeting  between  the  doctors  and 
ministers  in  the  fall. 


Respectfully  submitted, 


Harold  E.  Jervey,  Jr., 

M.  D.,  Chairman 
Delmar  O.  Rhames, 

M.  D. 

Samuel  E.  Miller,  M.  D. 


J.  W.  Blanton,  Jr.  M.  D. 
Hugh  N.  Wells,  M.  D. 
M.  L.  Meadors 
( Ex-Officio) 


Mental  Health  Committee 

The  Committee  on  Mental  Healtli  Legislation 
came  into  existence  in  September,  1962.  It  was  im- 
mediately obvious  that  a careful  study  of  the  total 
mental  health  situation  and  trends  in  our  state  must 
be  conducted  to  dependably  advise  the  Association 
regarding  legislation  and  other  aspects  of  mental 
illness  and  health. 

To  date  three  full  committee  meetings  have  been 
held.  Numerous  articles  and  publications  have  been 
covered.  A survey  has  been  started  of  various  other 
aspects,  such  as  mental  health  laws,  state  psychiatric 
facilities,  and  refresher  courses  and  seminars.  An 
adequate  study,  worthy  of  the  needs  of  our  people 
and  worthy  of  the  responsibilities  of  our  medical 
association,  is  now  seen  as  a task  of  great  magnitude 
and  importance. 

Publications  of  particular  significance,  urgently 
recommended  for  study  by  all  physicians,  are  the 
following: 

1.  “Action  for  Mental  Health,”  the  report  of  the 
Joint  Commission  on  Mental  Health  and  Illness. 

2.  The  AMA  Statement  on  Principles  of  Mental 
Health. 

3.  The  AMA  Program  of  the  Council  on  Mental 
Health. 

4.  Annual  reports  of  the  S.  C.  Legislative-Gov- 
ernor's Committee  on  Mental  Health  and  Men- 
tal Institutions  (Morris  Committee). 

5.  Annual  reports  of  the  S.  C.  Mental  Healtli 
Association. 

The  Charleston  County  Medical  Society  is  to  be 
commended  for  its  interest  and  initiative  in  mental 
health  legislation.  The  fears  and  doubts  expressed 
in  its  committee’s  Preliminary  Report  are  being  care- 
fully considered. 

The  Legislative-Governor's  Committee  on  Mental 
Health  and  Mental  Institutions,  under  the  Chairman- 
ship of  Senator  Earle  Morris,  has  for  the  past  several 
years  made  remarkably  comprehensive  surveys  in  this 
field.  Much  progress  in  the  mental  health  laws  and 
legislative  support  has  developed  from  the  dedicated 
work  of  this  committee.  Careful  review  of  these 
laws  has  commenced. 

The  South  Carolina  Mental  Health  Association  has 
done  and  is  doing  a tremendous  service  in  develop- 
ing public  support  for  improved  mental  health  facili- 
ties and  care.  The  Association  welcomes  the  increased 


Ben  Miller,  M.  D.,  Secretary 


interest  and  initiative  by  physicians  in  the  mental 
healtli  program. 

The  First  National  Congress  on  Mental  Illness  and 
Health  was  held  in  Chicago  in  October,  1962  bv  the 
American  Medical  Association.  The  basic  purpose 
was  to  develop  methods  of  transforming  the  Pro- 
gram of  the  Council  on  Mental  Health  into  action. 
This  congress  was  attended  by  four  members  of  this 
committee,  by  representatives  of  the  Mental  Health 
Commission,  the  State  Hospital,  the  Mental  Health 
Association,  and  the  State  Board  of  Health,  and  by 
a member  of  the  Morris  Committee.  Valuable  ideas 
and  impetus  were  realized. 

This  Committee  has  begun  a series  of  conferences 
with  officials  of  various  mental  health  facilities  and 
institutions,  the  purpose  being  to  develop  an  effective 
liaison  between  the  S.  C.  Medical  Association  and 
these  officials. 

In  March,  1963  the  AMA  held  another  nationwide 
meeting,  a conference  of  State  Medical  Executive 
Secretaries,  Mental  Health  Commissioners,  and  Men- 
tal Health  Chairmen.  This  meeting  was  also  aimed 
at  implementation  of  the  Program  of  the  AMA  Coun- 
cil on  Mental  Health  and  at  further  developing 
liaison  and  cooperation  within  each  state  represented. 

The  extreme  importance  of,  and  actual  necessity 
for,  medical  leadership  in  these  programs  was 
stressed.  There  is  a crescendo  of  effort  and  action 
in  the  field  of  mental  health  developing  — by  or- 
ganized medicine,  by  Mental  Health  Associations  and 
other  1 ay  groups,  and  by  federal  and  state  govern- 
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merits.  Physicians,  individually  and  collectively,  par- 
ticularly at  the  county  medical  society  level,  have  the 
responsibility  of  providing  and  maintaining  leadership 
in  mental  illness  as  well  as  in  physical  illness.  Active 
leadership  not  provided  by  physicians  will  neces- 
sarily be  provided  bv  non-physicians. 

The  following  initial  recommendations  are  pro- 
posed : 

1.  That  tins  committee  be  re-designated  the  Men- 
tal Health  Committee. 

2.  That  the  Mental  Health  Committee  be  a per- 
manent committee  composed  of  nine  physicians, 
with  state-wide  representation,  rotating  three 
new  members  each  year. 

3.  That  state  and  county  medical  societies  and 
women’s  auxiliaries  develop  active  mental 
health  committees  to  work  constructively  with 
state  and  local  mental  health  associations  and 
state  mental  health  facilities. 

4.  That  medical  groups  take  increased  initiative  to 
develop  and  monitor  local  community  psy- 
chiatric facilities  for  providing  immediate  in- 
tensive treatment  as  near  patients’  homes  as 
feasible. 

5.  That  the  state  and  county  medical  societies  and 
interested  community  groups  combine  to  urge 
non-profit  and  commercial  insurance  companies 
to  provide  as  full  coverage  for  mental  illnesses 
as  for  physical  illnesses. 

6.  That  an  effective  recruitment  program  be  de- 
veloped for  interesting  well-qualified  young 
people  in  medicine  and  psychiatry,  beginning  in 
high  school  and  extending  through  college. 

7.  That  available  part-time  physicians  in  mental 
health  facilities  be  utilized,  under  psychiatric 
supervision,  as  interim  and  teaching  measures. 

8.  That  educational  programs  in  psychiatry  be  im- 
proved at  all  levels  — from  the  medical  student 
on,  including  continuing  education  by  means  of 
refresher  courses  and  seminars  locally  arid  by 
educational  television. 

9.  That  a continuing  comprehensive  study  be 
made  of  the  problems  and  needs  of  the  men- 
tally ill  of  our  state,  working  closely  with  the 
established  mental  health  authorities  and  Asso- 
ciation. 


James  B.  Galloway, 

M.  D.,  Chairman 
Allen  P.  Bruner,  M.  D. 
James  J.  Cleckley,  M.  D. 
Joe  E.  Freed,  M.  D. 


Hyman  Marcus,  M.  D. 
Joseph  J.  Nannarello, 
M.  D. 

Bobert  G.  Thompson, 
M.  D. 


Cancer  Committee 

As  a representative  of  the  Committee  on  Cancer, 
the  chairman  attended  the  Cancer  Workshop  spon- 
sored by  the  American  College  of  Surgeons  in  Char- 
lotte, North  Carolina  on  February  13,  1963.  This 
group  was  notified  that  the  American  College  of  Sur- 
geons planned  to  designate  specific  Fellows  of  the 
College  to  act  as  liaison  between  their  committee  on 
cancer  and  the  local  cancer  societies  to  better  co- 


ordinate all  phases  of  the  cancer  program  of  the 
College,  American  Cancer  Societv  and  the  State 
Board  of  Health  with  the  local  practitioners.  The 
American  College  of  Surgeons  also  asked  all  mem- 
bers to  support  more  vigorously  the  Cancer  Registry. 

The  members  of  the  Committee  on  Cancer  have 
been  informed  on  these  matters  and  no  action  was 
considered  necessary. 

In  the  past  it  lias  been  suggested  that  the  com- 
mittee be  dissolved  since  it  apparently  has  no  active 
purpose.  However,  it  has  been  learned  that  this  com- 
mittee was  established  by  statute  as  an  advisory 
group.  Therefore,  it  is  recommended  that  this  com- 
mittee be  continued  as  an  advisory  committee  to  the 
state  Association  as  originally  designated. 

Respectfully  submitted, 

Edward  E.  McKee,  M.  D.,  Chairman 


Legislation  and  Public  Relations 

Tlie  meeting  was  called  to  order  at  2:30  p.  m.  on 
Thursday,  December  13,  1962,  at  the  Columbia 
Hotel  in  Columbia,  South  Carolina.  Members  pres- 
ent were  Dr.  Frank  C.  Owens  and  Dr.  C.  Tucker 
Weston,  Jr.,  of  Columbia,  Dr.  Harold  S.  Pettit  of 
Charleston.  Ex-officio  members  present  were  Dr. 
James  H.  Gressette,  President,  and  Mr.  M.  L. 
Meadors,  Executive  Secretary  of  the  South  Carolina 
Medical  Association.  The  Chairman,  Dr.  Donald  G. 
Kilgore,  Jr.,  presided. 

It  was  announced  by  the  Chairman  that  the  South 
Carolina  Society  of  Pathologists  at  their  annual  busi- 
ness meeting  had  unanimously  approved  a resolution 
condemning  racial  segregation  of  blood  and  urging 
the  individual  county  Medical  Societies  to  pass  such 
a resolution  and  forward  it  with  an  explanation  to 
their  county  delegation.  This  action,  which  had 
already  been  approved  by  the  President  and  the 
Council  was  unanimously  approved  by  the  committee. 
The  Chairman  was  urged  to  forward  the  information 
to  the  secretaries  of  the  local  Medical  Societies.  (This 
was  done  in  early  January,  1963) 

President  Gressette  presented  a letter  from  one  of 
the  society  members  suggesting  compulsory  polio- 
myelitis vaccination.  The  committee  felt  that  the 
statement  of  the  Special  Poliomyelitis  Committee 
under  the  chairmanship  of  Dr.  Julian  Price  had  al- 
ready covered  the  situation  satisfactorily.  It  was  also 
pointed  out  that  a compulsory  polio  vaccination  law 
for  school  children  would  not  reach  the  pre-school 
children  who  are  among  those  in  greatest  need  of 
vaccination.  Therefore  it  was  recommended  that  the 
committee  take  no  action  at  this  time. 

The  committee  received  as  information  the  pro- 
posed amendment  to  the  Medical  Practice  act  of 
South  Carolina  concerning  re-registration  of  physi- 
cians on  a biennial  basis.  Since  the  House  of  Dele- 
gates had  already  taken  great  pains  to  phrase  this 
proposed  law  to  their  satisfaction  the  committee  did 
not  feel  any  revision  was  indicated.  The  Executive 
Secretary  will  present  this  bill  to  Senator  Rembert 
Dennis  of  the  Senate  Medical  Affairs  Committee  for 
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introduction  at  the  next  session  of  the  Legislature. 

A proposal  for  the  passage  of  a sterilization  law 
similar  to  that  enacted  by  Virginia  this  year  was  re- 
quested bv  an  obstetrician.  Although  the  committee 
had  no  objections  to  the  introduction  of  such  a law 
it  is  felt  that  adoption  of  a resolution  by  local  medical 
societies  in  favor  of  such  a law  would  be  indicated 
before  this  committee  took  action  upon  it. 

A proposed  voluntary  pledge  for  non-participation 
was  discussed  by  the  committee  for  members  of  the 
South  Carolina  Medical  Association.  It  was  felt  by 
the  majority  of  the  committee  that  if  such  a pledge 
were  to  be  useful  it  should  originate  from  the  Ameri- 
can Medical  Association  rather  than  local  groups.  It 
was  also  felt  that  such  a pledge  would  have  to  be 
worded  very  carefully  to  avoid  misunderstanding  by 
the  general  public. 

Respectfully  submitted, 

Donald  G.  Kilgore,  Jr.,  M.  D.,  Chairman 


Special  Committee  to  Study  Medical 
Education  and  Agency  Medical  Advisory 
Committees 

The  Special  Study  Committee,  appointed  “to  study 
and  report  to  Council  the  advisability  of  a permanent 
committee  to  study  medical  education  and  all  state 
agencies  having  medical  advisory  committees,'’  re- 
spectfully submits  the  following  report  to  you,  and 
through  you,  to  Council. 

At  a meeting  held  in  Columbia,  S.  C.,  on  January 
16,  1963,  the  following  members  being  present:  Dr. 
Charles  B.  Hanna,  Dr.  O.  B.  Mayer,  Dr.  William  O. 
Whetsell  and  Dr.  Martin  M.  Teague,  the  committee 
concluded  that: 

1.  A permanent  Committee  on  Medical  Education 
and  Hospitals  within  the  South  Carolina  Medi- 
cal Association  is  desirable. 

2.  The  functions  of  such  a committee  would  in- 
clude 

a.  Medical  School  affairs. 

b.  Postgraduate  training  (internship,  residency, 
etc. ) 

c.  Continuing  medical  education  ( for  the  prac- 
ticing physician) 

d.  Educational  relationship  with  allied  health 
sciences  and  professions. 

3.  Such  a committee  should  be  appointed  by  Coun- 
cil, with  staggered  memberships,  and  be  respon- 
sible only  to  Council. 

4.  If  committees  now  exist  whose  duties  such  a 
committee  would  duplicate,  we  suggest  the  con- 
solidation of  these. 


Martin  M.  Teague, 

M.  D.,  Chairman 
Charles  B.  Hanna,  M.  D. 
Charles  R.  May,  M.  D. 


O.  B.  Mayer,  M.  D. 
Henry  F.  Ross,  M.  D. 
William  O.  Whetsell, 
M.  D. 


Committee  on  Fund-Raising  Organizations 

The  committee  to  consider  the  advisability  of 
establishing  a committee  to  study  the  organizations 


appealing  to  the  South  Carolina  Medical  Association 
for  its  endorsement,  unanimously  recommends  to 
establish  such  a committee. 

It  further  recommends  that  this  committee  be  a 
standing  committee  with  staggered  membership,  since 
its  work  would  be  overlapping  from  one  year  to 
another. 

Respectfully  submitted, 

Clay  W.  Evatt,  M.  D.,  Chairman 


Committee  on  Revision  of  Schedule  of  Fees 
for  Physicians  and  Surgeons  for  Services 
Rendered  Under  the  South  Carolina 
Workmen’s  Compensation  Law 

In  August  of  1962,  Doctor  James  H.  Gressette, 
President,  South  Carolina  Medical  Association  re- 
quested that  this  committee  activate  itself,  for  the 
purpose  of  conferring  witli  the  Medical  Advisor  to 
the  Industrial  Commission,  concerning  items  of  the 
Fee  Schedule  which  required  clarification.  Doctor 
Harold  Jervey  had  made  this  request  to  the  Associa- 
tion. 

Your  Committee  has  met  in  several  sessions.  Doctor 
Jervey  very  kindly  appeared  before  the  group  and 
explained  in  detail  wherein  the  present  schedule  is 
inadequate.  He  called  our  attention  to  the  many 
items  requiring  clarification.  Also,  a large  number  of 
procedures  with  fees  have  been  omitted.  Very  care- 
ful thought  and  consideration  have  been  given  to 
each  item  of  the  questionnaire  submitted  by  Dr. 


Howard  Stokes,  M.  If.,  Treasurer 
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Jervey.  It  is  to  be  hoped  that  conclusions  reached 
and  forwarded  to  Dr.  Jervey,  will  prove  to  be 
equitable  to  all  concerned,  and  that  less  difficulty 
will  be  experienced  in  the  administration  of  the 
schedule,  for  the  moment  at  least. 

It  is  agreed  however,  by  your  Committee,  that  it 
should  set  about  to  draft  a fee  schedule  which  will 
be  complete  in  every  detail,  incorporating  with 
clarity  every  phase  of  Compensation  Medicine,  to- 
gether with  a fair  and  equitable  fee  for  services 
rendered.  At  the  present  time,  your  Committee  is 
working  toward  this  end. 

Respectfully  submitted, 

W.  W.  Edwards,  M.  D.,  John  A.  Siegling,  M.  D. 

Chairman  George  H.  Bunch,  M.  D. 

Frank  C.  Owens,  M.  D. 


Emergency  Medical  Care 

The  Committee  on  Emergency  Medical  Care  was 
not  too  active  from  a standpoint  of  Committee  Meet- 
ings, nevertheless,  as  a result  of  various  echelon 
meetings  and  correspondence,  we  were  able  to  ac- 
complish a number  of  programs  that  will  enhance 
the  efficiency  of  Emergency  Medical  Care  in  South 
Carolina. 

One  of  the  larger  accomplishments  was  the  estab- 
lishment of  the  Office  of  Health  Mobilization  in  the 
State  Board  of  Health,  and  appropriations  for  the 
funds  are  now  before  the  Legislature.  The  pre-posi- 
tioned  Emergency  Hospitals  distributed  throughout 
the  State  were  turned  over  to  the  various  County 
Health  Officers  as  custodians  since  it  was  felt  that 
this  was  a feasible  arrangement  rather  than  under 
the  custodianship  of  various  Civil  Defense  Directors 
who  were  not  familiar  with  the  medical  field.  The 
Committee  has  been  active  in  initiating  various 
County  Emergency  Health  Plans,  and  it  is  interesting 
to  note  that  our  State  is  first  in  the  Nation  in  this 
Emergency  Medical  Care  Planning,  although  we 
have  only  ten  (10)  participating  Counties  to  date. 

The  Disaster  Planning  Film  has  been  shown 
throughout  the  State,  as  well  as  on  closed  circuit 
ETY,  and  has  been  initiated  as  a part  of  the  curricu- 
lum at  the  Medical  College  of  S.  C. 

Statewide  Medical  Self  Help  Programs  have  been 
encouraged  and  at  the  present  time,  additional  kits 
are  being  distributed  throughout  the  State. 

Our  goal  in  the  coming  year  is  to  continue  an 
active  and  real  Emergency  Medical  Care  Plan  for 
South  Carolina. 

Respectfully  submitted, 

Robert  S.  Solomon,  M.  D.,  Chairman 


Advisory  Council  to  Woman’s  Auxiliary 

The  Advisory  Council  to  the  Woman’s  Auxiliary 
has  nothing  to  report,  except  to  commend  the  Aux- 
iliary for  the  fine  work  that  they  have  done  in 
promoting  good  relations  in  the  medical  profession. 

Respectfully  submitted, 

Charles  N.  Wyatt,  M.  D.,  Chairman 

Alfred  F.  Burnside  Norman  O.  Eaddy 


Medical  Education  Foundation 

As  per  directions  of  Dr.  Ben  M.  Miller,  Secretary 
of  the  S.C.M.A.,  the  following  report  on  the  activities 
of  the  Committee  on  Medical  Education  Foundation 
is  hereby  submitted.  During  the  period  June,  1962 
through  January  1,  1963,  a total  if  896  contributions 
were  made  to  the  AMEF  in  the  amount  of  $24,319.52. 
Of  these  757  were  during  December,  1962  totalling 


$17,751.50.  Donations  were  received  from  the  follow- 
ing sources: 

Physicians  $17,232.02 

Woman’s  Auxiliaries  2,402.50 

Alumni  Office,  Medical 
College  of  S.  C.  2,500.00 

Designated  for  other 

medical  colleges  1,327.00 

Undesignated  858.00 

Deducting  from  the  grand  total  undesignated 
funds  and  those  earmarked  for  other  institutions,  the 
Medical  College  of  S.  C.  will  receive  $22,034.52. 

Upon  notification  of  donations,  this  committee, 
over  the  Chairman’s  signature,  has  sent  a form  letter 
of  acknowledgement  to  the  physician  or  other  donor, 
expressing  the  thanks  of  the  profession  (including  the 
state  association ) and  the  Medical  College  for  the 
contribution.  It  was  the  committee’s  intention  that 
these  acknowledgements,  although  stereotyped,  should 
be  individually  addressed.  Unfortunately  with  the 
massive  volume  for  December,  1962,  the  letter  shop 
handling  the  mailing  lists  neglected  to  properly  ad- 
dress these  letters  to  individuals.  However,  each 
donor  did  receive  an  acknowledgement. 

An  inquiry  concerning  the  utilization  of  past  funds 
directed  to  the  president  of  the  Medical  College  of 
S.  C.  revealed  that  the  following  disbursements  were 
made  of  available  moneys  during  the  1961-62  fiscal 
year:  ( 1 ) Salaries  of  teaching  personnel,  residents, 
and  technicians,  (2)  Travel  by  faculty  members  to 
attend  scientific  sessions  in  which  they  participated, 
and  for  technicians  and  attendants  at  training  ses- 
sions, (3)  Dormitory  supplies.  As  Dr.  Pratt-Thomas 
pointed  out,  these  are  all  institutional  expenses  vital 
to  the  operation  of  the  college  but  which  did  not 
normally  fit  into  the  regular  appropriation  budget. 

It  is  to  be  noted  that  the  total  for  this  year  is  a 
little  over  $20,000  short  of  the  $42,456.15  available 
for  the  last  fiscal  year.  However,  it  is  hoped  that  in 
the  remaining  four  months  there  will  be  further  sub- 
stantial contributions  and  that  the  donations  to  the 
Medical  College  will  be  included  in  the  dues  of 
members  which  may  as  yet  be  unpaid  or  unreported. 

A final  report  will  be  submitted  to  the  president 
of  the  society  at  the  conclusion  of  the  fiscal  year. 

Respectfully  submitted, 

George  W.  Brunson,  M.  D. 

Joel  W.  Wyman,  M.  D. 

Vince  Moseley,  M.  D. 


Committee  on  Medical  & Hospital  Contracts 

Our  Sickness  and  Disability  Insurance,  written 
through  the  Educators  Mutual  Life  Insurance  Corn- 
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pany,  and  serviced  by  Mr.  Charles  Dudley,  236  Ash- 
ley Court,  Florence,  S.  C.,  continues  to  have  a very 
satisfactory  experience.  As  you  will  recall,  our  good 
experience  during  the  last  five  years  resulted  in  a 
decreased  premium  during  the  past  year  and  an  in- 
crease in  the  maximum  insurance  available  to  $150.00 
a week. 

Our  Group  Life  Insurance  Program  did  not  attract 
a sufficient  number  of  applicants  so  that  it  could  be 
put  into  effect.  At  the  fall  meeting  of  Council  your 
Committee  recommended  that  Talbert-Stubblefield 
Insurance,  Florence,  S.  C.,  who  are  the  brokers  for 
this  insurance,  return  all  premiums  sent  in  by  appli- 
cants who  had  paid  in  advance  since  the  policies 
were  not  to  be  issued.  Talbert-Stubblefield  was  in- 
structed to  survey  the  insurance  field  in  order  to 
come  up  with  a new  group  life  insurance  which 
would  be  more  acceptable  to  our  Association. 

Our  High  Limit  Death  and  Dismemberment  Policy, 
with  Royal  Globe  Insurance  Company — John  M.  Sad- 
ler, Columbia,  S.  C.,  broker  — has  just  finished  the 
first  year  with  a good  experience.  Mr.  Sadler  is  at 
present  preparing  information  to  be  sent  to  all  doctors 
of  the  Association  bringing  them  up  to  date  on  this 
program,  and  inviting  them  to  participate. 

Office  Overhead  Expense,  written  by  North  Amer- 
ican Insurance  Company,  serviced  by  John  Cappel- 
man  Insurance  Agency,  Charleston,  S.  C.,  is  avail- 
able in  a very  attractive  policy  to  pay  office  expense 
when  the  physician  is  sick  and  disabled.  This  pre- 
mium can  be  deducted  as  a business  expense. 

Retirement  ir  Pension  Plan:  Your  Committee  has 
spent  considerable  time  studying  various  retirement 
and  pension  plans  which  would  be  beneficial  to  phy- 
sicians who  care  to  take  advantage  of  the  tax  bene- 
fits offered  in  the  recently  passed  Keogh  Bill.  So  far 
we  have  not  come  up  with  any  plan  we  felt  was 
satisfactory  enough  to  be  offered  to  the  Medical 
Association  as  a group. 

The  Committee  suggests  that  each  individual  phy- 
sician consult  with  his  tax  consultant  as  to  the  best 
set-up  for  him  as  an  individual,  so  that  when  and  if 
something  real  good  turns  up  he  will  be  able  to  take 
advantage  of  it.  As  has  been  pointed  out  before  any 
plan  that  goes  into  effect  before  the  end  of  1963,  can 
take  effect  of  the  maximum  savings. 

Two  years  ago  the  Association  accepted  the  Blue 
Cross  - Blue  Shield  Prolonged  Illness  Coverage  con- 
tract in  lieu  of  a major  medical  presented  by  a com- 
mercial insurance  company.  Many  physicians  in  the 
state  were  unable  to  qualify  for  P.  I.  C.  at  the  time 
because  when  it  went  into  effect  80%  of  a group  was 
required  to  participate  before  the  policy  could  be 
issued.  Recently,  however,  the  Blue  Cross  - Blue 
Shield  have  announced  that  any  physician  holding 
Blue  Cross  - Blue  Shield  contracts  might  apply  for 
P.  I.  C.  on  an  individual  basis  without  meeting  the 
group  requirements. 

This  committee  is  still  looking  for  a good  com- 
mercial major  medical  plan  for  those  who  do  not 


Samuel  E.  Miller,  M.  D.,  Vice  President 


have  Blue  Cross  - Blue  Shield,  or  who  would  like  to 
have  this  in  addition. 

Respectfully  submitted, 

Kenneth  G.  Lawrence,  M.  D. 

Harry  L.  Tuten,  M.  D. 

Joseph  P.  Cain,  Jr.,  M.  D.,  Climn. 


Maternal  Mortality 

In  the  State  of  South  Carolina  each  maternal  death 
is  reviewed  by  the  Maternal  Health  Committee.  This 
committee  is  appointed  annually  by  the  President  of 
the  S.  C.  Medical  Association.  It  is  composed  of  a 
chairman  who  is  nominated  by  the  S.  C.  Obstetrical 
& Gynecological  Society,  the  Director  of  the  Maternal 
and  Child  Health  Division  of  the  State  Board  of 
Health  and  six  additional  members.  The  latter  are 
chosen  from  general  practitioners  and  obstetricians 
in  the  State.  In  cooperation  with  the  Director  of 
Maternal  and  Child  Health  the  present  Committee 
has  added  an  internist,  pathologist,  and  anesthesiolo- 
gist in  order  to  improve  the  quality  of  the  Committee 
meetings  as  well  as  accomplish  a more  detailed 
analysis  of  the  maternal  deaths. 

A maternal  death  is  defined  as  the  death  of  any 
woman  who  is  pregnant  or  within  90  days  of  the 
termination  of  the  pregnancy  regardless  of  the  cause 
of  death.  Naturally,  this  will  often  include  deaths 
which  are  of  no  clinical  significance,  such  as 
traumatic  deaths  where  the  presence  of  pregnancy 
would  have  no  effect  on  the  outcome.  Should  a 
maternal  death  occur,  the  chairman  is  then  notified 
and  a questionnaire  is  sent  to  the  physician  who 
signed  the  death  certificate.  Consultants  are  often 
requested  to  send  any  information  of  value.  After 
receiving  the  available  information,  the  case  is  sum- 
marized and  presented  to  the  committee  which  meets 
on  the  average  of  every  two  months.  No  attempt  is 
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made  to  cast  blame,  or  criticize  others,  but  rather 
to  discover  what,  if  any,  preventable  factors  are  in- 
volved in  maternal  deaths  and  to  discuss  measures 
and  means  to  bring  about  the  irreducible  minimum 
of  maternal  deaths  in  South  Carolina.  After  each 
case  is  discussed,  the  Chairman  gives  the  physician 
the  findings  of  the  Committee. 

It  has  become  apparent  that  many  maternal  deaths 
are  not  being  reported.  But  far  more  often, 
when  the  information  is  received,  it  is  not  only  in- 
adequate but  totally  inaccurate.  Much  thought  has 
been  given  as  to  how  these  two  phases  of  the  Com- 
mittee function  may  be  improved.  The  most  logical 
way  is  for  members  of  this  society  who  live  in  a 
specific  area  to  inform  his  hospital  superintendent 
of  the  necessity  for  reporting  maternal  deaths.  It  is 
also  important  that  the  forms  be  readily  available  so 
that  the  data  may  be  recorded  as  soon  as  possible. 

In  the  year  1960  there  were  42  reported  maternal 
deaths.  During  that  year  there  were  59,702  live  births 
in  the  state  of  South  Carolina.  Of  the  total  34,428 
were  white  and  25,274  non-white.  By  comparison,  in 
1959  there  were  38  maternal  deaths  and  60,179  live 
births. 

Table  1 shows  the  race  distribution  of  the  deaths 
and  the  legitimacy  of  the  pregnancies: 

Race  Legit.  lllegit. 

Negro  33  23  9 

White  9 9 0 

The  overall  rate,  or  incidence  per  1,000  live  births 
was  0.73  as  compared  to  0.63  in  1959.  This  gives  an 
incidence  of  one  maternal  death  in  every  1,369  live 
births.  Of  the  total  white  live  births  there  was  a 
maternal  mortality  rate  of  0.26  or  one  maternal  death 
in  every  3,846  live  births.  Of  the  total  non-white  live 
births  the  mortality  rate  was  1.3  or  one  maternal 
death  in  every  769  colored  live  births. 

Once  again  South  Carolina,  along  with  the  other 
Southern  states,  continues  to  have  one  of  the  highest 
mortality  rates  in  the  country.  In  1959,  the  latest 
year  from  which  information  is  available,  South 
Carolina  ranked  4th  in  the  nation  as  having  the 
highest  mortality  rate — exceeded  only  by  Georgia, 
Alabama,  and  Mississippi. 


abortion.  Of  the  4 cases  of  embolism  2 were  thought 
to  be  due  to  amniotic  fluid.  Both  occurred  in  white 

Table  3 shows  the  primary  causes  of  maternal 
deaths: 


Hemorrhage  17  (40%) 

"Septicemia  7 (17%) 

Toxemia  5 ( 12%  ) 

""Acute  Renal  Failure  4 (10%) 

Embolism  4 ( 10%  ) 

Cardiac  1 (3%) 

Sickle  Cell  Disease  1 (3%) 

Undetermined  3 (7%) 


"6  Cases  Followed  Abortion. 

®"1  Case  Due  to  Pyelonephritis. 

patients,  one  in  a 38  year  old  multipara  with  an 
essentially  normal  labor.  Immediately  following  de- 
livery she  complained  of  sharp  severe  pains  in  both 
breasts,  became  dvspneic,  and  died  shortly  there- 
after. The  other  occurred  in  a 34  year  old  mulitpara 
with  a low-lying  placenta.  An  amniotomy  was  done 
and  labor  was  induced  with  oxytocin.  There  was 
satisfactory  progression  of  labor  but  2 hours  fol- 
lowing induction  the  patient  became  cyanotic 
and  respiratory  effort  stopped.  Autopsy  revealed 
amniotic  fluid  embolism.  The  single  cardiac  death 
occurred  in  a 28  year  old  colored  primagravida 
described  as  having  severe  congenital  spastic  paralysis 
along  with  a history  of  asthma.  She  underwent  a 
therapeutic  abortion  at  3 months  gestation.  Spinal 
anesthesia  could  not  be  done  due  to  the  severe  de- 
formities. During  the  operation  the  patient  became 
anoxic  and  intubation  could  not  be  performed. 
Cardiac  arrest  occurred  and  the  patient  failed  to  re- 
spond to  internal  massage.  The  death  due  to  sickle 
cell  disease  occurred  in  a 22  year  old  colored  prima- 
gravida who  developed  congestive  heart  failure  late 
in  the  third  trimester  and  died  shortly  thereafter  in 
sickle  cell  crisis.  A post-mortem  cesarean  section  was 
done  but  the  infant  was  stillborn.  Acute  renal  failure 
secondary  to  a severe  pyelonephritis  occurred  in  a 
24  year  old  colored  multipara.  She  died  approxi- 
mately 60  days  following  delivery. 

Table  4 shows  the  relationship  of  delivery  to  death: 


Table  2 shows  the  relationship  of  age  and  parity: 


Negro 

White 

Total 

Age 

13-45 

25-43 

Aver. 

28.4 

31.3 

Prim. 

6 

0 

6 

Mult. 

19 

9 

28 

Unkn. 

8 

0 

8 

42 


As  might  be  expected  hemorrhage  was  the  leading 
cause  of  death.  In  1959  toxemia  was  the  2nd  primary 
cause.  In  1960  this  position  has  been  assumed  by 
septicemia.  Of  the  7 cases  all  except  one  followed 


Abortion 

Antepartum 

Intrapartum 

Postpartum 

Unknown 


13  (31%) 
3(7%) 
1 ( 3%) 
24  (57%) 
1 ( 3%) 


The  sole  intrapartum  death  occurred  in  a 30  year 
old  colored  multipara  approximately  28  weeks  preg- 
nant. She  was  seen  by  a physician  at  the  onset  of 
labor.  Blood  pressure  then  was  recorded  as  150/100 
mm.  Hg.  and  she  was  advised  to  come  to  the  hos- 
pital. Two  hours  later  the  physician  was  notified  that 
she  was  found  dead  at  home.  The  cause  of  death  was 
undetermined  due  to  the  lack  of  information. 
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Table  5 shows  the  relationship  of  prenatal  care: 


Adequate 

Inadequate 

None 

Unknown 

Thirteen  abortions  omitted. 


7 (24%) 
9 (52%) 
6 


Prenatal  care  was  judged  to  be  adequate  if  at  least 
6 prenatal  visits  were  made. 

Table  6 shows  the  outcome  of  the  pregnancies: 

Delivered  27° 

Non-Delivered  2 

Ectopic  3 

Abortion  10 

“Stillborn  14  (2  by  post-mortem  section) 

Of  interest  are  the  two  post-mortem  cesarean  sec- 
tions. One  was  done  in  the  previously  mentioned 
sickle  cell  death.  The  other  occurred  in  a 45  year  old 
colored  multipara,  7 months  gestation,  who  was  found 
at  home  in  a semi-comatose  condition.  BP  was 
120/100.  She  was  hospitalized  and  thought  to  have 
subarachnoid  hemorrhage.  This  was  later  confirmed 
by  a lumbar  puncture.  Nine  days  following  admission 
she  expired.  A post-mortem  section  produced  a 4 lb., 
14  oz.  infant  which  died  some  24  hours  following 
delivery. 

Table  7 shows  the  number  of  consultations  and 
autopsies: 


Yes 

No 

Unknown 

Consultation 

24  (57%) 

9 

9 

Autopsy 

12  (28%) 

23 

7 

Table  8 gives  a breakdown  of  the  causes  of  hemor- 
rhage. In  17  cases  this  was  primary  and  contributory 
in  6. 


Abruptio  Placentae  5 

Postpartum  Atony  5 

Abortion  4 

Ruptured  uterus  4 

Cerebral  2 

Ectopic  2 

Placenta  Previa  1 


Table  9 shows  the  types  of  toxemic  patients.  Tox- 
emia was  present  in  15  cases,  the  primary  cause  of 
death  in  5. 


Eclampsia  5 ( 12%  ) 

Pre-Eclampsia  7 (17%) 

Hypertensive  Vascular  Disease  2 ( 4.5%  ) 
Pyelonephritis  1 

Table  10  shows  the  relationship  to  preventability: 

Preventable  20  ( 47%  ) 

Doctor  5 

Patient-Family  14 
Midwife  1 

Non-Preventable  18  (43%) 

Unclassified  4 ( 10%  ) 


George  I).  Johnson,  M.  D.,  Delegate  to  AMA 


Preventability  was  assigned  in  the  light  of  ideal 
circumstances;  thus  a fair  number  of  these  cases  were 
judged  preventable,  but  with  full  realization  that  the 
physician  was  sometimes  working  under  severe  hard- 
ships. 

Over  the  years  there  has  been  a marked  reduction 
in  the  maternal  mortality  rate,  notably  since  the  ad- 
vent of  antibiotics  and  availability  of  blood.  However, 
it  is  quite  obvious  that  a fair  number  of  the  deaths 
are  preventable.  Although,  in  the  majority  of  in- 
stances, tlie  patient,  through  ignorance  or  indifference 
must  “bear  the  cross,”  the  physician  either  by 
negligence  or  lack  of  judgement  remains  as  a sig- 
nificant factor.  Only  through  some  effort  on  the  phy- 
sician’s jrart  toward  patient  education  and  a showing 
of  interest  in  the  Committee’s  program  shall  we  re- 
move South  Carolina  from  the  unenviable  position  as 
a national  leader  in  maternal  deaths. 

E.  J.  Dennis,  M.  D. 


Committee  on  Insurance  Underwriters 

This  is  the  report  of  a special  study  committee 
appointed  by  President  James  H.  Gressette  to  com- 
municate with  the  South  Carolina  Insurance  Under- 
writers Association  and  invite  action  toward  standard- 
ization of  insurance  forms  and  study  a plan  known 
as  the  “individual  responsibility  plan”  which  origin- 
ated in  the  Los  Angeles  County  Medical  Association. 

This  committee,  starting  from  scratch,  wrote  the 
American  Medical  Association  and  the  Los  Angeles 
County  Medical  Association.  It  then  inquired  of 
many  insurance  agents,  trying  to  find  the  address 
of  the  South  Carolina  Insurance  Association.  No 
agent  seemed  to  know  of  this  association.  Finally  an 
address  was  obtained  and  after  writing  many  letters 
over  a period  of  many  months  to  five  different  states, 
it  was  finally  established  that  there  is  a National 
Health  Insurance  Council  and  that  this  Council  has 
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worked  closely  with  the  AMA  to  standardize  health 
insurance  and  hospital  benefits.  In  fact,  this  council 
has  established  committees  in  almost  every  state  to 
work  with  doctors  and  hospitals.  In  the  state  of  South 
Carolina  the  Chairman  of  the  committee  is  Mr. 
George  H.  Hipp,  Liberty  Life  Insurance  Co.,  Box 
789,  Greenville,  S.  C.  The  Chairman  of  your  Special 
Study  Committee  spent  an  afternoon  at  Greenville  in 
the  office  of  Mr.  Hipp  and  Dr.  W.  B.  Mills,  Chair- 
man of  the  S.  C.  Health  Insurance  Council  Medical 
Relations  Committee,  going  over  insurance  plans. 

The  following  information  is  presented  in  this  re- 
port. If  you  wish  to  pursue  the  matter  further,  you 
are  directed  to  the  Annual  Report  of  the  Council  on 
Medical  Service  which  was  presented  in  the  October 
27,  1962  issue  of  the  JAMA.  A portion  related  to 
simplify  claim  forms  begins  on  page  441.  The  Health 
Council  and  the  AMA  have  worked  out  several 
simplified  health  blanks,  one  for  individual  patients 
and  one  for  group  patients.  Each  of  these  blanks 
should  be  used  either  by  physicians  or  by  surgeons. 
There  is  also  a short  form  for  contingent  disability. 
Also,  there  is  a special  hospital  blank  used  by  several 
large  hospitals  in  South  Carolina.  The  blank  that 
this  committee  recommends  for  your  use  is  called 
“Attending  Physician’s  Statement,  COMB-1’’.  This  is 
a combination  of  all  the  blanks  and  can  be  used  by 
any  office.  At  first  glance  the  blank  looks  rather  long 
but  if  you  will  study  it  a second,  most  of  the  spaces 
do  not  apply  to  every  patient  and  it  is  necessary  to 
fill  out  only  that  part  that  applies  to  your  specific 
case.  The  committee  recommends  that  you  and  your 
secretarv  become  familiar  with  this  blank.  It  is 
spaced  for  typewriter  use  and  there  are  marks  at  the 
top  for  tabulator  use.  If  in  making  your  patient’s 
record,  you  include  information  such  as  patient’s 
name,  address,  age,  nature  of  illness,  etc.  in  order 
that  your  secretary  will  have  no  problem  in  filling 
out  this  blank  from  your  records  on  each  patient.  All 
you  will  have  to  do  is  sign  the  blank.  On  the  reverse 
side  of  this  blank  is  an  authorization  for  the  patient 
to  sign  so  the  check  can  come  made  out  to  you.  If, 
in  the  future  you  receive  any  health  claim  from  any 
insurance  company,  all  you  have  to  do  is  have  your 
secretary  fill  out  one  of  these  combined  blanks  and 
staple  it  to  the  blank  received  from  the  insurance 
company  and  mail  it  in.  It  is  not  necessary  for  the 
information  to  be  in  your  handwriting.  Most  of  the 
medical  benefits  from  such  health  insurance  go  for 
surgical  procedures  unless  the  policy  pays  for  medi- 
cal practice.  It  is  not  necessary  for  the  medical  doctor 
to  sign  a blank,  only  the  hospital  bill  and  report  is 
necessary.  However,  unless  you  are  familiar  with  the 
policy,  it  will  pay  most  medical  doctors  to  fill  out  a 
short  blank  to  be  sent  in  since  there  is  a possibility 
some  type  of  payment  may  be  made. 

Concerning  the  individual  responsibility  plan,  your 
committee  received  a great  deal  of  information  from 
the  Los  Angeles  County  Medical  Association.  The 
plan  is  simply  this:  The  physician  presents  a bill  to 
his  patient  including  the  patient’s  name,  age,  reason 


for  visit,  diagnosis,  date  of  visit,  treatment  and 
charge.  Patient  is  responsible  for  presenting  this  claim 
to  his  insurance  company  or  welfare  agency  such  as 
MAA.  The  insurance  company’s  responsibility  is  to 
settle  with  the  patient  and  it  is  then  the  patient’s 
responsibility  to  pay  the  doctor.  By  handling  his  own 
claim  and  paying  his  own  bill,  the  patient  gains  a 
new  feeling  of  responsibility  not  offered  at  present  in 
government  programs.  There  is  a place  on  the  doc- 
tor’s report  for  the  patient  to  sign,  authorizing  the 
check  to  be  made  out  both  in  his  name  and  the  doc- 
tor’s name,  thereby  guaranteeing  the  patient  cannot 
collect  and  keep  the  money. 

The  plan  sounds  good  on  paper  and  has  been 
started  in  the  San  Fernando  Valley  District  of  Los 
Angeles  County  Medical  Association.  However,  a 
good  deal  of  preparation  was  necessary  and  your 
committee  has  four  separate  sheets  of  paper  explain- 
ing the  plan  that  each  doctor’s  office  had  to  study 
and  hand  out  to  patients  a great  many  months  in  ad- 
vance so  that  on  November  21,  1961  every  doctor  in 
this  district  started  the  plan  on  that  date.  It  is  the 
committee’s  feeling  that  it  would  require  a paid 
executive  secretary  in  each  county  of  South  Carolina 
to  establish  this  plan. 

The  committee  feels  that  the  principle  of  this  plan 
could  be  set  in  motion  with  blanks  already  available. 
If  your  office  becomes  familiar  with  COMB-1  blank 
as  given  above,  and  your  record  includes  the  neces- 
sary information  on  each  patient,  your  secretarv 
could  give  this  report,  after  the  authorization  is 
signed,  to  the  patient  and  let  him  be  responsible  for 
sending  it  to  his  welfare  agency  or  his  insurance 
company  and  let  the  check,  made  out  in  both  names, 
be  mailed  to  him  and  in  turn  be  brought  to  your 
office. 

Your  committee  feels  that  first,  the  doctors  in 
South  Carolina  should  become  familiar  with  the 
combined  insurance  blank  now  available,  set  their 
office  records  in  line  with  this  blank,  use  it  in  place 
of  all  other  blanks  mailed  to  your  office  by  any  in- 
surance company  and  after  this  plan  has  become 
well  established,  your  committee  feels  that  some 
effort  could  be  made  to  work  out  with  the  patient 
an  individual  responsibility  plan  whereas  he  presents 
this  report  to  his  own  insurance  company.  The  health 
insurance  council  has  an  exhibit  explaining  all  of 
these  blanks  and  their  use.  Dr.  Mills,  Chairman  of 
the  South  Carolina  Medical  Relations  Committee  of 
the  Health  Insurance  Council,  has  arranged  with 
New  York  to  present  this  exhibit  at  the  next  state 
meeting  and  your  committee  will  make  an  attempt 
to  have  this  educational  exhibit  at  the  next  meeting 
in  May. 

The  question  of  the  standardization  of  all  blanks 
for  life  insurance  examination  was  taken  up  with 
Mr.  Hipp  and  Dr.  Mills.  Your  committee  finds  that 
a great  deal  of  work  has  already  been  done  in  this 
relation  and  in  the  not  too  distant  future,  the  Health 
Insurance  Council  will  work  out  some  type  of  stand- 
ard form  for  life  insurance  examination.  Your  corn- 
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mittee  feels  that  it  is  important  to  stress  the  sick  and 
accident  benefit  standardization  blanks  at  present  and 
after  this  has  been  established,  to  then  try  to  work 
out  a standardization  of  life  insurance  forms. 

R.  K.  O'Cain,  M.  D.  William  T.  Hendrix, 

Sol  Neidich,  M.  D.  M.  D.,  Chairman 

W.  G.  Baroodv,  M.  D. 

Committee  on  Historical  Medicine 

The  chief  activity  of  the  Committee  during  the 
year  has  been  the  pursuit  of  the  matter  of  publica- 
tion of  the  first  volume  of  the  History  of  Medicine 
in  South  Carolina.  This  has  been  completed  by  the 
Chairman,  and  is  now  in  the  hands  of  the  printer 
and  should  appear  within  the  next  few  months. 

According  to  a decision  of  Council,  the  member- 
ship of  the  Association  was  circulated  and  notice  was 
published  in  the  Journal  that  only  such  members  as 
applied  for  a copy  of  this  history  would  receive  it. 
There  will  be  no  charge  to  those  who  made  applica- 
tion when  this  announcement  was  published.  It  may 
be  assumed  that  the  book  will  be  available  for  pur- 
chase at  a special  rate  to  members  who  have  pro- 
crastinated and  suddenly  wake  up  to  find  themselves 
about  to  miss  the  ownership  of  this  momentous  vol- 
ume. 

It  may  be  recalled  that  this  first  volume  covers  the 
period  only  up  to  1825,  and  that  it  is  the  purpose  to 
continue  the  story  into  the  second  volume  reaching 
to  the  very  recent  past.  For  this  reason  the  Com- 
mittee again  requests  that  Council  set  aside  the  sum 
of  $500  for  future  publication  of  the  second  volume. 
The  money  which  has  been  appropriated  by  Council 
in  the  past  will  be  adequate  for  the  publication  of 
Volume  I. 

J.  I.  Waring,  M.  D.,  Thomas  A.  Pitts,  M.  D. 

Chairman  James  R.  Young,  M.  D. 

R.  M.  Pollitzer,  M.  D.  John  B.  Rembert,  M.  D. 


Report  of  The  Medical  Advisory  Committee 
To  The  Crippled  Children’s  Society  of  South 
Carolina 

This  Committee  has  maintained  close  liaison  with 
the  activities  of  the  Crippled  Children’s  Society  for 
the  past  year.  An  annual  meeting  was  held  about  the 
time  of  our  last  Annual  Convention,  and  another  one 
is  scheduled  for  the  time  of  this  current  Convention. 

During  the  year  the  Society  has  adopted  a program 
of  action  aimed  at  removing  architectural  barriers  in 
public  buildings  to  facilitate  use  by  handicapped 
people.  It  is  assumed  that  legislation  will  be  intro- 
duced this  year,  and  perhaps  by  now  it  will  have 
been  considered.  The  Committee  considers  the  effort 
a very  worthy  one  and  endorses  the  enactment. 

The  Committee  wishes  to  give  recognition  to  the 
excellent  work  which  the  Crippled  Children’s  Society 
carries  out. 

J.  I.  Waring,  Nl.  D.,  Chairman 


Committee  on  Industrial  Medicine 

The  Committee  on  Industrial  Medicine  respect- 


fully submits  this  report  of  its  recommendations  for 

Council  consideration  and  appropriate  action: 

1.  Insurance  carriers  and  South  Carolina  Compensa- 
tion Commission  be  requested  to  delete  the  word 
“Disability”  from  medical  report  forms  for  com- 
pensable injuries  and  substitute  in  its  place  the 
word  “Impairment,”  so  physicians  completing  such 
forms  could  thus  report  factually  that  aspect  of  a 
disability  which  is  strictly  medical  in  nature,  “the 
degree  of  physical  impairment.”  Those  socio- 
economic factors  added  to  physical  impairment 
would  then  be  considered  by  those  persons  better 
qualified  to  determine  these  nonmedical  matters, 
which  combination  then  is  “Disability.” 

2.  It  be  recommended  that  the  South  Carolina  Com- 
pensation Commission  adopt  a panel  of  impartial 
specialists  to  set  the  degree  of  impairment  in  all 
cases  involving  functional  or  physical  impairment. 

3.  The  Quarterly  Newsletter  reminds  South  Carolina 
physicians  who  might  have  an  interest  in  In- 
dustrial Medicine  that  the  AMA  Council  on  Oc- 
cupational Medicine  has  some  40  odd  publications 
covering  most  aspects  of  this  field,  and  in  addition, 
several  movies  on  the  subject. 

4.  That  County  Medical  Societies  be  encouraged  to 
incorporate  programs  of  indoctrination  and  follow 
up  information  on  Industrial  Medicine,  in  that  our 
state  is  getting  more  and  more  industry  which 
should  affect  approximately  70%  of  South  Caro- 
lina physicians  directly  or  indirectly  eventually. 
The  AMA  Council  on  Occupational  Medicine  and 
the  South  Carolina  Industrial  Medical  Association 
functions  should  also  carry  wide  distribution  so 
all  interested  may  attend. 

5.  That  all  County  Medical  Societies  be  canvassed  by 
the  office  of  the  Executive  Secretary  of  the  state 
Medical  Association  requesting  the  names  of  phy- 
sicians interested  in  either  part  time  or  full  time 
Industrial  Medicine,  that  such  tabulation  be  re- 
vised at  least  every  two  years  and  be  maintained 
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at  this  office  where  any  new  industry  coming  into 
the  state  can  seek  assistance  at  one  central  location 
for  locating  medical  personnel. 

6.  That  membership  of  this  Committee  be  staggered 
so  that  its  members  will  have  more  than  a one 
year  tenure  and  overlap  so  the  majority  of  the 
members  have  Committee  experience  (i.e.,  initial 
appointment  of  4-3-2- 1 year  then  each  new  ap- 
pointment be  for  4 years). 

George  A.  Poda,  M.  D.,  Chairman 


Liaison  Committee 

Doctor  Brabham,  Chairman  of  the  Committee,  and 
committee  members  met  with  Dr.  Arthur  B.  Bivers, 
State  Director  of  the  South  Carolina  Department  of 
Public  Welfare,  and  several  of  his  staff  members  at 
3:00  P.  \1.,  Tuesday,  February  12,  1963,  in  the  Con- 
ference Room  of  the  State  Department  of  Public 
Welfare,  Wade  Hampton  Office  Building,  Columbia, 
South  Carolina. 

Doctor  Rivers  expressed  appreciation  for  the  co- 
operation of  the  medical  profession  in  administering 
the  Medical  Care  Programs  of  the  Department  of 


under  65  and/or  minor  children)  has  been  raised 
in  a few  instances.  However,  our  present  policy 
does  not  permit  this  consideration. 

The  majority  of  out-patient  clinic  services  have 
been  provided  through  the  Out-Patient  Clinics 
of  hospitals  in  Charleston,  Greenville,  Spartan- 
burg, and  Richland  Counties. 

Medical  Care  Policies  for  Public  Assistance  and  MAA 
Hospitals  now  notify  the  County  Department  of 
Public  Welfare  within  72  hours  of  patient’s  admit- 
tance. This  can  be  done  by  telephone,  and  the  DPW- 
75  sent  as  soon  as  the  physician  has  signed  it.  The 
agency  recognizes  extenuating  circumstances  which 
may  cause  delay  in  notification  beyond  72  hours. 

Cancer  referrals  have  presented  some  problem. 
Our  Department  and  the  State  Board  of  Health  Can- 
cer Control  Program  are  working  out  a cooperation 
agreement  which  we  hope  will  provide  better  ser- 
vice. Our  agency  has  always  accepted  the  terminally 
ill  patient  with  a malignancy  and  will  continue  to, 
since  they  are  not  eligible  for  hospital  care  under 
the  Cancer  Program.  Those  patients  who  are  diag- 
nosed as  probable,  suspected,  or  possible  cancer  on 


TOTAL  MEDICAL  CARE  FOR  PUBLIC  ASSISTANCE  AND  MEDICAL  ASSISTANCE 
TO  THE  AGING  — $3,152,904.78 
Public  Assistance  Recipients 


No.  of 

No.  of 

Average 

Pts. 

Days 

Amount 

Stay 

In-Patient  Hosp. 

10,533 

113,684 

$2,180,639.06 

10.8  days 

Nursing  Home  Care 

802 

21,010 

101,062.81 

26.3  days 

TOTAL 

11,335 

134,694 

$2,281,701.87 

Medical  Assistance  to  the  Aging 

No.  of 

No.  of 

Average 

Pts. 

Days 

Amount 

Stay 

In-Patient  Hosp. 

3,465 

42,435 

$ 830,610.00 

12.2  days 

Out-Patient  Services 

2,245 

17,336.00 

Nursing  Home  Care 

221 

5,727 

23,256.87 

25.9  days 

TOTAL 

5,931 

48,162 

$ 871,202.91 

GRAND  TOTAL 

17,266 

182,856 

$3,152,904.78 

Public  Welfare,  and  gave  the  following  report  of 
activities  for  the  fiscal  year,  1962: 

The  Medical  Assistance  to  the  Aging  Program  was 
discussed  by  Doctor  Rivers  from  the  standpoint  of 
agency  policy: 

In  July,  1962,  income  limitations  were:  $1200.00 
for  a single  person,  and  $2000.00  for  a man  and 
wife.  Recently,  the  State  Board  of  Public  Wel- 
fare increased  these  limits  to  $1300.00  and 
$2100.00  respectively. 

Clients  may  have  hospital  insurance  which  is 
collected  by  the  hospital  and  refunded  to  the 
agency.  This  provides  additional  days  of  hos- 
pital care  for  the  patient  depending  on  the 
amount  paid  divided  by  the  hospital’s  per- 
diem  rate. 

The  question  of  eligibility  for  a man  over  65 
by  allocation  of  income  to  his  dependents  (wife 


admittance  to  the  hospital  have  presented  a prob- 
lem. We  are  planning  to  pay  for  hospitalization  for 
these  cases  until  they  can  be  accepted  by  the  Cancer 
Clinic  if  determined  malignant.  Arrangements  are 
being  worked  out  for  Cancer  Clinics  to  notify  Wel- 
fare Departments  when  they  accept  patients  and 
again  when  the  condition  is  terminal. 

Response  from  the  committee  indicated  this  would 
be  very  helpful  in  providing  medical  services  to  the 
persons  suffering  from  a malignancy. 

Some  hospitals  and  physicians  have  raised  ques- 
tions regarding  the  necessity  for  the  physician’s  sig- 
nature on  medical  forms.  Dr.  Rivers  explained  that 
we  could  not  administer  the  medical  programs  except 
under  the  direction  of  the  medical  profession,  and 
we  are  required  to  have  the  patient’s  physician’s  sig- 
nature. 

The  agency  can  provide  hospital  care  to  MAA  re- 
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cipients  having  a diagnosis  of  tuberculosis  or  psycho- 
sis for  a period  of  42  days  only  ( 40  days  in  one  fiscal 
year  with  2 in  another).  This  is  for  a lifetime. 

Doctor  Rivers  explained  the  new  nursing  home 
program  for  chronically  ill  recipients  of  OAA,  TPD, 
and  ANB.  This  program  was  inaugurated  February 
1,  1963.  The  nursing  home  may  charge  $150.00.  Any 
cash  the  patient  has  will  be  applied  to  the  nursing 
home  fee  with  the  agency  paying  the  difference,  but 
not  to  exceed  $125.00.  Thus,  in  some  cases,  the  home 
will  receive  the  full  $150.00,  while  in  others,  they 
will  receive  only  $125.00.  Our  policy  no  longer  re- 
quires nursing  homes  to  provide  prescription  drugs 
or  physicians’  fees.  The  patient’s  family  may  take 
care  of  these  costs  directly  with  the  druggists  or  phy- 
sicians. In  this  program,  the  patient  can  enter  the 
nursing  home  without  having  been  in  the  hospital. 

In  providing  nursing  home  care,  we  have  asked 
the  State  Board  of  Health  to  classify  nursing  homes 
for  standards  of  care,  so  that  we  may  pay  a higher 
rate  for  skilled  nursing  homes,  etc. 

Some  discussion  followed  as  to  service  provided 
by  some  homes  such  as  a private  home  in  Summer- 
ville. Some  homes  are  not  nursing  homes,  but  con- 
gregate care  and  are  not  licensed  as  nursing  homes. 
Homes  having  a person  living  there  who  needs  con- 
tinuous nursing  care  and  not  licensed  by  the  State 
Board  of  Health  would  be  in  violation  of  the  law 
which  requires  that  they  be  licensed. 

Some  discussion  of  services  for  the  visually  handi- 
capped pointed  up  the  need  for  better  planning  in 
getting  the  agency’s  clients  to  the  ophthalmologists. 

The  possibility  of  broadening  our  Medical  Care 
Program  to  include  Home  Health  Aid  Services  was 
mentioned  by  Doctor  Rivers.  The  group  concurred  in 
thinking  this  could  enable  the  patient  to  remain  at 
home  rather  than  having  to  go  to  a nursing  home.  It 
could  also  prevent  some  hospitalization.  Such  a pro- 
gram could  include  homemaker  service  and  nursing 
service  on  a contractual  basis.  Spartanburg  has  a 
Visiting  Nurse  Association  which  could  be  a re- 
source in  a program  of  this  kind. 

The  committee  suggested  it  would  be  helpful  if 
all  county  medical  associations  could  have  a copy  of 
the  Medical  Assistance  to  the  Aging  Plan  and  poli- 
cies. It  was  agreed  that  the  agency  would  supply  this 
material. 

Doctor  Rivers  feels  that  the  Kerr-Mills  Program 
will  continue  despite  Social  Security.  South  Carolina 
makes  funds  available  to  carry  the  Medical  Care 
Program  for  the  indigent,  as  well  as  for  the  aged, 
under  the  Kerr-Mills  plan.  Of  this  amount,  approxi- 
mately $476,000.00  was  made  available  by  South 
Carolina  under  the  Kerr-Mills  Act. 

Respectfully  submitted, 

V.  Wells  Brabham,  Chairman 


Committee  on  Occupational  Health 

The  Committee  on  Occupational  Health  got  off  to 
a slow  start  this  year.  Mainly,  this  was  so  because 
there  apparently  had  been  no  format  to  follow,  and 


Dale  Groom,  M.  1).,  Chrrn.,  Program  Committee 

until  I attended  the  meeting  of  the  Southeastern 
Chairmen  with  the  AMA  Council  on  Occupational 
Health  in  Birmingham,  Alabama  on  February  24, 
1963,  I frankly  had  no  idea  of  what  the  Committee 
should  do.  Attempts  at  learning  via  correspondence 
really  brought  nil. 

The  Committee  has  not  been  entirely  dormant, 
however.  Dr.  James  Hughes  of  Lancaster  represented 
the  State  at  a meeting  in  Boston  with  the  Council  in 
1962,  which  was  briefly  reviewed  at  Birmingham 
along  with  other  regional  meetings. 

The  meeting  in  Birmingham  brought  out  several 
interesting  points  with  reference  to  Industrial  or 
Occupational  medicine.  Approximately  70%  of  all 
physicians  have  something  to  do  with  man  and  his 
job,  it  was  pointed  out;  for  this  reason  it  behooves 
all  of  us  to  learn  something  about  the  other  man’s 
problems  and  learn  in  general  the  workings  of  In- 
dustrial Medicine  especially  as  it  affects  the  part- 
time  industrial  practitioner,  the  consultant  or  as  a 
matter  of  fact  how  it  interweaves  with  the  family 
doctor  and  his  handling  of  the  person  who  has  suf- 
fered a job  injury.  At  all  levels,  it  would  be  ad- 
vantageous to  do  some  teaching  of  the  principals  of 
Industrial  Medicine — from  the  Medical  School  on 
through  internship  and  then  to  the  local  medical 
societies.  A better  understanding  brings  about  better 
patient  care.  The  AMA  Council  will  shortly  have 
available  an  outline  for  doctors  who  do  industrial 
work  to  use  for  presentation  to  the  County  Medical 
Societies:  a uniform  presentation,  but  flexible  enough 
to  incorporate  the  varying  laws  and  statutes  of  each 
state.  There  are  many  publications  available  through 
the  Council  on  Occupational  Medicine  of  the  AMA, 
as  well  as  several  movies  to  help  the  various  groups 
to  get  information.  Requests  to  the  Council,  535  N. 
Dearborn  Street,  will  get  this  information  to  those 
wishing  it.  They  will  also  have  available  suggested 
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curricula  for  Medical  Schools  who  request  it,  feeling 
that  to  arbitrarily  send  it  may  meet  with  honest  re- 
sentment. It  was  brought  out  that  since  states  vary 
so  much  in  laws,  etc.,  it  was  at  the  State  Medical 
Society  level  that  projected  changes  were  best 
handled.  The  matter  of  rehabilitation  rather  than 
indemnification  was  brought  up  and  discussed  at 
length  as  a topic  for  consideration.  Employment  of 
the  handicapped  provoked  much  discussion,  as  the 
way  laws  are  currently  written,  employers  who  do 
employ  handicapped,  are  penalized  to  the  full  extent 
should  such  employee  sustain  an  injury,  either  by 
direct  association  or  as  an  “aggravation  of  a pre- 
existing condition.”  Tennessee  has  attempted  to  cir- 
cumvent this  by  the  practice  of  employees  signing  a 
waiver  for  such  conditions,  especially  coronaries — 
this  has  not  been  tried  in  the  courts,  however  to  prove 
its  constitutionality.  Some  states  have  a review  board 
associated  with  the  Compensation  Board,  which  ex- 
amines persons  having  known  handicaps  and  sets  a 
maximum  percentage  of  liability  an  employer  must 
assume  if  hiring  that  person.  In  this  manner,  more 
handicapped  can  be  employed,  thus  both  industry 
and  the  handicapped  worker  benefit. 

Some  interesting  questions,  loaded  with  dynamite, 
reallv  could  bear  some  looking  into  for  the  over-all 
benefit  of  the  state’s  industrial  growth  program. 

1 ) Those  industries  employing  an  in-plant  medical 
staff  now  find  themselves  loaded  with  a com- 
pensable liability  should  one  of  their  employees 
request  help  for  a personal  condition,  receive  a 
drug,  and  turn  out  to  be  sensitive  or  allergic  to 
said  drug.  However,  if  the  same  drug  were  sug- 
gested bv  his  friends,  druggist  or  even  family  phy- 
sician, no  liability  is  incurred.  Thus  industry  is 
penalized  for  helping  the  employee  avoid  need- 
less suffering,  etc.,  until  seen  by  the  personal  phy- 
sician. This  discourages  close  medical  supervision 
of  employees  and  their  working  environment. 

2)  Many  industries  are  pushed  into  vaccination  or 
shot  programs  for  their  employees.  Discounting 


the  usual  differences  of  opinion  as  to  whether 
such  programs  should  be  enacted  ( one  school 
says  this  belongs  to  the  family  physician — many 
of  those  in  industry  know  these  programs  are 
helpful  to  the  employee,  his  family  whom  he 
takes  to  the  family  doctor  for  their  shots,  and 
thus  the  family  doctor,  who  now  gets  these  shot 
fees  which  he  might  never  have  gotten  if  the 
breadwinner  was  not  inoculated),  the  fact  remains 
that  most  of  these  programs  are  voluntary,  yet 
should  a person  get  a reaction  to  these  biologicals, 
or  should  a sterile  abscess  form,  it  then  becomes 
a compensable  liability  to  the  employer,  again 
penalizing  him  and  discouraging  the  philosophy 
of  “the  greatest  good  for  the  greatest  number,” 
which  philosophy  was  the  cornerstone  of  our 
South  Carolina  Compensation  Laws. 

These  are  but  a few  items  that  bear  scrutiny  by 
the  medical  profession  if  it  is  to  really  carry  out  its 
functions  in  helping  our  humanity.  I do  not  feel  our 
Medical  Societies  should  look  to  one  side  of  any 
picture  where  humans  are  concerned,  but  should 
take  a fair  and  impartial  look  at  both,  the  problems 
of  the  employee  and  the  employer,  as  what  hurts  one 
eventually  hurts  the  other.  I do  not  anticipate  any 
sweeping  reforms,  these  do  not  usually  work  too  well, 
but  rather  I do  hope  our  Society  can  take  a long 
careful  look  at  these  and  allied  problems  and  recom- 
mend to  the  proper  circles  our  feelings,  so  everyone 
benefits. 

George  A.  Poda,  M.  D. 

P.S. 

To  cover  another  topic  of  general  interest  to  com- 
mittees in  general,  I would  like  to  suggest  that  an 
agenda  be  available  somewhere  within  the  Associa- 
tion which  covers  the  general  duties  or  functions  of 
the  various  committees  so  persons  appointed  to  them 
will  have  some  idea  of  what  is  expected  of  them  and 
not  waste  most  of  the  year  finding  out  what  to  do. 
Something  on  the  order  of  a “Job  Description”  is 
what  I have  in  mind. 


Report  of  the  Benevolence  Fund 

During  the  year  1962-63,  three  deserving  bene- 
ficiaries have  been  assisted  by  the  Fund.  One  re- 
ceived $225,  one  $900,  and  one  $500.  All  of  these 
recipients  are  now  deceased,  and  there  is  no  current 
beneficiary.  One  elderly  physician  in  severe  financial 
difficulties  is  under  consideration  as  a prospect  for 
help.  The  effort  of  the  Committee  has  been  to  render 
assistance  where  it  is  needed  and  sometimes  to  sup- 
plement other  funds. 

The  following  is  the  financial  statement  of  the 
activities  during  the  past  year.  It  should  be  noted 
that  the  contributions  of  state  and  local  auxiliaries 
have  been  of  material  assistance  in  carrying  out  the 


provisions  of  the  Fund. 

It  is  believed  that  the  Fund  should  be  constantly 
built  up,  since  there  is  no  way  to  predict  future  calls. 
Records  are  available  in  the  office  of  the  Executive 
Secretary  of  the  Association  and  may  be  inspected 
by  any  member.  A file  on  the  development  of  the 
Fund  is  also  kept  in  the  Executive  Office. 

The  term  of  the  Chairman  of  the  Board  of  the 
Fund  will  expire  this  year.  It  is  planned  that  he  will 
make  an  additional  report  at  the  Annual  Meeting. 

Respectfully  submitted, 

W.  Atmar  Smith,  M.  D. 

T.  G.  Goldsmith,  M.  D. 

Charles  J.  Lemmone,  Jr.,  M.  D. 
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BALANCE  ON  HAND  — 

JANUARY  1,  1962 

Receipts 

$915.00 

October  18,  1961 

Appropriated  by  Association 

$1,000.00 

February  2,  1962 

Barnwell  County  Medical  Society 

50.00 

Anderson  County  Auxiliary 

50.00 

March  21,  1962 

Oconee  County  Auxiliary 

5.00 

March  21,  1962 

Pee  Dee  Auxiliary 

25.00 

March  26,  1962 

Greenville  Auxiliary  ( Wavs  & Means ) 

100.00 

March  27,  1962 

Greenwood- Abbeville  Auxiliary 

35.00 

March  29,  1962 

Charleston  Auxiliary  (J.  T.  Cuttino) 

75.00 

April  2,  1962 

Columbia  Auxiliary 

50.00 

April  9,  1962 

Newberry  Auxiliary 

5.00 

April  26,  1962 

Spartanburg  Auxiliary 

20.00 

April  26,  1962 

Charleston  Auxiliary 

100.00 

May  15,  1962 

Sumter  Auxiliary 

10.00 

Total  Receipts 

Disbursements 

$1,525.00 

$2,440.00 

Recipient  A 

$ 225.00 

Recipient  B 

900.00 

Recipient  C 

500.00 

Total  Disbursements 

$1,625.00 

BALANCE  ON  HAND  — 

DECEMBER  31,  1962 

$ 815.00 

Annual  Report  of  the  Executive  Committee 
of  The  South  Carolina  State  Board  of  Health 
Submitted  By 

W.  R.  Wallace,  M.  D.,  Chairman 
(For  Calendar  Year  1962) 

Disease  Control 

Venereal  Disease 

The  war  against  disease  never  ends.  The  reward  of 
a victory  is  the  chance  to  fight  another  battle.  The 
elimination  of  one  health  hazard  simply  clears  the 
way  for  attack  upon  another.  These  are  truths  drama- 
tized in  the  annual  report  of  the  State  Board  of  Health 
for  the  calendar  year  1962. 

For  example,  while  poliomyelitis,  diphtheria,  men- 
ingitis, typhoid  fever  and  rabies  were  being  reduced 
almost  to  the  vanishing  point,  venereal  diseases  were 
making  a startling  comeback,  with  reported  cases 
out-numbering  all  other  reported  communicable  dis- 
eases combined. 

In  1962  a total  of  12,886  cases  of  venereal  dis- 
eases were  reported  as  against  a total  of  9,304  of  all 
other  communicable  diseases.  Over  800  new  cases 
occurred  (primary  and  secondary  syphilis)  in  1962 
compared  to  644  in  1961.  Approximately  40%  of 
these  were  among  the  age  group  13-19  years.  Gonor- 
rhea was  reported  with  about  the  same  frequency  as 
heretofore,  there  being  10,429  cases  reported  for 
1962. 

During  the  1962  session  of  the  General  Assembly 
two  bills  were  passed  for  the  control  of  venereal  dis- 
eases, serving  first  as  a protection  to  the  physician 
and  laboratory  concerned;  and  second,  to  provide  the 
State  Board  of  Health  with  more  complete  informa- 
tion to  the  extent  that  the  venereal  diseases,  particu- 
larly syphilis,  might  be  brought  under  greater  con- 
trol. 


The  considerably  accelerated  educational  program 
of  the  State  Board  of  Health  included  the  com- 
pletion of  a venereal  disease  program  among  Na- 
tional Guard  Units  in  the  State.  Comparable  programs 
of  education  have  been  conducted  in  many  high 
schools  over  the  State  and  among  adult  groups 
through  the  use  of  appropriate  films,  lectures,  litera- 
ture, etc.  A new  motion  picture  film  entitled  “Identi- 
fication of  Early  Syphilis”  has  been  presented  to 
medical  societies,  hospital  staffs,  nursing  groups,  and 
other  interested  groups.  During  the  year  the  Ven- 
ereal Disease  Field  Staff  made  approximately  1200 
visits  to  private  physicians  for  the  purpose  of  better 
acquainting  them  with  the  services  available  to  them 
through  the  Venereal  Disease  Control  Section  of  the 
State  Board  of  Health. 

Caitcer 

We  estimate  that  at  the  present  time  approximately 
75%  of  the  new  cancer  cases  are  being  reported  to 
the  State  Board  of  Health.  Last  year  3400  new  can- 
cer cases  were  reported.  Our  estimated  incidence  is 
that  4500  persons  in  South  Carolina  developed  can- 
cer last  year.  Cancer  control  activities  of  the  State 
Board  of  Health,  including  early  diagnosis,  prompt 
treatment  and  follow-up  of  patients,  have  been 
maintained.  However,  due  to  increased  hospital  costs 
there  has  been  some  curtailment.  To  date  the  State 
Legislature  has  not  approved  our  request  for  ad- 
ditional cancer  funds. 

Heart  Disease 

Special  projects  in  cardio-vascular  diseases  in 
Charleston  County,  aimed  at  increasing  our  knowl- 
edge of  the  incidence  and  causes  of  coronary  heart 
disease,  are  being  continued.  Further,  a demonstra- 
tion home  care  project  for  persons  with  strokes  will 
be  undertaken  in  the  not  too  distant  future. 
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The  incidence  of  rheumatic  heart  disease  and 
leutic  heart  disease  is  declining.  Recurring  attacks  of 
rheumatic  fever  are  being  prevented  through  the 
prophylactic  use  of  drugs  by  local  health  depart- 
ments, heart  clinics  and  private  physicians.  These 
groups  are  furnished  penicillin  and  sulfonamides  for 
cardiac  clinic  patients  and  indigent  cardiac  patients 
of  private  physicians. 

More  children  with  congenital  heart  diseases  are 
being  detected  early  and  operated  upon  at  the  Medi- 
cal College  of  South  Carolina.  This  is  a cooperative 
venture  between  the  College,  the  State  Board  of 
Health  and  the  S.  C.  Heart  Association. 

T uberculoSis 

The  tuberculosis  incidence  and  death  rate  continue 
to  decrease.  The  special  project  aimed  at  the  eradi- 
cation of  tuberculosis,  initiated  in  March,  1961,  by 
the  Tuberculosis  Control  Section  of  the  State  Board 
of  Health  in  cooperation  with  local  health  depart- 
ments and  the  U.  S.  Public  Health  Service  in  seven 
southern  counties,  has  been  expanded  to  an  addi- 
tional nineteen  counties  during  the  year.  In  the 
project  area  83%  of  the  known  active  cases  are  under 
medical  care,  treatment  and  follow-up.  Also,  90% 
of  their  contacts  have  been  examined  and  treated  if 
unsuspected  tuberculosis  was  uncovered.  In  these  26 
counties  we  feel  that  the  true  incidence  of  tuber- 
culosis is  reflected. 

Chronic  Illness 

The  State  Board  of  Health  is  participating  actively 
in  the  program  to  improve  patient  care  in  nursing 
homes  and  is  also  increasing  activities  of  public 
health  personnel,  particularly  nurses,  in  rehabilita- 
tion of  chronically  ill  patients  discharged  from  gen- 
eral hospitals  and  nursing  homes.  A total  of  267 
aides  in  nursing  homes  have  been  trained  in  good 
patient  care.  The  food  service  in  nursing  homes  has 
also  been  improved  by  work  of  the  dietitian  in  these 
homes.  Public  health  nurses  in  all  counties  have  been 
doing  some  follow-up  care  to  chronically  ill  patients, 
but  the  State  Board  of  Health  has  been  demon- 
strating increased  activities  in  this  field  by  the  addi- 
tion of  14  nurses  in  seven  counties. 

Rabies,  and  Insect  Control 

For  the  second  consecutive  year  no  positive  animal 
heads  were  discovered,  although  more  than  400  heads 
were  examined  in  the  Laboratory.  This  has  resulted 
from  a continued  Rabies  Control  Program  in  all 
counties. 

The  Insect  Control  Program  has  continued  to  be 
effective  and  continues  to  operate  in  all  counties. 

Maternal  and  Child  Health 
Clinic  Program 

The  State  Board  of  Health  has  continued  its  efforts 
to  promote  better  facilities  and  services  for  the  health 
of  all  mothers  and  children  in  South  Carolina  through 
a program  of  service  and  education. 

During  1962  a total  of  16,479  mothers  received 
services  at  maternity  medical  clinics  and  public 
health  nurses  visited  42,692  mothers  during  the 
maternity  cycle. 


There  were  1,208  child  health  clinic  sessions  with 
7,705  new  patients  registering  for  service  and  16,750 
patients  returning  for  service. 

Nursing  conferences  were  held  in  every  county 
and  supplemented  by  nursing  visits  into  the  homes 
when  indicated.  Assistance  has  also  been  given  to  the 
local  health  departments  in  arranging  for  medical 
examinations  of  children,  preferably  by  the  private 
physician,  prior  to  the  admission  in  school.  And  pro- 
grams of  parent  education  with  emphasis  on  readi- 
ness for  school  and  continuous  medical  supervision 
with  appropriate  immunizations  for  the  children  are 
promoted. 

Midwives 

The  program  of  training,  supervision  and  control 
of  midwives  is  still  a necessary  activity  and  is  carried 
out  through  annual  institutes  provided  by  the 
Maternal  and  Child  Health  Division  of  the  State 
Board  of  Health  and  also  by  monthly  classes  and 
direct  supervision  by  the  local  health  departments. 
In  1962  there  were  613  certified  midwives  in  South 
Carolina  who  delivered  5,445  babies. 

Mental  Retardation  Project 

The  statewide  evaluation  clinic  for  children  up  to 
7 years  of  age  who  are  or  are  suspected  of  being 
mentally  retarded  has  continued  to  grow.  One  hun- 
dred thirty-five  cases  were  serviced  in  1962  and  the 
waiting  list  is  increasing.  A full-time  social  worker 
was  assigned  to  the  clinic  in  1962. 

Crippled  Children 

The  Crippled  Children’s  Division  has  continued 
its  regular  diagnostic  and  treatment  services  through 
its  clinic,  hospitalization,  convalescent  and  appliance 
programs. 

As  of  December  31,  1962,  there  were  5,280  pa- 
tients on  the  crippled  children’s  program.  During  the 
calendar  year  4,626  patients  made  12,609  clinic 
visits,  725  patients  spent  a total  of  11,530  days  in 
the  hospital;  102  patients  received  a total  of  10,679 
convalescent  home  days;  215  patients  were  discharged 
from  the  program  as  cured. 

Congenital  Heart  Disease 

The  program  for  congenital  heart  disease  has  con- 
tinued to  increase  — 182  children  seen  in  1960  and 
364  seen  during  1962.  During  1962  there  were  1742 
hospital  care  days  provided  for  congenital  heart 
cases. 

Speech  Therapy 

During  the  summer  a two-week  speech  therapy 
course  was  held  for  cleft  palate  children  in  the  Col- 
umbia District  Area  in  special  need  of  concentrated 
speech  therapy.  Arrangements  were  made  with  the 
Carolina  Children’s  Home  to  house  these  patients 
for  a very  nominal  fee,  and  the  Division  paid  the 
salary  of  speech  therapists  to  provide  the  therapy. 
This  is  the  second  summer  that  such  a course  has 
been  held,  and  it  is  planned  to  offer  the  speech 
therapy  course  next  summer. 

Orthopedic  Camps 

During  the  month  of  July  187  children  (80  white 
and  99  Negro)  attended  the  two  orthopedic  camps 
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made  possible  by  special  annual  grants  of  the  Legisla- 
ture since  1948. 

Convalescent  Home 

As  usual,  during  the  winter  months  there  was  a 
waiting  list  for  Convalescent  Home  admission. 

Quarterly  staff  conferences  on  rheumatic  fever  pa- 
tients in  the  Convalescent  Home  have  been  initiated 
during  the  year,  and  it  is  hoped  that  such  confer- 
ences may  be  held  for  orthopedic  cases,  also. 

T uberculosis 

Due  to  the  fact  that  there  are  no  facilities  in  South 
Carolina  to  take  care  of  children  with  pulmonary 
tuberculosis  and  tuberculosis  of  the  bones  and  joints, 
two  children  were  sent  to  the  National  Jewish  Hos- 
pital, Denver,  Colorado.  These  children  were  trans- 
ported by  means  of  National  Guard  Mercy  Flights, 
and  their  hospitalization  was  free  of  charge. 

Seizure  Clinics 

Special  clinics  for  seizure  patients  have  been  estab- 
lished and  enlarged  in  the  Columbia  and  Greenville 
areas. 

Dental  Health 

The  Division  of  Dental  Health  continued  its  pro- 
gram in  the  four  areas  for  better  dental  health:  ed- 
ucation, prevention,  treatment,  and  research. 

The  “Little  Jack”  Shoiv 

The  “Little  Jack”  Mouth  Health  Show  was  again 
one  of  the  highlights  of  the  education  program  for 
children  in  the  kindergartens  and  elementary  schools 
in  the  State.  The  show  played  its  19th  consecutive 
year  and  appeared  before  approximately  116,800 
children.  Thousands  of  letters  were  written  to  “Little 
Jack”  during  the  year  by  children  who  had  seen  the 
show  promising  the  four  rules  for  better  dental 
health.  These  letters  were  answered  with  a form  let- 
ter containing  additional  mouth  health  information. 
Fluoridation 

The  promotion  of  controlled  fluoridation  in  cities 
and  towns  that  have  fluoride-deficient  water  is  an 
active  program  of  the  State  Board  of  Health.  More 
than  190,000  South  Carolinians  are  at  present  drink- 
ing fluoridated  water,  and  already  thousands  of  chil- 
dren who  have  drunk  fluoridated  water  since  birth 
are  experiencing  a 60  - 70  percent  reduction  in  dental 
decay.  Five  towns  began  fluoridation  during  the 
year,  making  a total  of  23  cities  and/or  towns  in  the 
State  adjusting  their  public  water  supplies  to  the 
optimum  level  of  1.0  ppm.  fluoride. 

Another  preventive  procedure  continued  during 
the  year  was  the  topical  applications  of  sodium 
fluoride  to  children’s  teeth.  Approximately  13,732 
prophylaxes  and  52,805  sodium  fluoride  treatments 
were  given  during  the  year. 

Radiation  Control 

A radiation  control  program  in  dental  offices  was 
conducted  in  cooperation  with  the  Photofluorographic 
Department  of  the  South  Carolina  State  Board  of 
Health.  This  program  is  intended  to  reduce  ionizing 
radiation  from  dental  X-ray  units  to  an  irreducible 
minimum  by  economical  and  feasible  methods.  Out 
of  a possible  600  units  in  the  State,  approximately 


200  were  inspected  with  appropriate  recommenda- 
tions made  to  the  dentists. 

Hospital  Construction 

South  Carolina  was  allotted  under  the  Hill-Burton 
program  for  the  fiscal  year  1962-1963  the  sum  of 
$3,609,896  to  assist  communities  and  state  agencies 
in  the  construction  of  public  and  non-profit  general, 
mental,  tuberculosis  hospitals,  public  health  centers, 
state  laboratories,  and  nurses’  training  facilities.  The 
sum  of  $1,642,924  was  also  allotted  for  the  con- 
struction of  chronic  disease  facilities,  diagnostic  and 
treatment  centers  ( out-patient  departments ) , re- 
habilitation centers,  and  nursing  homes. 

The  Revised  Hill-Burton  State  Plan  for  1962-1963 
was  approved  by  the  Surgeon  General,  U.  S.  Public 
Health  Service,  on  July  5,  1962;  and  the  State 
Agency,  based  on  the  advice  of  the  Hospital  Ad- 
visory Council,  decided  to,  among  other  things,  ( 1 ) 
establish  a federal  share  of  66-2/3%  for  projects, 
(2)  discontinue  split  projects  and  allocate  the  entire 
construction  allotments  to  eligible  applicants  rather 
than  set  aside  a small  amount  of  these  funds  for  a 
reserve. 

The  current  allotment  will  go  towards  the  con- 
struction of  new  hospitals  at  Kingstree  and  Abbe- 
ville and  a new  auxiliary  public  health  center  at  Cross, 
South  Carolina,  as  well  as  a new  State  Board  of 
Health  Laboratory  Building  in  Columbia.  The  re- 
maining funds  will  be  spent  at  the  following  projects: 
Anderson  Memorial  Hospital  and  Training  School 
for  Nurses;  additional  beds  for  St.  Francis  Xavier 
Hospital,  Charleston;  and  Wallace  Thomson  Hos- 
pital, Union;  a new  laundry  for  Oconee  County 
Memorial  Hospital,  Seneca;  outpatient  and  chronic 
disease  facilities  at  Orangeburg  Regional  Hospital; 
and  Pinehaven  Hospital,  Charleston. 

In  September,  1962,  the  U.  S.  Public  Health  Ser- 
vice advised  the  State  Board  of  Health  that  funds 
allocated  under  the  Public  Works  Acceleration  Act 
would  be  administered  through  the  Hill-Burton 
mechanism  and  that  the  Agency  would  exercise  sub- 
stantially the  same  administrative  responsibility  as  it 
exercises  with  regard  to  regular  Hill-Burton  projects, 
with  the  exception  of  establishing  a priority  list  for 
acceptance  of  applications.  Up  until  this  time  five 
Accelerated  Public  Works  projects  for  hospitals  in 
South  Carolina  have  been  approved  as  follows:  Bam- 
berg County  Hospital,  Barnwell  County  Hospital, 
Conway  Hospital,  Orangeburg  Regional  Hospital, 
and  Hampton  General  Hospital. 

Local  Health  Services 

The  Division  of  Local  Health  Services  has  con- 
tinued to  assist  all  counties  in  carrying  on  a well- 
planned  and  organized  health  program.  Services  have 
been  improved  and  increased  by  the  addition  of  a 
well-trained  stenographer  with  long  experience  in 
public  health  records  to  act  as  a consultant  to  the 
clerical  staff  of  county  health  departments. 

At  the  request  of  the  state  Medical  Association, 
the  State  Board  of  Health  has  assumed  responsibility 
for  the  promotion  of  medical  civil  defense  activities 
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in  each  county.  The  U.  S.  Public  Health  Service  has 
assigned  a full-time  representative  to  assist  the  State 
in  this  work.  Fortunately  the  individual  assigned  is 
Mr.  Arthur  A.  Bushouse,  who  for  the  past  several 
years  has  been  employed  by  the  State  Civil  Defense 
Agency  and  spent  full  time  working  in  cooperation 
with  the  Committee  on  Disaster  Medicine  of  the 
state  Medical  Association  in  promoting  medical  care 
preparedness  at  the  county  level. 

Sanitary  Engineering 

The  Division  of  Sanitary  Engineering  of  the  State 
Board  of  Health  is  divided  into  sections,  each  with 
specific  responsibilities,  including  the  administration 
of  rules  and  regulations  and/or  laws  governing  ac- 
tivities which  normally  might  be  indicated  by  the 
section  titles: 

Water  Section 
Sewage  Section 

Food  Processing  Section — Wholesale  and  Retail 
Bedding  Section 

Milk,  Shellfish,  Bottling  Plant,  and  Frozen  Des- 
sert Section 

In  addition  to  the  specific  activities  listed,  the 
Division  is  confronted  with  many  public  health  prob- 
lems which  cut  across  all  sections  enumerated  and 
impose  other  responsibilities;  for  instance,  responsi- 
bilities in  connection  with  the  planning  and  develop- 
ment of  subdivisions  throughout  the  State;  the  con- 
sideration of  public  health  implications  in  the  proper 
planning  of  schoolhouse  construction,  motels,  swim- 
ming pools,  trailer  parks,  organized  camps,  etc.;  in- 
dustrial development  and  many  other  projects  of 
similar  connotation. 

The  State  Board  of  Health,  in  cooperation  with  the 
Water  Pollution  Control  Authority,  has  developed 
an  effective  Radiological  Laboratory  designed  to 
monitor  the  environment  generallv  and  to  perform 
specific  duties  as  may  be  indicated  in  connection 
with  the  utilization  of  radioactive  material  for  any 
purpose  throughout  the  State. 

Public  Health  Education 

During  the  year  1962,  the  Health  Education  Sec- 
tion of  the  State  Board  of  Health  maintained  a 
library  of  300  health  films  and  provided  nearly  3,000 
showings  before  more  than  188,000  South  Caro- 
linians. An  average  of  25  pieces  of  audio-visual 
equipment  was  on  loan  each  month,  in  addition  to 
equipment  provided  for  local  and  state  medical,  pub- 
lic health,  and  other  meetings.  Twenty-seven  new 
films  were  added  to  the  library. 

Numerous  health  programs  were  provided  to  radio 
stations  and  spot  announcements  were  furnished  to 
both  radio  and  television  outlets.  News  releases  of 
public  health  interest  were  furnished  periodically  to 
the  State’s  mass  media  outlets. 

Laboratory7 

New  and  notable  State  Board  of  Health  Laboratory 
activities  during  1962  included  the  following: 

( 1 )  Use  of  fluorescent  antibody  techniques  in  the 
diagnosis  of  rabies  and  diagnosis  of  syphilis.  Thirty 


animal  brains  were  examined  by  this  method,  with 
negative  results  for  rabies  which  were  confirmed  by 
the  slide  method  in  all  of  these  cases  and  by  mouse 
inoculation  which  was  carried  out  at  the  Com- 
municable Disease  Center  in  eight.  This  method  is 
now  used,  in  addition  to  our  routine  slide  method,  in 
examining  all  specimens  received  for  the  diagnosis 
of  rabies. 

The  fluorescent  treponemal  antibody  test  for 
syphilis  was  carried  out  in  228  cases.  It  is  planned  to 
use  this  method  in  the  serological  study  of  cases 
which  present  a problem  in  the  diagnosis  or  ex- 
clusion of  syphilis. 

( 2 ) Blood  screening  of  young  infants  for  early 
detection  of  phenylketonuria.  This  is  being  done  in 
collaboration  with  our  Division  of  Maternal  and 
Child  Health  and  the  Children’s  Bureau  by  whom  a 
studv  is  sponsored  in  a number  of  states,  the  find- 
ings being  coordinated  in  the  laboratory  of  the  De- 
partment of  Pediatrics  of  the  Children’s  Hospital  and 
State  University  of  New  York  in  Buffalo,  N.  Y.  This 
program  involves  testing  blood  of  infants  for 
phenylalanine  levels  by  a semi-quantitative  method 
which  is  based  on  the  principle  of  bacterial  inhibi- 
tion assay.  In  its  public  health  significance,  this  pro- 
gram is  believed  to  have  great  potential  value  in 
prevention  of  the  cases  of  mental  retardation  which 
are  due  to  the  metabolic  defect  evidenced  by 
phenylketonuria.  With  regard  to  the  bacteriological 
technique  used,  the  principle  of  bacterial  inhibition 
assay  is  of  potential  value  in  connection  with  the 
study  of  other  metabolic  abnormalities  to  which  such 
methods  may  be  adapted.  In  our  laboratory,  981 
blood  tests  and  493  urine  tests  have  been  made  by 
this  method  since  its  use  for  the  diagnosis  of 
phenylketonuria  was  begun  in  July. 

(3)  Continued  expansion  of  the  split  milk  sample 
intrastate  program  by  addition  of  testing  for  anti- 
biotics to  each  evaluation  series.  All  laboratories  par- 
ticipating in  this  program,  numbering  eleven,  in- 
cluding our  four  branch  laboratories,  now  test  each 
sample  for  antibiotic  residues  in  milk  as  a part  of 
the  procedure  regularlv  carried  out  on  all  split  milk 
samples. 

( 4 ) Refresher  training  has  been  given  in  this  lab- 
oratory to  four  technicians,  including  two  from  the 
Anderson  and  Spartanburg  Branch  Laboratories  in 
the  millipore  filter  method  for  testing  water  samples, 
one  from  the  Colleton  Branch  Laboratory  in  pro- 
cedures used  in  the  Milk  Section  and  in  the  Tuber- 
culosis Section  of  the  Central  Laboratory,  and  one 
from  the  Greenville  City  Health  Department  Lab- 
oratory in  techniques  for  examination  of  milk  and 
dairy  products. 

(5)  Six  members  of  the  laboratory  staff  attended 
courses  at  the  Communicable  Disease  Center  in  At- 
lanta, one  attended  a course  in  the  phenylalanine 
screening  method  at  the  Children’s  Hospital  in 
Buffalo,  N.  Y.,  and  one  attended  courses  in  laboratory 
methods  in  examination  of  milk  and  food  at  the  Taft 
Engineering  Center  in  Cincinnati,  Ohio. 
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CIBA 

SER-AP-ES  is  a combination  of  3 antihypertensive 
agents  from  CIBA  researcli — Serpasil,  Apresoline,  and 
Esidrix — in  a single  tablet.  SER-AP-ES  lowers  blood 
pressure  uniformly,  consistently,  and  safely  while  it 
controls  such  hypertensive  complications  as  anxiety, 
impaired  renal  circulation  and  edema.  With  SER- 
AP-ES  moderate  to  severe  hypertension  can  be 
treated  effectively,  with  greater  convenience,  and  at 
lower  cost  to  the  patient. 

The  CIBA  exhibit  presents  PYRIBENZAMINE 
Lontabs,  a totally  new  concept  in  long-acting  anti- 
histamines. The  unique  structure  of  the  Lontab,  in- 
corporating a special  core  and  a new-type  shell,  pro- 
vides speedy  and  sustained  antiallergic  action  up  to 
12  hours.  Most  patients,  therefore,  require  only  2 
tablets  every  24  hours  to  enjoy  continuous  relief  of 
troublesome  allergic  symptoms. 


ELI  LILLY  & CO. 

You  are  cordially  invited  to  visit  the  Lilly  exhibit 
located  in  space  9.  The  Lilly  sales  people  in  atten- 
dance welcome  your  questions  about  Lilly  products 
and  recent  therapeutic  developments. 


ARNAR-STONE  LABORATORIES,  INC. 

Charles  C.  Haskell  & Co.  Division 
The  latest  information  on  AMERICAINE  Topical 
Anesthesia — the  original  20%  disolved  benzocaine — 
in  ointment  and  aerosol  forms  for  convenient  ad- 
ministration. Investigate  TETRASULE  Timesules  for 
increasing  coronary  insufficiency — three  dosage  forms 
in  smooth-acting  timed-release  capsules.  Renew  ac- 
quaintance with  time-proven  BELBARB  and  IIASA- 
CODE. 


PET  MILK  COMPANY 

Our  representatives  will  appreciate  the  oppor- 
tunity of  discussing  with  you  SEGO  Liquid  Diet 
Food  and  the  unique  ‘Four  Phase  SEGO  Diet  Plan’. 
In  addition,  we  are  featuring  the  ‘Pet  Diet  File’  pro- 
viding information  on  ten  special  diets.  Patient  ed- 
ucation and  prescription  material  on  Pet  Evaporated 
Milk  for  infant  feeding  is  available  also. 


WESTWOOD  PHARMACEUTICALS 

Westwood  invites  physicians  to  stop  by  their  booth 
to  discuss  their  unique  dermatological  products: 
Fostex  Cream  Sebulex 

Fostex  Cake  Fostril 

Lowila  Emollient  Alpha-Keri 

Lowila  Cake 

These  products  are  particularly  suitable  for  per- 
sonal use  by  physicians  and  their  families  who  may 
be  plagued  with  dandruff,  acne,  dry  and  itchy  skin, 


and  sensitivities  to  soap.  Register,  so  that  we  may 
send  prescription  units  to  your  home. 


GEIGY 

Geigy  Pharmaceuticals  cordially  invites  Members 
and  Guests  of  the  Association  to  visit  its  exhibit. 

The  exhibit  features  important  new  therapeutic  de- 
velopments in  the  management  of  cardiovascular  dis- 
ease, as  well  as  current  concepts  in  the  control  of 
inflammation;  hypertension  and  edema;  depression; 
obesity,  and  other  disorders,  which  may  be  discussed 
with  representatives  in  attendance. 


EATON  LABORATORIES 

Div.  of  The  Norwich  Pharmacal  Co. 

Our  Medical  Service  Representatives  at  the  Eaton 
Booth  welcome  the  opportunity  to  be  of  service  to 
yon.  Complete  information  is  available  concerning 
the  nitrofurans,  the  Eaton  Medical  Film  Library  and 
other  special  services  to  the  profession. 


WM.  P.  POYTHRESS  & CO.,  INC. 

Mudrane,  established  Poythress  combination  for 
relief  of  bronchial  asthma,  and  its  new  companion 
product,  Mudrane  GG,  will  be  featured  at  the  Poy- 
thress exhibit  booth,  #32.  Trocinate,  distinctive 
direct-acting  antispasmodic,  Svnirin,  Solfoton,  Solfo- 
serpine,  and  Panalgesic  will  also  be  exhibited.  Your 
requests  for  descriptive  literature,  reprints  and  pro- 
fessional trial  quantities  are  cordially  invited. 


THE  STUART  COMPANY 

A cordial  invitation  is  extended  to  all  members  and 
guests  attending  this  meeting  to  visit  the  Stuart  Com- 
pany booth.  Specially  trained  representatives  will  be 
in  attendance  to  answer  your  questions  on  new 
products,  developed  in  our  modern  laboratories, 
which  have  particular  interest  for  the  medical  pro- 
fession. Products  featured  are  MYLANTA,  STUART 
PRENATAL  and  MULVIDREN. 


THE  S.  E.  MASSENGILL  COMPANY 

Best  wishes  from  Massengill  to  the  South  Carolina 
Medical  Association  for  a most  successful  meeting. 
Our  representatives  will  welcome  the  opportunity  to 
discuss  products  of  interest  to  you.  On  display  will 
be  several  Massengill  specialty  preparations,  and 
literature  will  be  available,  should  you  desire  it. 

A.  II.  ROBINS  COMPANY,  INC. 
RICHMOND,  VIRGINIA 

Welcome  to  the  convention,  Doctor,  from  the 
A.  H.  Robins  Company. 

We  hope  you  can  stop  at  our  display  for  a 
moment.  The  representatives  there  will  be  happy  to 
answer  any  questions  you  may  have  about  our 
products  and  explain  their  advantages. 
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CARNATION  COMPANY 

Carnation  Company  cordially  invites  you  to  visit 
Booth  #5,  where  Medical  Representatives  will  be 
pleased  to  welcome  members  and  guests  of  the  South 
Carolina  Medical  Association. 

Literature  and  information  regarding  Carnation 
Evaporated,  Carnation  Instant  Non-Fat  and  Camalac 
are  available. 

Any  question  pertaining  to  our  physician-researched 
material  for  use  in  your  practice  or  hospital  will  be 
cheerfully  discussed. 


SCHERING 


You  are  cordially  invited  to  visit  the  Schering 
technical  exhibit  where  the  following  products  will 
be  featured:  FULVICIN-U/F(  R),  the  new  form  of 
the  oral  antibiotic,  Fulvicin,  that  halves  the  dosage 
requirement  in  most  cases  of  ringworm;  and  CHLOR- 
TRIMETON(R),  unsurpassed  antihistamine. 


PALMEDICO,  INC. 

It  will  be  a pleasure  for  Palmedico  to  greet  you  at 
Booth  No.  25.  We  will  feature  Amphaplex,  outstand- 
ing anorexigent  to  help  with  your  appetite;  Pro  Re 
Nata  for  your  own  headaches  and  for  those  friends 
of  yours  who  have  hangovers;  Palminate,  balanced 
formula  for  prenatal  period;  and  Astrovite  and  Astro- 
site  F,  to  help  polish  up  the  products  of  the  prenatal 
period. 

We  will  also  welcome  your  wife  as  we  will  have  a 
small  gift  for  her. 

As  always,  A PLEASURE  TO  SERVE  YOU. 

Thank  You. 


BREON  LABORATORIES,  INC. 

Breon  will  present  its  complete  line  of  anti- 
asthmatic products  Bronkometer,  Bronkospray, 
Bronkephrine,  Bronkotabs  and  Bronkotab  Elixir  for 
the  prophylactic  and  therapeutic  management  of 
bronchial  asthma;  Fortizyme — a new  concept  in  anti- 
inflammatory therapy;  Diaparene  for  prevention  and 
treatment  of  diaper  rash;  Caroid  & Bile  Salts  Tablets, 
and  Esta  products  for  more  reliable  family  planning. 


MEAD  JOHNSON  LABORATORIES 

The  Mead  Johnson  Laboratories’  exhibit  has  been 
arranged  to  give  you  the  optimum  in  quick  service 
and  product  information.  To  make  your  visit  pro- 
ductive, specially  trained  representatives  will  be  on 
duty  to  tell  you  about  their  products. 


THE  WM.  S.  MERRELL  COMPANY 

Merrellmen  always  have  an  up-to-date  status  re- 
port on  Merrell’s  significant  prescription  products. 
They  will  be  happy  to  convey  latest  clinical  reports 
to  you  in  summary  form  when  you  visit  the  Merrell 
booth. 


THE  MERCK  SHARP  & DOHME 
TECHNICAL  EXHIBIT 

The  theme  of  the  Merck  Sharp  & Dohme  exhibit 
is  “SERVICE  TO  MEDICINE.’  One  phase  features 
the  details  of  the  Merck  Sharp  & Dohme  Postgraduate 
Program.  Another  feature  includes  information  on 
teaching  films  for  use  by  the  profession,  and  also, 
lay  films  that  can  be  utilized  to  portray  the  story  of 
medicine  to  the  lay  public.  The  exhibit  is  concluded 
with  a display  of  finger-tip  files  on  selected  Merck 
Sharp  & Dohme  products. 


Case  Protocols  for  Discussion  at  Annual 
Meeting 


This  34  year  old  colored  female,  gravida  6 para  5 
was  first  seen  in  her  third  month  of  pregnancy.  Blood 
pressure  at  this  time  was  190/100,  eye  grounds 
showed  grade  1 retinography,  chest  x-ray  film  re- 
vealed a normal  heart  and  the  urine  was  negative. 
The  patient  was  asymptomatic. 

The  next  examination  was  in  the  fifth  month  of 
pregnancy:  Blood  pressure  160/90,  the  uterus  was  of 
expected  size,  urine  negative,  patient  asymptomatic. 

The  patient  was  next  seen  at  37  weeks  of  gestation: 
Blood  pressure  210/105,  2+  pedal  edema,  urine 
negative,  history  of  a seven  pound  weight  gain 
within  past  ten  days. 

The  patient  gives  a family  history  of  both  her 


mother  and  father  having  hypertension.  Her  last 
pregnancy  was  complicated  by  toxemia  of  pregnancy 
necessitating  hospitalization.  Her  normal  blood  pres- 
sure is  unknown. 

Discuss  the  treatment  of  hypertension  in  the  preg- 
nant patient  and  the  use  of  diuretics  in  these  pa- 
tients. 


A 47  year  old  man  with  congestive  heart  failure 
treated  intensively  with  oral  diuretics  suddenly  has 
severe  weakness  and  dizziness.  B.P.  drops  from 
140/80  to  100/60  and  venous  pressure  from  16  to  7 
cm.  water. 
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PUBLIC  RELATIONS  FORUM 
HELD  FEBRUARY  24 

Vice  President  Outlines  10-Point  AMA 
Program 

Dr.  E.  B.  Howard,  speaking  at  a public  relations 
forum  in  Columbia  on  February  24  told  physicians 
present  that  their  role  in  AMA's  battle  against  King- 
Anderson  type  legislation  is  to  tell  the  story  on  the 
local  level. 

Dr.  Howard  said  the  work  will  be  done  effectively 
if  physicians  will  follow  these  ten  points: 

1.  Define  the  debate  topic. 

2.  Know  the  issues. 

3.  Define  the  issues. 

4.  Be  familiar  with  the  Kerr-Mills  program. 

5.  Emphasize  voluntary  coverage  through  private 
insurance  programs. 

6.  Gain  leverage  to  influence  Congressmen. 

7.  Marshall  natural  allies. 

8.  Take  political  action. 

9.  Provide  new  facilities  . . . especially  nursing 
homes  of  good  quality  and  reasonable  price. 

10.  Plan  positive  programs  for  the  aged  and  de- 
velop a fatigue-proof  attitude. 

Expanding  these  points  Dr.  Howard  said  that  the 
choice  of  words  in  defining  the  debate  topic  is  essen- 
tial. He  cited  the  Administration’s  handling  of  the 
King-Anderson  program  . . . giving  one  interpreta- 
tion to  the  American  people  and  another  to  the 
Supreme  Court  so  that  their  best  propaganda  pur- 
poses were  served. 

Under  “issues”  he  named  the  following  points  as 
strong  arguments  to  use.  against  health  care  legisla- 
tion: 

A.  The  compulsory  nature  of  the  program. 

B.  It  gives  help  to  those  who  don’t  need  it  at  the 
expense  of  all  tax  payers. 

C.  It  misrepresents  the  actual  need  of  the  aged. 
Many  are  better  off  financially  than  younger 
members  of  the  population. 

D.  Emphasize  the  variety  of  good  voluntary  health 
care  programs  as  against  the  compulsion  of  a 
government-controlled  program. 

E.  Point  up  the  inequality  of  the  tax  burden  on 
younger  people.  It  would  cost  35  billion  dol- 
lars to  provide  benefits  for  all  those  who  are 
now  over  17  years  of  age. 

F.  Show  that  King-Anderson  type  legislation  is  a 
big  step  toward  socialization  of  medicine  and 
that  such  a step  also  weakens  all  free  enter- 
prise. 

G.  Emphasize  the  relationship  between  Federal 
and  State  governments.  King-Anderson  type 
legislation  would  bring  unwanted  interference 
into  the  states  and  further  weaken  their  in- 
dependence. 


Under  his  tenth  point — “positive  programs  for  the 
aged” — Dr.  Howard  emphasized  the  need  for  a new 
attitude  toward  aging.  He  said  that  older  people 
should  be  incorporated  into  the  active  stream  of  so- 
ciety and  he  urged  flexible  rather  than  compulsory 
retirement. 

Finally  he  called  on  all  physicians  to  develop  a 
“fatigue-proof”  attitude  ...  to  carry  the  story  to  the 
public  with  continuing  enthusiasm  and  energy.  He 
said  that  a vote  on  Kennedy’s  Health  Care  program 
is  unlikely  before  1964  ( the  Administration’s  major 
effort  is  devoted  to  the  tax  cut).  He  urged  physicians 
to  use  this  year  to  their  full  advantage  and  cautioned 
that  a let-down  in  effort  would  be  a serious  handi- 
cap. 

Dr.  Willard  Mills,  Greenville,  outlined  Green- 
ville County  Society’s  utilization  of  local  newspapers, 
radio  and  television  stations. 

Working  closely  with  local  representatives  of  these 
media  Dr.  Mills  said  that  their  Society  has  gained  an 
effective  and  favorable  outlet  for  its  programs. 

In  cooperation  with  the  Liberty  Life  Insurance 
Company  the  society  is  presenting  a series  of  radio 
programs  . . . “socialized  medicine.”  Mail  response, 
he  said,  indicated  excellent  results. 

Dr.  Mills  outlined  the  society’s  plan  for  liaison 
with  local  newspapers  explaining  that  a format  had 
been  worked  out  with  the  editors  to  facilitate  news 
releases  on  medical  topics. 

Two  Charleston  physicians  told  of  the  effectiveness 
of  Speakers  Bureaus.  Dr.  Henry  Heins  discussed  a 
meeting  with  local  labor  leaders  and  emphasized  the 
importance  of  meeting  with  all  groups,  even  those 
not  favorably  inclined  toward  the  medical  profession. 

In  describing  a recent  debate  with  a seasoned 
political  leader  Dr.  Maxwell  Anderson  pointed  out 
that  a physician  does  not  have  to  be  a polished 
speaker  to  do  an  effective  job  if  he  has  the  facts  and 
the  determination  to  put  his  story  over. 

Discussing  the  physician’s  role  in  politics  Dr.  Julian 
Price,  Florence,  urged  physicians  not  to  be  ashamed 
to  play  an  active  part  in  politics.  He  said  that  there 
were  many  ways  to  serve  . . . either  directly  or  in- 
directly . . . and  that  the  most  effective  method 
would  have  to  be  determined  individually  and  at  the 
county  level. 

Dr.  Price  spoke  of  the  need  to  encourage  support- 
ing Congressmen,  letting  them  know  that  they  will 
have  the  support  of  both  funds  and  votes  at  home. 

He  explored  the  possibility  of  fund  contributions 
on  the  national  level  and  pointed  to  the  recent  defeat 
of  Senator  Walter  Judd  (whose  district  was  gerry- 
mandered ) as  an  example  of  this  need. 

Mrs.  Penrod  Hepfer,  representing  the  Richland 
County  Woman's  Auxiliary,  demonstrated  a “letters- 
to-congressmen  coffee  clache”  showing  how  auxiliary 
members  gathered  with  friends  to  hear  a Ronald 
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Regan  recording  on  the  dangers  of  socialized  medi- 
cine. She  explained  that  members  then  asked  their 
friends  to  write  to  their  Congressmen  urging  opposi- 
tion of  King-Anderson  type  legislation. 

Final  speaker,  Dr.  George  Johnson,  Spartanburg, 
urged  physicians  to  utilize  their  unique  doctor-patient 
relationship  to  let  their  patients  know  why  they  op- 
pose compulsory  health  care.  Samples  of  brochures 
and  pamphlets  available  for  waiting  room  display 
and  bill  stuffers  were  shown  and  discussed. 


The  meeting  concluded  with  the  showing  of  an 
AMA  film  on  Kerr-Mills.  The  film  will  be  made 
available  to  County  Societies. 

Approximately  50  physicians  attended  the  session 
which  is  designed  as  a public  relations  workshop  for 
the  exchange  of  ideas  and  techniques.  These  forums 
will  be  repeated  periodically  and  it  is  hoped  that 
larger  attendance  will  give  a broader  base  for  the 
public  relations  program  of  the  Association. 


Deaths 


DR.  W.  F.  STRAIT 

Dr.  William  Francis  Strait,  Jr.,  68,  died  at  his 
residence  in  Rock  Hill. 

Doctor  Strait  was  born  and  reared  in  Rock  Hill, 
the  son  of  Mrs.  Rosa  Gaston  Strait  and  the  late  Dr. 
William  Francis  Strait.  He  attended  the  Catawba 
Military  Academy  of  Rock  Hill  and  was  graduated 
from  Davidson  College  in  1914  and  the  Medical  Col- 
lege of  South  Carolina  in  1918. 

In  1919  he  began  his  practice  in  Rock  Hill. 

Doctor  Strait  was  past  president  of  the  York 
County  Medical  Society  and  past  vice  president  of 
the  S.  C.  Medical  Association. 


DR.  J.  W.  PAYNE 

Dr.  James  Wallace  Payne,  83,  died  February  5 in 
the  Mills  Clinic  at  Prosperity  after  a serious  illness 
of  10  days  and  three  years  of  declining  health. 

He  was  a native  of  Edgefield  County  and  was  a 
graduate  of  the  Medical  College  of  Maryland  in 
1903.  He  was  a member  of  the  Phi  Chi  Fraternity, 
Seaboard  Railway  Surgeons,  the  American  Medical 
Association,  and  practiced  medicine  56  years  in  North 
and  South  Carolina.  After  his  retirement,  he  had 
spent  the  last  six  years  in  Honea  Path. 


DR.  D.  M.  EVANS 

Dr.  Dexter  Mobley  Evans,  61,  of  Lake  City  died  at 
his  home  February  1. 

Dr.  Evans  was  born  in  Rock  Hill.  He  was  educated 
at  tlie  University  of  South  Carolina  and  was  gradu- 
ated witli  first  honors  from  the  Medical  College  of 
South  Carolina  in  1925.  He  interned  and  did  resi- 
dency at  McLeod  Infirmary  in  Florence,  and  moved 
to  Lake  City  in  1927  and  established  his  practice. 

Doctor  Evans  was  a member  of  the  board  of  direc- 
tors of  the  Lake  City  State  Bank,  a school  trustee  in 
Lake  City  for  19  years,  county  health  officer  for  a 


number  of  years  and  was  a member  of  the  Florence 
County  Medical  Society,  South  Carolina  Medical 
Association  and  the  American  Medical  Association. 


DR.  LESTER  A.  WILSON 

Dr.  Lester  A.  Wilson,  75,  South  Carolina’s  pioneer 
obstetrician  and  professor  emeritus  of  obstetrics  and 
gvnecology  at  the  Medical  College  of  South  Carolina, 
died  February  16  at  a local  hospital.  He  lived  near 
Mount  Pleasant. 

Dr.  Wilson  was  born  near  Ridgeland  April  13, 
1887. 

He  graduated  from  the  Medical  College  of  South 
Carolina  and  interned  at  Roper  Hospital.  Dr.  Wilson 
also  did  post  graduate  work  in  France  and  in  New 
York. 

Dr.  Wilson’s  career  here  followed  distinguished 
service  overseas  in  World  War  I.  He  has  been  de- 
scribed as  an  inventor,  a pioneer  in  a technique  to 
induce  labor  and  a person  whose  chief  usefulness  was 
in  teaching  and  inspiring  his  students. 

He  was  a senior  member  of  the  Medical  Society 
of  S.  C.,  honorary  member  of  the  Charleston  County 
Medical  Society,  honorary  fellow  of  the  S.  C.  Medi- 
cal Association,  fellow  of  the  American  Medical 
Association,  and  honorary  fellow  of  the  American 
Association  of  Obstetricians,  Gynecologists  and  Ab- 
dominal Surgeons. 

Dr.  Wilson  was  a founding  fellow  and  first  presi- 
dent of  the  S.  C.  Obstetrical  and  Gynecological  So- 
ciety. 

He  served  as  a member  of  the  Charleston  County 
Board  of  Health  for  five  years,  and  was  its  chairman 
for  two  years.  He  also  served  as  a member  of  the 
board  of  commissioners  of  Roper  Hospital  for  five 
years. 

Dr.  Wilson  was  the  author  of  numerous  articles 
for  medical  journals  and  magazines. 
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(Note:  The  complete  Annual  Report  of  the  State 
Board  of  Health  for  the  fiscal  year  1961-62  has  been 
published  and  is  available  to  physicians  upon  re- 
quest. ) 


S.  C.  Public  Health  Association 

The  South  Carolina  Public  Health  Association  will 
hold  its  40th  Annual  Meeting  May  30,  31,  and  June 
1,  1963  at  the  Ocean  Forest  Hotel,  Myrtle  Beach, 
S.  C. 


Coastal  Medical  Society  Meets 

The  Coastal  Medical  Society  met  February  21  at 
Jacksonboro.  Guest  speaker  was  Dr.  Charles  Banov 
who  discussed  “Recent  Advancements  in  the  Man- 
agement of  Common  Allergic  Problems.” 


First  Annual  Meeting  of  Greenwood-Laurens 
TB  and  Health  Association 

The  first  annual  meeting  of  the  Tuberculosis  and 
Health  Association  of  Greenwood-Laurens  Counties 
was  held  January  31  in  Clinton.  Dr.  Martin  M. 
Teague  of  Laurens,  president  of  the  South  Carolina 
Thoracic  Society,  was  the  speaker. 


Hillcrest  Hospital  Scheduled  to  Open 

The  new  Hillcrest  Hospital,  an  $810,000  unit  of 
Greenville  General  Hospital  with  a 40-bed  capacity, 
was  scheduled  to  open  in  early  April.  According  to 
Mr.  J.  Binder,  administrator,  the  new  hospital  will 
be  one  of  the  most  modem  in  the  Southeast.  An 
emergency  room,  an  operating  room,  a delivery 
room,  two  labor  rooms,  an  obstetrics  wing,  a new- 
born nursery,  a suspect  nursery,  plus  a single  unit 
heating  and  air  conditioning  system  are  included 
among  the  features  of  the  new  hospital. 

The  Hillcrest  medical  staff  w'ill  be  headed  by  Dr. 
William  Danner,  Jr.,  chairman. 


Conway  Hospital  Elects  New  Officers 

The  newly  elected  officers  of  the  medical  staff  of 
the  Conway  Hospital  are:  Dr.  Stanton  L.  Collins, 
chief  of  staff;  Dr.  John  W.  Wilson,  vice-chief  of 
staff;  and  Dr.  C.  William  Delia,  secretary-treasurer. 


Dr.  Brabham  Honored 

Dr.  V.  Wells  Brabham,  Orangeburg  surgeon  and 
civic  leader,  was  the  recipient  of  a plaque  and  verbal 
expression  of  the  “Appreciation  of  Orangeburg 
County  ’ for  his  recently  completed  year  of  service 
as  president  of  the  county-wide  United  Fund. 

Wofford  College  To  Award  Honorary 
Degree  To  Dr.  A.  T.  Moore 

Wofford  College  will  award  honorary  degrees  to 
a medical  doctor,  an  educator,  and  a minister,  at  its 
June  graduation  exercises. 


Austin  Talley  Moore,  M.  D.,  of  Columbia  is  the 
physician  who  was  voted  an  award  by  the  college 
Board  of  Trustees. 

Dr.  Moore  will  receive  the  degree  of  Doctor  of 
Science.  He  has  had  a long  and  honored  career  as  an 
orthopedic  surgeon. 


Dr.  Solomon  Is  Named  Berkeley  President 

Dr.  R.  S.  Solomon  has  been  elected  president  of 
the  Berkeley  County  Medical  Society.  He  also  was 
named  delegate  to  the  State  convention  bv  the  mem- 
bers of  the  group. 

Other  officers  are  Dr.  S.  O.  Schumann,  Vice-Presi- 
dent; Secretary-Treasurer,  Dr.  Phillip  Shillinglaw;  and 
Dr.  J.  N.  Walsh,  Chief  of  Staff  of  the  Berkeley  Hos- 
pital. 

Dr.  Pennington  was  named  Associate  member. 


Dr.  Kimbrough  Opens  Practice 

Dr.  Edward  E.  Kimbrough,  III,  has  moved  to  Col- 
umbia to  be  associated  with  Dr.  Austin  T.  Moore 
and  Dr.  Emmett  M.  Lunceford,  Jr.,  in  the  practice  of 
orthopedic  surgery  at  the  Moore  Clinic. 

Dr.  Kimbrough  is  a native  of  Gainesville,  Ga.  He 
was  graduated  from  Vanderbilt  University  and 
Vanderbilt  Medical  School. 

He  has  had  seven  years  of  training  and  experience 
in  the  practice  of  orthopedic  surgery,  including 
training  at  the  University  of  Minnesota  and  Brooke 
Army  Hospital.  For  three  years,  he  served  as 
assistant  chief  and  later  chief  of  the  Orthopedic  Ser- 
vice at  DeWitt  Army  Hospital,  Fort  Belvoir,  Va., 
holding  the  rank  of  major,  U.  S.  Army. 

Dr.  Kimbrough  is  certified  by  the  American  Board 
of  Orthopedic  Surgery  and  a Fellow  of  the  American 
Academy  of  Orthopedic  Surgeons. 


Pathologist  Joins  Staff  at  York  Hospital 

Dr.  Robert  Carlyle  Harsh  assumed  his  duties  as 
pathologist  at  York  County  Hospital  February  I. 

Dr.  Harsh  was  assistant  pathologist  at  Mansfield 
General  Hospital,  Mansfield,  Ohio,  and  replaced  Dr. 
Robert  Sing  of  Charlotte,  who  had  served  as  path- 
ologist since  August,  when  the  hospital’s  staff  path- 
ologist, Dr.  Theodore  Wedde,  resigned. 

Harsh,  46,  graduated  from  Ohio  State  University 
School  of  Medicine  in  1941  and  interned  at  Ohio 
State  University  Hospital  in  Columbus.  lie  was  a 
resident  in  pathology  at  Henry  Ford  Hospital,  De- 
troit, Mich.,  from  1943  to  1946  and  had  been  at 
Mansfield  General  since  1954. 


Johnson  Leaving  Spartanburg  City  School 
Board 

Dr.  George  Dean  Johnson,  chairman  and  member 
of  the  Spartanburg  City  Schools  board  of  trustees 
since  1950,  declined  to  seek  reappointment  to  the 
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Board  and  retired  after  his  term  expired  March  22. 

County  Board  of  Education  named  another  local 
physician,  Dr.  William  Thomas  Hendrix  of  Spartan- 
burg, to  fill  Dr.  Jonhson’s  seat  on  the  board. 


Dr.  Workman  Honored 

Dr.  B.  J.  Workman,  Sr.,  veteran  Woodruff  physi- 
cian and  surgeon,  was  honored  by  Atlantic  Coast  Line 
Bailway. 

Kenneth  M.  Corbett,  ACL  personnel  manager,  pre- 
sented Dr.  Workman  a diamond-studded  service  em- 
blem. 

Dr.  Workman  has  served  the  railroad  as  physician 
for  40  years.  He  began  practice  in  1920  and  opened 
Workman  Memorial  Hospital  in  1929.  He  was  ap- 
pointed surgeon  for  ACL  on  January  1,  1923. 


Dr.  Harold  Jervey  Re-Elected 

At  the  Annual  Congress  on  Medical  Education  and 
Licensure,  held  in  Chicago  on  February  1-5,  Dr. 
Harold  E.  Jervey,  Jr.  ot  Columbia  was  re-elected 
Treasurer  of  the  Federation  of  State  Medical  Boards 
of  the  United  States  and  was  re-appointed  to  the 
Advisory  Board  for  Medical  Specialties. 


Charles  H.  Zemp,  Jr.,  M.  D.  announces  the  asso- 
ciation of  LeRoy  C.  Mims,  M.  D.  in  the  practice  of 
pediatrics.  Children’s  Clinic,  Burndale  Medical  Cen- 
ter, Camden. 


Dr.  Maria  G.  Buse  Receives  Award 

Dr.  Maria  G.  Buse,  Assistant  Professor  of  Research 
at  the  Medical  College  of  South  Carolina,  has  re- 
ceived a Research  Career  Development  Award  from 
the  NIH.  This  award  finances  able  scientists  who  plan 
to  pursue  careers  in  independent  research  and  teach- 
ing, and  follow-up  awards  are  given  for  young  in- 
vestigators who  desire  experience  and  further  train- 
ing in  a productive  research  environment.  The  award 
is  for  a period  of  five  years  and  can  be  renewed  once 
for  the  same  period. 

This  type  of  reward  is  in  recognition  of  important 
accomplishment  in  research.  Dr.  Buse  with  her 
husband  Dr.  John  Buse  have  been  carrying  on  work 
on  the  factors  that  modify  the  action  of  insulin:  e.g. 
exercise,  nervous  stimuli,  insulin  antagonists,  etc. 


Registry  of  Deaths  From  Mycetism 

The  National  Registry  of  Deaths  from  Mycetism 
maintains  a file  of  deaths  attributed  to  ingestion  of 
wild  mushrooms  (1957  to  date). 

Physicians  are  requested  to  send  notice  of  all  such 
deaths  ( age,  sex,  date,  locality ) to  Robert  W.  Buck, 
M.  D.,  Secretary,  Massachusetts  Medical  Society,  22 
The  Fenway,  Boston  15. 

Spartanburg  General  Hospital  Fully 
Accredited 

Spartanburg  General  Hospital  has  been  fully  ac- 


credited for  the  next  three  years  by  the  Joint  Com- 
mission on  Accreditation  ot  Hospitals. 

The  hospital  is  currently  operating  under  a one- 
year  accreditation. 


Physicians  in  the  News 

I)r.  Kenneth  Aycock,  Director  of  the  state 
Evaluation  Clinic  for  the  Mentally  Retarded 
Children,  was  the  speaker  at  the  meeting-  of  the 
South  Carolina  Dietetics  Association  in  Green- 
ville, February  2.  His  subject  was  “Inborn  Errors 
of  Metabolism”  ....  Another  speaker  recently 
featured  was  Dr.  Thomas  Hair,  cardiologist  from 
Columbia,  who  spoke  to  the  members  of  the 
Aiken  County  Hospital  Auxiliary  January  31 
....  In  conjunction  with  February’s  National 
Heart  Month,  two  Pee  Dee  heart  specialists,  Dr. 
Walter  R.  Mead  of  Florence  and  Dr.  Roy  Howell 
of  Bennettsville,  addressed  the  Florence  Kiwanis 
Club.  Dr.  Howell  was  also  the  featured  speaker 
at  the  county-wide  meeting  of  the  Negro  com- 
mittee of  the  Marlboro  County  Tuberculosis  Asso- 
ciation. 

Doctors  have  been  named  chairmen  of  both  the 
Clarendon  and  Colleton  county  Heart  Fund  cam- 
paigns. Dr.  Robert  Jackson  will  head  the  Claren- 
don county  drive  and  Dr.  William  E.  Fender,  Jr., 
will  direct  the  drive  in  Colleton  county  ....  In 
Florence  Dr.  Myers  H.  Hicks  has  been  named 
“Man  of  the  Year”  by  the  Florence  Inter-Club 
Council  ....  Three  physicians,  Drs.  George 
Dean  Johnson,  William  T.  Hendrix,  and  Charles 
B.  Hanna  held  a panel  discussion  emphasizing  the 
health  hazards  of  smoking  before  the  student 
body  of  Spartanburg  High  School. 


Clinics  close  at  5 o’clock,  but,  unfortunately,  the 
need  for  medical  care  exists  around  the  clock.  The 
contagion  of  the  medical  day  terminating  at  4 or  5 
o’clock  in  the  afternoon  in  clinics  of  one  type  or 
another  seems  to  have  infected  some  of  the  medical 
profession  in  private  practice.  Mv  lay  friends  complain 
more  and  more  that  it  is  difficult,  if  not  impossible, 
to  obtain  the  services  of  their  own  physicians  over 
week-ends,  particularly  in  the  summer  months.  The 
tendency  for  physicians  to  emulate  their  friends  in 
business  or  other  professions  bv  disappearing  to 
country  homes  and  resorts,  or  to  make  themselves  un- 
available, seems  to  be  on  the  increase.  This  practice 
is  not  endearing  the  members  of  the  medical  profes- 
sion to  the  public  or  improving  our  socalled  “image.” 
It  has  become  hazardous  to  develop  a serious  illness 
over  a week-end  or  on  a holiday  and  now,  even  at 
night.  This  attitude  has  even  spread  to  the  younger 
men  who  are  hard  to  find  as  week-end  and  evening 
substitutes.  Patients  like  to  see  their  own  physicians, 
and  I believe  there  would  be  an  increase  in  respect 
for  the  medical  profession  if  doctors  made  themselves 
more  available  beyond  the  working  day. 

Inaugural  Address.  Milton  Helpern,  M.  D. 

New  York  Med:  18-797  (Nov)  1962. 
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The  Preliminary  Report 
To 

The  Charleston  County  Medical  Society 
From 

The  Committee  On  Mental  Health  Legislation 
Of  The  State  of  South  Carolina 

Part  III 

(c)  That  Section  6 of  the  Act  stipulate  that  at  least 
two  members  of  each  and  every  community  mental 
health  board  shall  be  members  in  good  standing  of 
the  local  medical  society. 

In  the  statement  of  Policy  and  Program  sponsored 
by  the  South  Carolina  Mental  Health  Commission 
August  15,  1961,  which  sets  out  the  details  of  im- 
plementation of  the  Act,  there  are  several  points 
which  require  comment: 

1.  Under  Services  Provided  For,  paragraph  B.  In- 
formational and  Educational  Services — etc.  ( page  1 1 ) 
there  appears  the  statement,  “Educational  programs 
designed  to  prevent  mental  illness  such  as  parent  ed- 
ucation programs,  discussion  groups  for  various  target 
groups  who  are  undergoing  stress  and  for  professional 
groups  who  work  with  persons  having  emotional 
problems  are  all  called  for  by  the  Act”  (emphasis 
ours. ) 

Comment  by  the  Committee:  One  is  forced  to 
raise  the  question,  first,  where  the  evidence  exists 
that  such  “educational  programs”  can  “prevent  men- 
tal illness”  and  furthermore,  should  a program  with 
such  far-reaching  implications  be  in  the  hands  of 
non-medical  personnel?  Secondly,  the  phrase  “various 
target  groups  who  are  undergoing  stress”  is  particu- 
larly in  need  of  clarification.  What  is  the  implication 
of  this  phraseology  and  one  wonders  where  it  origin- 
ated? 

2.  Under  Function  of  Area  Mental  Health  Board, 
paragraph  C.  (p.  14),  it  is  provided  that  each  com- 
munity mental  health  board  “shall  select  a Program 
Director  to  serve  as  Executive  Secretary  of  the  Board 
and  to  have  overall  responsibility  for  the  total  pro- 
gram administered  by  the  Board.  This  Program  Direc- 
tor shall  in  most  cases  be  that  full-time  employee  of 
a Mental  Health  Center  who  is  most  qualified  by  rea- 
son of  training  and  experience  to  administer  such  a 
program”  (emphasis  ours).  And  under  Personnel  In 
Community  Mental  Health  Services,  paragraph  A — 
Duties  of  the  Program  Director  (p.  15),  the  Program 
Director  “should  possess  a professional  degree  recog- 
nized as  relevant  to  the  mental  health  field”. 

Comment  by  Committee:  We  feel  these  provisions 
should  be  spelled  out  more  clearly  and  that  the  Pro- 
gram Director  and  the  Medical  Director  of  the  Clinic 
should  each  be  a Doctor  of  Medicine  certified  in 
Psychiatry  by  the  American  Board  of  Psychiatry  and 
Neurology  or  eligible  for  such  certification  or  properly 


trained  and  working  toward  such  certification. 

3.  The  role  of  a Medical  Director  “to  directly 
supervise  any  and  all  diagnostic  and  treatment  ser- 
vices” and  his  qualifications  are  spelled  out  in  para- 
graph D of  Function  of  Area  Mental  Health  Board 
(p.  14)  and  paragraph  B of  Personnel  in  Community 
Mental  Health  Services  (p.  16).  However,  this  repre- 
sents only  the  policy  of  the  South  Carolina  Mental 
Health  Commission  as  presently  constituted  and  is 
not  a requirement  by  law  for  future  Commission 
members.  Furthermore,  even  the  present  policy  would 
appear  to  place  the  Medical  Director,  who  according 
to  the  present  policy  statement  may  be  the  only 
medically  qualified  member  of  the  entire  community 
mental  health  program,  in  the  role  of  an  employee 
of  a board  which  may  consist  entirely  of  laymen  and 
devoid  of  any  voice  in  policy,  program  planning  or 
immediate  administrative  control  of  the  clinic.  The 
Medical  Director  does  not  even  have  clear  control  of 
the  personnel  in  the  clinic  where  diagnosis  and  treat- 
ment are  carried  out  and  would  not  appear  to  be 
necessarily  involved  at  all  in  the  “educational”  func- 
tions of  the  Program. 

In  summary,  your  Committee  is  clearly  cognizant 
of  the  urgent  need  for  better  care  of  the  mentally  ill 
and  recognizes  the  merit  of  various  aspects  of  the 
present  Community  Mental  Health  Service  Act  and 
Policy  Statement.  It  also  endorses  the  implied  policy 
of  concentrating  action  at  the  local  community  level. 
On  the  other  hand,  however  sound  the  intent  may 
be,  we  can  see  the  real  possibility  that  the  presently 
existant  Act  and  Policy  may,  in  fact,  have  a defect 
that  far  outweighs  its  merit,  namely  that  it  tends  to 
take  the  care  of  the  mentally  ill  out  of  the  hands  of 
the  medical  profession  and  concentrate  the  responsi- 
bility in  the  hands  of  so-called  para-medical  or  even 
non-medical  groups.  In  a field  of  medicine  where  the 
needs  are  so  great,  the  knowledge  on  which  to  base 
diagnosis  and  treatment  so  incomplete,  and  the  quali- 
fied specialists  so  scarce,  one  can  readily  understand 
the  public  sense  of  frustration  at  the  slow  progress 
being  made.  However,  this  program  does  not  and  can- 
not solve  the  problem  without  adequately  trained 
psychiatrists  in  adequate  numbers.  If  these  programs 
were  to  be  set  up  as  presently  outlined  in  this  Act 
and  Statement  of  Policy,  many  of  the  community 
programs  would  of  necessity  be  operated  by  non- 
medical personnel.  This  opens  wide  the  door  for  the 
development  of  a situation  in  which  technically 
trained  para-medical  personnel  without  any  super- 
vision by  or  responsibility  to  qualified  psychiatrists 
might  soon  be  in  control  of  this  important  field  of 
medicine.  Progress  has  been  great  in  the  field  of  psy- 
chiatry and  will  accelerate  under  continued  scientific 
research  and  training.  We  must  not  be  panicked  into 
reckless  moves.  South  Carolina  must  develop  a Com- 
munity Mental  Health  plan,  but  it  should  be  done 
only  on  a sound  medical  basis  and  we  should  use  our 
influence  to  prevent  it  from  being  developed  in  a 
manner  which  could  produce  tragic  results  because 
of  expedient  but  not  professionally  sound  planning. 
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ACTION  FOR  MENTAL  HEALTH 

Action  For  Mental  Health  is  the  final  report  of  the 
Joint  Commission  on  Mental  Illness  and  Health.  The 
Commission  was  directed  by  “The  Mental  Health 
Study  Act  of  1955  under  grants  administered  by  the 
National  Institute  of  Mental  Health  to  analyze  and 
evaluate  the  needs  and  resources  of  the  mentally  ill 
people  of  America  and  make  recommendations  for 
the  national  mental  health  program.  The  report  is 
made  to  Congress,  the  Governors,  and  the  Legisla- 
ture of  the  United  States. 

After  extensive  discussion  of  the  mental  health 
problem,  how  and  why  it  has  been  allowed  by  the 
public  to  grow  by  neglect,  and  what  prospects  for 
solving  this  problem  exist,  the  Commission  offers  de- 
tailed recommendations  for  expanded  research  and 
education  in  the  mental  health  field  for  treatment  and 
hospitalization  of  acutely  and  chronically  ill  patients 
in  local  mental  health  clinics  and  general  hospitals 
and  in  larger  state  institutions,  and  for  after-care  and 
rehabilitation  of  convalescent  patients. 

It  also  offers  recommendations  for  public  educa- 
tion and  advises  that  a mental  health  program  should 
“focus  on  the  goal  of  disseminating  such  information 
about  mental  illness  as  the  public  needs  and  wants 
in  order  to  recognize  the  psychological  forms  of  sick- 
ness and  to  arrive  at  an  informed  opinion  in  its  re- 
sponsibility toward  the  mentally  ill.” 

The  Commission  recommends  that  the  primary  re- 
sponsibility for  preparation  of  mental  health  informa- 
tion for  dissemination  to  the  public  should  rest  with 
“laymen”  who  are  experts  in  public  education  and 
mass  communications  and  who  will  work  in  con- 
sultation with  mental  health  experts. 

The  future  which  the  Commission  envisions  for 
Mental  Health  in  the  United  States  is  best  summed 
\ip  in  the  following  quotation  from  Action  for  Mental 
Health:  “The  federal  government  should  be  prepared 
to  assume  a major  part  of  the  responsibility  for  the 
mentally  ill  insofar  as  the  states  are  agreeable  to  sur- 
rendering it.” 

The  methods  for  obtaining  the  huge  sums  of  money 
which  will  be  necessary  for  the  proper  development 
of  this  national  mental  health  program  and  the  means 
for  persuading  local  and  state  participation  in  the 
program  are  set  forth  in  the  following  taken  from 
Action  for  Mental  Health: 

“Federal,  state  and  local  expenditures  for  public 
mental  patient  services  should  be  doubled  in  the  next 
five  years — and  tripled  in  the  next  ten. 

Only  by  this  magnitude  of  expenditure  can  typical 
state  hospitals  be  made  in  fact  what  they  are  now  in 
name  only — hospitals  for  mental  patients.  Only  by 
this  magnitude  of  expenditure  can  outpatient  and 
former-patient  programs  be  sufficiently  extended  out- 
side the  mental  hospital,  into  the  community.  It  is 
self-evident  that  the  states  for  the  most  part  have  de- 
faulted on  adequate  treatment  for  the  mentally  ill, 
and  have  consistently  done  so  for  a century.  It  is 
likewise  evident  that  the  states  cannot  afford  the 


kind  of  money  needed  to  catch  up  with  modern 
standards  of  care  without  revolutionary  changes  in 
their  tax  structure. 

Therefore,  we  recommend  that  the  states  and  the 
federal  government  work  toward  a time  when  a 
share  of  the  cost  of  state  and  local  mental  patient 
services  will  be  borne  by  the  federal  government, 
over  and  above  the  present  and  future  program  of 
federal  grants-in-aid  for  research  and  training.  The 
simple  and  sufficient  reason  for  this  recommendation 
is  that  under  present  tax  structure  only  the  federal 
government  has  the  financial  resources  needed  to 
overcome  the  lag  and  to  achieve  a minimum  standard 
of  adequacy.  The  federal  government  should  be  pre- 
pared to  assume  a major  part  of  the  responsibility  for 
the  mentally  ill  insofar  as  the  states  are  agreeable  to 
surrendering  it. 

For  convenience,  the  Veterans  Administration  men- 
tal hospitals  can  be  taken  as  financial  models  of  what 
can  be  done  in  the  operation  of  public  mental  hos- 
pitals. Congress  and  the  National  Institute  of  Mental 
Health,  with  the  assistance  of  the  intervening  ad- 
ministrative branches  of  government,  should  develop 
a federal  subsidy  program  that  will  encourage  states 
and  local  governments  to  emulate  the  example  set  by 
V.  A.  mental  hospitals. 

Certain  principles  should  be  followed  in  a federal 
program  of  matching  grants  to  states  for  the  care  of 
the  mentally  ill: 

The  first  principle  is  that  the  federal  government 
on  the  one  side  and  state  and  local  governments  on 
the  other  should  share  in  the  costs  of  services  to  the 
mentally  ill. 

The  second  principle  is  that  the  total  federal  share 
should  be  arrived  at  in  a series  of  graduated  steps 
over  a period  of  years,  the  share  being  determined 
each  year  on  the  basis  of  state  funds  spent  in  a pre- 
vious year. 

The  third  principle  is  that  the  grants  should  be 
awarded  according  to  criteria  of  merit  and  incentive 
to  be  formulated  by  an  expert  advisory  committee  ap- 
pointed by  the  National  Institute  of  Mental  Health. 

In  arriving  at  a formula,  such  an  expert  committee 
would  establish  conditions  affecting  various  portions 
of  the  available  grant,  including  the  following: 

1.  Bring  about  any  necessary  changes  in  the  laws 
of  the  state  to  make  professionally  acceptable  treat- 
ment as  well  as  custody  a requirement  in  mental  hos- 
pitalization, to  differentiate  between  need  of  treat- 
ment and  need  of  institutionalization,  and  to  provide 
treatment  without  hospitalization. 

2.  Bring  about  any  necessary  changes  in  laws  of 
the  state  to  make  voluntary  admission  the  preferred 
method  and  court  commitment  the  exceptional 
method  of  placing  patients  in  a mental  hospital  or 
other  treatment  facilities. 

3.  Accept  any  and  all  persons  requiring  treatment 
and/or  hospitalization  on  the  same  basis  as  persons 
holding  legal  residence  within  the  state. 

4.  Revise  laws  of  the  state  governing  medical  re- 
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sponsibility  for  the  patient  to  distinguish  between  ad- 
ministrative responsibility  for  his  welfare  and  safe- 
keeping and  responsibility  for  professional  care  of 
the  patient. 

5.  Institute  suitable  differentiation  between  ad- 
ministrative structure  and  professional  personnel  re- 
quirements for  ( 1 ) state  mental  institutions  intended 
primarily  as  intensive  treatment  centers  ( I.  E.  true 
hospitals)  and  (2)  facilities  for  humane  and  pro- 
gressive care  of  various  classes  of  the  chronically  ill 
or  disabled,  among  them  the  aged. 

6.  Establish  state  mental  health  agencies  with  well 
defined  powers  and  sufficient  authority  to  assume 
over-all  responsibility  for  the  state’s  services  to  the 
mentally  ill,  and  to  coordinate  state  and  local  com- 
munity health  services. 

7.  Make  reasonable  efforts  to  operate  open  mental 
hospitals  as  mental  health  centers,  i.e.  as  a part  of  an 
integrated  community  service  with  emphasis  on  out- 
patient and  after-care  facilities  as  well  as  in-patient 
services. 

8.  Establish  in  selected  state  mental  hospitals  and 
community  mental  health  programs  training  for  men- 
tal health  workers,  ranging  in  scope,  as  appropriate, 
from  professional  training  in  psychiatry  through  all 
professional  and  sub-professional  levels,  including  the 
on-the-job  training  of  attendants  and  volunteers. 
Since  each  mental  health  center  cannot  undertake  all 
forms  of  teaching  activity,  consideration  here  must 
be  given  to  a variety  of  programs  and  total  effort. 
States  should  be  required  ultimately  to  spend  2% 
per  cent  of  state  mental  patient  service  funds  for 
training. 

9.  Establish  in  selected  state  mental  hospitals  and 
community  mental  health  programs  scientific  research 
programs  appropriate  to  the  facility,  the  opportunities 
for  well  designed  research,  and  the  research  talent 
and  experience  of  staff  members.  States  should  be 
required  ultimately  to  spend  2%  per  cent  of  mental 
patient  service  funds  for  research. 

10.  Encourage  county,  town  and  municipal  tax 
participation  in  the  public  mental  health  services  of 
the  state  as  a means  of  obtaining  federal  funds 
matched  against  local  mental  health  appropriations. 

11.  Agree  that  no  money  will  be  spent  to  build 
mental  hospitals  or  more  than  1000  beds,  or  to  add 
a single  patient  to  mental  hospitals  presently  having 
1000  or  more  patients. 

Our  proposal  would  encourage  local  responsibility 
of  a degree  that  has  not  existed  since  the  state  hos- 
pital system  was  founded,  while  at  the  same  time 
recognizing  that  the  combined  state-local  responsi- 
bility cannot  be  fulfilled  by  the  means  at  hand. 

Table  4 provides  a hypothetical  example  of  how  a 
federal-state-local  matching  program  incorporating 
the  suggested  merit  and  incentive  features  might 
work.  We  have  assumed  for  ease  of  illustration  that 
the  states  will  soon  reach  an  expenditure  of  $1  bil- 
lion a year  for  mental  patient  care  (in  1959  the  fig- 
ure was  $854  million).  We  also  have  assumed  that 


such  a program  can  induce  local  tax  participation  to 
the  extent  of  $60  million  after  a five-year  period  and 
$250  million  after  a ten-year  period. 

Our  proposal  is  the  first  one  in  American  history 
that  attempts  to  encompass  the  total  problem  of  pub- 
lic support  of  mental  health  services  and  to  make 
minimum  standards  of  adequate  care  financially  pos- 
sible. 

The  outstanding  characteristics  of  mental  illness  as 
a public  health  problem  are  its  staggering  size,  the 
present  limitations  in  our  methods  of  treatment,  and 
the  peculiar  nature  of  mental  illness  that  differentiates 
its  victims  from  those  with  other  diseases  or  dis- 
abilities. It  would  follow  that  any  national  program 
against  mental  illness  adopted  by  Congress  and  the 
states  must  be  scaled  to  the  size  of  the  problem, 
imaginative  in  the  course  it  pursues,  and  energetic  in 
overcoming  both  psychological  and  economic  re- 
sistances to  progress  in  this  direction.  We  have  sought 
to  acquit  our  assignment  in  full  recognition  of  these 
facts  and  judgments.’’ 

TABLE  4 

Hypothetical  Costs  to  Federal,  State  and  Local 
Governments  of  Doubling  Expenditures  for  Public 
Mental  Patient  Care  in  Five  Years  and  Tripling  Costs 
in  Ten  Years  Under  Proposed  Matching  Plan  (in 
Billions  of  Dollars. ) 


Year 

State  Expen- 
diture 

Federal  Grants 
Without  Local 
Participation 

Total 

Local  Partici- 
pation to 
Extent  of : 

Federal  Grants 
for  Local 
Participation 

Grand 

Total 

i 

1.0 

0.1 

i.i 





i.i 

2 

1.0 

0.2 

1.2 

0.03 

0.17 

1.4 

3 

1.0 

0.3 

1.3 

0.04 

0.26 

1.6 

4 

1.0 

0.4 

1.4 

0.05 

0.35 

1.8 

5 

1.0 

0.5 

1.5 

0.06 

0.44 

2.0 

6 

1.0 

0.6 

1.6 

0.08 

0.52 

2.2 

7 

1.0 

0.7 

1.7 

0.10 

0.60 

2.4 

8 

1.0 

0.8 

1.8 

0.15 

0.65 

2.6 

9 

1.0 

0.9 

1.9 

0.20 

0.70 

2.8 

10 

1.0 

1.0 

2.0 

0.25 

0.75 

3.0 

Conclusion — After  a review  of  the  mental  health 
laws  of  the  State  of  South  Carolina  and  a review  of 
the  proposals  set  forth  by  the  Joint  Commission  on 
Mental  Illness  and  Health  in  Action  for  Mental 
Health,  it  is  clearly  evident  to  the  Committee  on 
Mental  Health  Legislation  of  the  Charleston  County 
Medical  Society  that  the  field  of  mental  health  will 
likely  become  within  the  next  10  to  15  years  an 
enormous  federal  health  empire  probably  under  the 
direction  of  the  Department  of  Health,  Education 
and  Welfare,  which  will  centrally  regulate  all  the 
mental  health  facilities  in  the  nation  both  at  a state 
and  community  level.  Furthermore,  by  its  own  state- 
ment of  intentions,  the  Joint  Commission  would  place 
this  vast  program  dealing  with  one  of  our  greatest 
health  problems  largely  in  the  hands  of  non-medical 
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people.  That  it  would  become  primarily  a political 
empire  seems  inescapable. 

The  patients  cared  for  by  this  great  central  gov- 
ernment enterprise  will,  as  we  understand  the  laws 
now,  for  the  most  part,  be  admitted  to  it  involuntarily, 
maybe  subject  to  out  of  state  transfer  and  will  be  re- 
leased by  this  agency  at  its  own  discretion  or  held  in 
another  state  for,  “post-institutional  discharge”,  and 
observation,  if  treated  at  an  out-of-state  facility. 

The  committee  therefore  moves  ( 1 ) that  the  So- 
ciety receive  this  preliminary  report  as  information, 
( 2 ) that  the  Society  endorse  that  portion  of  the  report 
dealing  with  the  Community  Mental  Health  Services 
Act  and  provide  the  Charleston  County  Delegation 
to  the  State  Legislature  with  a copv  of  it  for  in- 
formation and  possible  action,  (3)  that  the  Society 
maintain  a Committee  On  Mental  Health  Legislation 
to  be  appointed  annually  by  the  President  for  the 
purpose  of  studying  state  legislation  in  the  field  of 


mental  health  and  of  keeping  the  Society  informed 
about  such  legislation,  ( 4 ) that,  after  consultation 
with  the  attorneys  for  the  Charleston  County  Medical 
Society,  the  Society,  if  it  seems  advisable,  may  re- 
quest the  Charleston  Bar  Association  to  establish  a 
similar  committee  for  the  study  of  mental  health 
legislation,  ( 5 ) that  the  Society  recommend,  through 
its  delegate  to  the  State  Convention  of  the  South 
Carolina  Medical  Association,  that  the  State  Associa- 
tion establish  a Committee  on  Mental  Health  and 
Mental  Health  Legislation  to  study  state  mental 
health  laws  and  keep  the  state  association  advised 
concerning  these  laws  and  their  implications. 

COMMITTEE 

Jennings  Cleckley,  M.  D.,  Chairman 

Vince  Moseley,  M.  D. 

Rhett  Talbert,  M.  D. 

Sidney  Cromer,  M.  D. 

F.  M.  Ball,  M.  D. 


Opinion  of  The  Attorneys  For  The 
Charleston  County  Medical  Society 
The  Committee  on  Mental  Health  Legislation 

Mar.  9,  1963 

Dear  Sirs: 

At  your  request,  I attended  a meeting  and  we 
went  through  the  so-called  Interstate  Compact.  Since 
then,  I have  reviewed  the  Statutes  in  South  Carolina 
and  wish  to  point  out  to  you  certain  things  which 
come  to  my  attention. 

Under  Section  32-1001  any  individual  ordered  to 
be  admitted  to  an  institution  pursuant  to  Sections 
32-958  to  32-967  or  32-982  to  32-989,  which  is  the 
regular  admission  involuntary  commitment  procedure, 
is  eligible  lor  institutional  care  or  treatment  by  any 
agency  in  the  United  States.  The  Court,  upon  receipt 
of  a certificate  from  the  agency  showing  that  facili- 
ties are  available  and  that  the  individual  is  eligible 
for  care  or  treatment  therein,  may  order  him  to  be 
placed  in  the  custody  of  the  agency  for  admittance. 
This  does  not  have  anything  to  do  with  the  family 
guardian  or  committee  but  leaves  it  entirely  to  the 
Probate  Court  having  jurisdiction.  Yet,  in  32-1002 
when  admission  to  a Veterans  Hospital,  the  person 
shall  be  admitted  upon  a written  application  to  the 
hospital  by  a friend,  relative,  spouse,  custodian  or 
guardian  or  the  superintendent  of  any  medical  in- 
stitution where  such  individual  be  and  only  upon  ex- 
amination. It  is  interesting  to  note  under  32-1004 
which  is  not  the  Interstate  Pact,  jurisdiction  is  re- 
tained in  the  appropriate  courts  of  this  state  at  any 
time  to  inquire  into  the  mental  condition  of  the  per- 
son admitted  and  to  determine  the  necessity  for  con- 
tinuance of  his  confinement.  Every  order  of  admit- 
tance issued  pursuant  to  32-1001  and  32-1002  is  so 
conditioned. 

Under  the  compact,  which  is  32-1052,  Article  III, 
an  interstate  patient  shall  receive  the  same  priority 
as  a local  patient  and  under  Section  (e)  the  deter- 
mination as  to  the  suitable  place  of  institutionalization 


fer  a patient  may  be  reviewed  at  any  time  and  such 
further  transfer  of  the  patient  may  be  made  as  seems 
likely  to  be  in  the  best  interest  of  the  patient.  This 
does  not  say  that  our  court  shall  retain  jurisdiction. 
It  is  also  interesting  to  notice  under  Article  VI  of 
the  Interstate  Pact  that  the  duly  accredited  officers 
or  any  state  party  to  this  compact,  upon  the  estab- 
lishment of  their  authority  and  the  identity  of  the 
patient,  shall  be  permitted  to  transport  any  patient 
being  moved  pursuant  to  this  compact  through  any 
and  all  states  party  to  this  compact,  without  inter- 
ference. Therefore,  once  a person  is  in  motion  from 
one  state  to  another,  no  authority  in  an  intervening 
state  can  interfere  with  the  transportation.  In  Article 
VIII  of  the  compact,  it  is  noticed  that  when  a pa- 
tient is  transferred  nothing  in  the  compact  shall  be 
construed  to  abridge,  diminish  or  in  any  way  impair 
the  rights,  duties  and  responsibilities  of  any  patient’s 
guardian  on  his  own  behalf  or  in  respect  of  any  pa- 
tient for  whom  he  may  serve,  except  where  the  trans- 
fer of  any  patient  to  another  jurisdiction  makes  ad- 
visable the  appointment  of  a supplemental  or  sub- 
stitute guardian.  Any  court  of  competent  jurisdiction 
in  the  receiving  state  may  make  such  supplemental 
or  substitute  appointment  and  the  court  which  ap- 
pointed the  previous  guardian  shall  upon  being  dulv 
advised  of  the  new  appointment  and  upon  the  satis- 
factory completion  of  such  accounting  and  other 
acts  as  such  court  may  by  law  require,  relieve  the 
previous  guardian  of  power  and  responsibility  to 
whatever  extent  shall  be  appropriate  in  the  circum- 
stances; provided,  however,  that  in  the  case  of  any 
patient  having  settlement  in  the  sending  state  the 
court  of  competent  jurisdiction  shall  have  the  sole 
discretion  to  relieve  a guardian  appointed  by  it  or 
continue  his  power  and  responsibility,  whichever  it 
shall  deem  advisable.  The  court  in  the  receiving 
state  may,  in  its  discretion,  confirm  or  reappoint  the 
person  or  persons  previously  serving  as  guardian  in 
the  sending  state  in  lieu  of  making  a supplemental 
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lowers  motility  | relieves  cramping  | stops  diarrhea 

LOMOTIL  Antidiarrheal  tablets  and  liquid 

(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 


Traditionally  the  most  effective  means  of 
slowing  excess  intestinal  motility  in  diarrhea 
and  so  of  relieving  the  disorder  have  been 
the  opium  derivatives.  Now  Lomotil  makes 
available  an  antidiarrheal  agent'  of  greater 
therapeutic  efficiency  than  morphine. 

By  controlling  hypermotility,  the  basic  me- 
chanical dysfunction  of  diarrhea,  Lomotil  re- 
duces the  frequency  and  fluidity  of  stools, 
diminishes  cramping  and  controls  diarrhea 
in  many  patients  in  whom  other  drugs  have 
proved  inadequate. 

In  a recent  clinical  report  Cayer  and  Sohmer2 
state:  ‘The  alleviation  of  symptoms  [with 
Lomotil]  was  usually  prompt,  occurring 
within  24  to  72  hours  even  in  the  long- 
standing chronic  cases.  ...  A surprisingly 
satisfactory  response  was  obtained  in  75  per 
cent  of  the  patients  with  regional  enteritis 
and  in  63  per  cent  of  those  with  ulcerative 
colitis,  all  of  whom  had  failed  to  respond  to 
other  measures.” 

The  high  therapeutic  efficiency  of  Lomotil,  its 
safety,  convenience  and  economy  may  be  used 
to  advantage  in  acute  or  chronic  diarrhea. 

o.d.  SEARLE  & CO.  Research  in 


Dosage:  For  adults  the  recommended  initial 
dosage  is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily. 

Lomotil  is  supplied  as  unscored,  uncoated 
white  tablets  of  2.5  mg.  and  as  liquid  contain- 
ing 2.5  mg.  in  each  5 cc.  A subtherapeutic 
amount  of  atropine  sulfate  (0.025  mg.)  is 
added  to  each  tablet  and  each  5 cc.  of  the 
liquid  to  discourage  deliberate  overdosage. 
Recommended  dosage  schedules  should  not 
be  exceeded. 

Note:  Lomotil  is  an  exempt  preparation  under 
Federal  narcotic  statutes. 

Detailed  information  and  directions  for  use 
in  children  and  adults  are  available  in  Physi- 
cians’ Product  Brochure  No.  81.  G.  D.  Searle 
& Co.,  P.  O.  Box  5110,  Chicago  80,  Illinois. 


1.  Janssen.  P.  A.  J.,  and  Jageneau.  A.  H.:  A New  Series 
of  Potent  Analgesics:  Dextro  2 : 2-Diphenyl-3-Methyl- 
4-Morpholino  But yryl pyrrolidine  and  Related  Amides. 

I.  Chemical  Structure  and  Pharmacological  Activity, 

J.  Pharm.  Pharmacol.  9.381-400  (June)  1957. 

2.  Cayer,  D.,  and  Sohmer.  M.  F.:  Long-Term  Clinical 
Studies  with  a New  Constipating  Drug.  Diphenoxylate 
Hydrochloride,  N.  Carolina  Med.  J.  22.600-604  (Dec.) 
1961. 
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or  substitute  appointment.  Therefore,  it  could  well 
be  that  not  only  could  a person  be  transferred,  but  a 
perfect  stranger  could  be  appointed  his  guardian  to 
handle  his  affairs,  and  the  receiving  state  still  has 
the  power  in  my  opinion  in  spite  of  the  local  state  to 
appoint  a supplemental  or  substitute  guardian. 

As  to  Article  XIII,  any  party  state,  which  South 
Carolina  now  is,  to  the  compact  may  withdraw  but 
they  cannot  withdraw  until  one  year  after  notification 
and  the  withdrawal  of  the  state  shall  not  change  the 
status  of  any  patient  which  has  been  sent  to  such 
state  or  sent  out  of  such  state  pursuant  to  the  pro- 
visions of  the  compact.  Section  32-1005,  which  is 
not  a part  of  the  compact  and  which  I believe  would 
be  subject  to  the  restrictions  of  the  compact  states 
that  the  compact  administrator  shall  consult  with  the 
immediate  family  of  any  proposed  transferee  and, 
in  the  case  of  a proposed  transferee  from  an  institu- 
tion in  this  State  to  an  institution  in  another  party 
state,  shall  take  no  final  action  without  approval  of 
the  probate  court  having  jurisdiction  of  such  trans- 
feree. 

Articles  III  and  IV  do  not  state  that  the  compact 
administrator  shall  be  the  person  to  transfer  the 
patient. 

I frankly  feel  that  this  compact  is  very  dangerous. 
While  the  other  Sections,  32-1001  and  32-1002  pro- 
vide for  transfer  to  Federal  institutions  and  Veterans 
Administration  hospitals,  they  definitely  do  it  pur- 
suant to  our  court  retaining  jurisdiction.  Under  the 
compact,  nothing  is  said  about  our  court  retaining 
jurisdiction  but  the  receiving  state  not  only  has  the 
power  under  Article  III,  Section  (e)  to  make  further 
transfer  of  the  patient  as  seems  likely  to  be  in  the 
best  interests  of  the  patient,  but  under  Article  IV  also 
pursuant  to  the  laws  in  the  state  in  which  the  pa- 
tient is  physically  present  to  determine  where  after- 
care shall  be  had  and  this,  >mder  Article  VIII  the  re- 
ceiving state  has  the  right  to  appoint  a supplemental 
guardian  which  includes  a committee  which  can 
handle  the  person’s  assets.  Under  Article  X,  the  com- 
pact administrator  shall  act  as  general  coordinator  of 
activities  and  shall  receive  copies  of  all  reports,  cor- 
respondence or  other  documents  processed  under  the 
compact  by  his  state  either  in  the  capacity  of  send- 
ing or  receiving  state.  Still,  under  Section  32-1055, 
the  compact  administrator,  who  is  not  the  one  who 
necessarily  determined  the  transfer  or  is  not  author- 
ized to  approve  or  disapprove  transfer  is  the  person 
who  shall  consult  with  the  immediate  family.  While 


Section  32-1055  says  that  he  shall  take  no  action 
without  the  approval  of  the  probate  court,  the  com- 
pact does  not  say  that  it  takes  his  permission  or  ap- 
proval to  transfer  a patient  but  states  that  the  trans- 
fer shall  take  place  whenever  there  are  factors  based 
upon  clinical  determinations  indicating  that  the  care 
and  treatment  of  said  patient  would  be  facilitated  or 
improved  thereby. 

I cannot  but  feel  that  this  compact  is  a very 
dangerous  instrument  as  it  presently  stands.  I would 
be  amiss  if  I did  not  point  out  the  possibility  of  the 
compact  being  used  for  political  purposes  allowing  a 
person  to  be  taken  from  his  home  state,  under  our 
commitment  proceedings  which  may  be  done  by  the 
filing  of  a Petition  by  a friend,  relative,  spouse  or 
guardian  of  the  individual  or  the  superintendent  of 
such  public  or  private  institution  in  which  such  in- 
dividual may  be  and  a person  committed  and  trans- 
ferred out  of  the  state,  his  property  taken  from  him 
by  the  appointment  of  a foreign  guardian  or  com- 
mittee, no  interference  allowed  with  the  person  dur- 
ing transportation  through  any  other  state  regardless 
of  court  order  and  the  person  transferred  from  hos- 
pital to  hospital  without  our  court  retaining  any 
jurisdiction  whatsoever  over  a resident  of  our  state. 
Assuming  that  an  interstate  mental  health  compact 
is  necessary  to  expedite  interstate  transfer  of  patients 
the  present  compact  should  be  written  so  as  to  better 
safeguard  the  individual  civil  liberties.  I frankly  feel 
that  we  have  appropriate  laws  for  transfer  without 
the  compact  to  Federal  institutions.  Of  course,  in 
any  private  institution,  private  arrangements  could 
be  made  by  the  members  of  the  family.  I frankly  feel 
that  this  should  be  at  least  amended  under  Section 
32-1055  that  no  patient  should  be  sent  out  of  the 
state  without  the  written  consent  of  the  compact  ad- 
ministrator who  should  not  do  so  without  the  consent 
of  the  probate  court  after  a hearing  with  notification 
to  the  next  of  kin,  guardian  or  other  close  relative 
having  an  opportunity  to  be  heard  and  that  such 
transfer  should  only  be  done  under  the  conditions 
that  the  probate  court  of  this  state  in  the  county  in 
which  the  person  was  committed  or  the  county  in 
which  he  was  a resident  retain  jurisdiction  at  all 
times  to  have  an  examination  by  qualified  doctors  of 
their  own  choice  to  determine  the  true  mental  con- 
dition of  the  patient. 

Very  truly  yours, 

HAGOOD,  RIVERS  & YOUNG 
Joseph  R.  Young 


W.  B.  SAUNDERS  COMPANY  features 

the  following  new  editions  in  their  full  page  ad- 
vertisement appearing  elsewhere  in  this  issue: 
REED— GOUNSELING  IN  MEDICAL  GENETICS 
An  up-to-date  book  telling  you  exactly  what  you 
want  to  know  about  the  chances  of  a hereditary 
disability  being  passed  from  parent  to  child. 


NADAS— PEDIATRIC  CARDIOLOGY 

A practical  text  covering  the  entire  field  of  heart 
disease  in  children. 

HINSIIAW  and  GARLAND— DISEASES  OF  THE 
CHEST 

A useful  book  unsurpassed  for  vividness  of 
illustration  and  completeness  of  coverage. 
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AGGRESSIVE  LONG-TERM  ANTICOAGULANT 
THERAPY 


HARRY  S.  ALLEN,  M.  D. 
MYERS  H.  HICKS,  M.  D. 

Florence,  South  Carolina 


A report  by  Pollard’s  group1  published 
early  in  1962  concerning  the  limitations 
of  long  term  anti-coagulant  therapy 
pointed  out  the  need  for  careful  evaluation 
of  indications,  for  reliable  laboratory  aids, 
constant  supervision  and  the  use  of  a familiar 
drug  as  prerequisites  for  the  institution  of 
successful  therapy.  Since  we  agree  with  all 
of  these  propositions,  but  at  the  same  time 
feel  a need  for  more  emphasis  on  the  facility 
with  which  long  term  anti-coagulant  therapy 
can  be  carried  out  without  serious  complica- 
tion, we  felt  that  a review  of  our  experience 
would  be  informative,  particularly  with  regard 
to  a relatively  low  incidence  of  hemorrhagic 
complications. 

During  the  past  eight  years  we  have  kept 
approximately  130  to  150  patients  on  long 
term  anti-coagulant  therapy.  This  therapv 
was  given  for  various  reasons  which  will  be 
indicated  subsequently.  We  have  used  sev- 
eral members  of  the  coumarin  derivatives  but 
have  more  recently  utilized  Sintrom  entirely. 
Prothrombin  time  determinations  are  ob- 
tained on  the  ambulatory  patients  in  our 


office  laboratory,  and  during  this  period  of 
time,  have  all  been  done  by  the  same  tech- 
nician. The  method  used  is  the  Quick  Method, 
utilizing  Simplastin.  Our  results  have  been 
tabulated  according  to  a dilution  curve  and 
expressed  in  terms  of  percentage.  It  is  noted 
that  84%  of  the  cases  fall  into  a group  mani- 
festing an  average  percentage  range  of  10  to 
30%.  If  expressed  in  terms  of  ratio  of  pa- 
tient’s prothrombin  time  to  control  time  as 
recommended  by  Seide,2  all  of  these  would 
fall  within  therapeutic  range.  The  types  of 
cases,  therapy,  control  and  results  are  listed 
in  the  accompanying  table,  showing  100  cases 
picked  at  random. 

This  study  is  a simple  survey  and  not  a 
statistical  analysis.  We  do  not  believe  that  it 
is  feasible  to  use  a control  series  in  this  type 
of  undertaking.  We  are  convinced  of  the  vir- 
tue of  anti-coagulant  therapy  in  certain  recog- 
nized situations  and  could  never  be  guilty  of 
withholding  therapy  in  such  cases  or  of 
selecting  patients  at  random  in  order  to  pro- 
duce a control  series.  Furthermore,  any  cases 
which  might  be  withheld  because  their  in- 
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trinsic  nature  precluded  the  use 
coagulant  medication  could  not  be 
utilized  as  controls. 

of  anti- 
properly 

ANALYSIS  OF  CASES 

Diagnoses: 

Coronary  Thrombosis 

First  Attack 

34 

Subsequent 

8 

Coronary  Insufficiency 

First  Attack 

22 

Subsequent 

12 

Cerebral  Vascular  Insufficiency 

14 

Peripheral  Vascular  Disease 

Periarteritis 

1 

Thrombophlebitis 

5 

Other 

Embolism 

2 

Retinal  Artery  Thrombosis 

2 

Therapy  and  Control: 

Length  of  Therapy 

Under  6 months  16 

6 months  - 1 year  20 

1 year  - IV2  years  20 

1 V2  years  - 2 years  7 

Over  2 years  37 

Average  Frequency  of  Prothrombin  Time 
Determinations 

1 week  3 

2 weeks  2 

4 weeks  95 

Average  Prothrombin  Time  ( % ) 

Under  10  0 

10-30  84 

30-40  12 

Over  40  4 

Complications: 

Bleeding 

Urinary  3 

Gastrointestinal  1 

Subarachnoid  0 

Other  3 

Inadequate  Control  3 

Estimate  of  Clinical  Effect: 

Excellent  27 

Good  64 

Poor  9 


Another  proposition  which  has  occurred  to 
us,  and  which  we  feel  must  remain  an  un- 
answered question,  is  whether  or  not  com- 
parable results  might  have  been  obtained  in 
some  of  our  cases  without  anti-coagulant  ther- 
apy simply  as  a result  of  care  and  observation 
equal  to  that  demanded  by  the  anti-coagulant 
therapy. 

Our  mortality  rate  is  derived  from  observa- 
tions over  a five  year  period  of  time,  there- 
fore, this  factor  figures  in  our  estimate  of 
clinical  effect  as  well  as  the  promptness  with 
which  symptoms  subsided  and  clinical  im- 
provement was  brought  about.  There  were 


no  recurrences  and  no  mortality  among  our 
“excellent  effect”  group,  one  recurrence  and 
two  deaths  among  the  “good  effect”  group, 
and  one  recurrence  and  five  deaths  among 
the  “poor  effect”  group.  Clinical  effect  is 
necessarily  estimated  on  the  basis  of  very 
general  factors.  Our  estimate  was  made  on 
the  basis  of  diminution  of  pain,  lessening  of 
congestive  heart  failure,  the  ability  to  resume 
full  activity,  and,  in  the  cerebral  vascular 
cases,  the  degree  of  return  of  function  or  dis- 
appearance of  symptoms  of  insufficiency. 
These  factors  were  judged  after  all  other  ac- 
cepted forms  of  therapy  had  been  utilized 
with  poor  results. 

Death  of  patients  is  no  indication  of  failure 
of  long  term  anti-coagulant  therapy  since  it 
may  have  occurred  months  or  years  after  the 
institution  of  therapy,  whereas  it  may  have 
occurred  in  the  earlier  stages  of  disease  with- 
out therapy.  Again,  excellent  results  may  have 
resulted  from  the  therapy  prior  to  the  onset 
of  serious  complications  of  the  disease  pro- 
cess. For  example,  one  patient  was  treated 
over  a five  year  period  for  severe  myocardial 
damage  and  fibrosis  with  congestive  heart 
failure  and  recurrent  pulmonary  edema.  It 
was  felt  that  in  this  case  anti-coagulant  ther- 
apy prevented  recurrent  thrombosis  and 
embolism  and  added  time  and  usefulness  to 
this  patient’s  life.  We  recognize,  of  course, 
that  it  is  extremely  difficult  or  impossible  to 
prove  such  a contention. 

The  most  striking  thing  to  us  in  Pollard’s 
report  was  the  high  incidence  of  hemorrhagic 
complications,  a finding  which  seemed  at 
variance  with  our  experience.  We  noted 
hemorrhagic  complications  in  only  seven  per 
cent  of  our  series.  None  of  these  patients 
showed  prothrombin  time  readings  outside  of 
the  accepted  therapeutic  range  at  the  time 
the  complication  occurred.  Furthermore,  sev- 
eral of  our  patients  have  had  “minor”  dental 
work,  including  extractions,  and  one  has  had 
even  more  extensive  dental  work  done  while 
under  full  anti-coagulant  therapy  without  any 
attempt  to  alter  the  prothrombin  time  sig- 
nificantly. In  like  manner,  several  patients 
have  undergone  minor  surgery  and  one  has 
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undergone  major  surgery  ( removal  of  an 
acutely  inflamed  and  suppurative  Meckel’s 
diverticulum  by  bowel  resection)  without  the 
slightest  hemorrhagic  complication. 

After  initial  control  of  anti-coagulant  ther- 
apy, we  have  found  it  possible  to  schedule 
checks  on  prothrombin  time  at  monthly  inter- 
vals. This  is  contrary  to  the  accepted  practice 
to  some  extent,  but  none  of  our  complications 
has  been  found  to  be  related  to  inadequate 
control  which  might  be  blamed  on  infre- 
quency of  check-ups.  Few  patients  are  seen 
who  are  negligent  enough  to  go  beyond  their 
four  to  six  weeks  appointed  time  without 
prothrombin  determinations.  One  patient,  not 
included  in  this  series  seen  recently  was 
checked  and  found  to  have  a prothrombin 
time  of  20%  and  to  be  practically  symptom 
free  and  completely  without  hemorrhagic 
complications  after  more  than  two  years  with- 
out a prothrombin  time  determination.  Ob- 
viously we  do  not  condone  such  a situation, 
and  as  far  as  we  know  this  is  the  only  patient 
who  had  inadvertently  slipped  away  from  our 
supervision  for  any  alarming  period  of  time. 

Our  residts  advocate  a judicious  aggressive- 


ness in  meeting  and  adjusting  individual 
dosage  requirements.  One  patient  showed 
poor  control  for  nine  months,  then  anginal 
pain  was  much  curtailed  after  dosage  was  ad- 
justed and  the  prothrombin  time  brought  to 
a good  level.  We  have  occasionally  witnessed 
in  a given  subject,  a wide  variation  in  dosage 
requirement  over  several  years.  We  have  con- 
sidered the  prothrombin  times  to  show 
adequate  therapeutic  control  where  85%  of 
the  prothrombin  time  determinations  were 
between  10  and  40%  of  the  control  value. 

Summary 

We  feel  that  long  term  anti-coagulant  ther- 
apy cannot  be  subjected  to  statistical  analysis. 
We  also  feel  that  the  results  of  our  experience 
indicate  no  cause  for  fear  from  hemorrhagic 
complications  when  certain  standardized  fac- 
tors are  taken  into  consideration  and  con- 
sistently followed.  The  danger  of  hemorrhagic 
complications  is  much  outweighed  by  the 
dangers  of  withholding  anti-coagulant  therapy 
when  clinical  indications  exist  and  by  the  de- 
velopment of  the  “rebound  phenomenon” 
when  anti-coagulant  therapy  is  discontinued 
too  abruptly  or  injudiciously. 
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Lesions  histologically  resembling  Boeck’s  Sarcoid 
but  lacking  the  other  characteristics  of  Boeck’s  sar- 
coidosis have  been  designated  sarcoid-like  lesions. 
Sarcoid-like  lesions  have  been  observed  within  malig- 
nant neoplasms  and  particularly  in  the  related  re- 
gional lymphatics  draining  a primary  neoplasm. 

A review  of  the  literature  concerning  this  relation- 
ship suggest  that  the  occurrence  is  more  common  than 
has  been  reported.  An  outline  of  the  review  of  the 
literature  concerning  this  subject  and  a description  of 
three  cases  demonstrating  this  relationship  seen  dur- 


ing a 12  month  period  at  the  Medical  College  of 
South  Carolina  have  been  reported.  In  each  case 
underlying  pulmonary  malignant  growth  was  felt 
related  to  the  presence  of  sarcoid-like  lesions  demon- 
strated in  lymph  nodes  removed  at  the  time  of  diag- 
nostic scalene  lymph  node  biopsy.  The  fact  that  re- 
gional lymph  nodes  draining  a primary  malignant 
site  at  times  contain  sarcoid-like  lesions  was  empha- 
sized. Failure  to  be  aware  of  this  relationship  could 
lead  to  failure  of  diagnosis  of  an  underlying  malig- 
nant neoplasm. 

Adequate  information  is  not  available  to  define 
the  prognostic  significance  of  the  finding  of  sarcoid- 
like  lesions  alone  at  regional  or  distal  lymph  node 
sites  in  association  with  a resectable  or  otherwise 
theoretically  curable  malignant  process. 
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TRIFLUPROMAZINE  AS  AN  ADJUNCT  IN  PREANES- 
THETIC TREATMENT  PRIOR  TO  RHINOPLASTY 


ALBERT  P.  SELTZER,  M.  D. 

Department  of  Otolaryngology,  Graduate  School  of 
Medicine,  University  of  Pennsylvania 
Philadelphia,  Pennsylvania 


Most  individuals  are  averse  to  having 
surgical  procedures  carried  out  under 
local  anesthesia.  This  aversion  is 
particularly  noticeable  in  candidates  for  sur- 
gery of  the  mouth,  throat  and  nose.  Although 
fear  of  pain  is  a major  factor,  fear  of  too  great 
an  awareness  of  the  procedure  and  the 
operating  room  environment  is  frequently  the 
primary  reason  for  their  reluctance  to  accept 
local  anesthesia.  Agents  used  for  premedica- 
tion should  be  capable  of  reducing  anxiety 
and  apprehension  to  a minimum  and  of 
effecting  maximum  relaxation.  At  the  same 
time  sedation  must  not  be  so  profound  that 
the  patient  is  incapable  of  carrying  out  in- 
structions. 

Until  the  advent  of  the  phenothiazines,  the 
choice  of  drugs  for  preoperation  use  was 
limited  chiefly  to  narcotics,  the  barbiturates 
and  certain  hypnotics.  However,  these  drugs 
do  not  fully  achieve  the  aims  of  preanesthetic 
treatment.  The  phenothiazines,  on  the  con- 
trary, represented  a closer  approach  to  the 
ideal  preoperative  medication. 

In  the  study  here  reported  the  phenothia- 
zine  derivative  selected  for  use  in  200  pa- 
tients undergoing  rhinoplasty  was  triflupro- 
mazine  (Vesprin).0  Triflupromazine,  desig- 
nated chemically  as  10-(3-dimethylamino- 
propyl)-2-(trifluoromethyl)  — phenothiazine 

"Supplied  bv  the  Department  of  Clinical  Research, 
The  Squibb  Institute  for  Medical  Research,  New 
Rrunswick,  New  Jersey. 


hydrochloride,  is  adaptable  to  use  in  both 
children  and  adults.  It  may  be  administered 
orally,  intramuscularly  or  intravenously,  as  in- 
dicated. 

One  of  the  special  characteristics  of  this 
drug  is  a marked  ability  to  relieve  appre- 
hension, anxiety  and  agitation  without  pro- 
ducing somnolence  sufficient  to  interfere 
with  the  patient’s  capacity  to  understand  and 
respond  to  instructions.1’ 2 The  high  degree  of 
antiemetic  activity  and  the  depression  of  the 
gag  reflex1,  3'0  effected  are  of  almost  equal 
importance,  particularly  in  surgery  of  the 
throat  and  nose. 

Triflupromazine  has  proved  to  be  relatively 
free  from  serious  side  effects,  especially  when 
used  for  preanesthetic  treatment.  The  prin- 
cipal side  effect  encountered  is  hypotension 
and  this  is  usually  not  severe.1  Hypotension 
has  been  extremely  uncommon,  it  should  be 
noted,  when  the  drug  is  administered  with 
the  patient  in  a sitting  position.1  In  those  in- 
stances in  which  blood  pressure  has  been  re- 
ported to  have  dropped  appreciably,  the  use 
of  Vesprin  with  too  high  a dose  of  meperidine 
was  thought  to  be  responsible.2 

Respiratory  or  circulatory  depression  has 
not  been  a problem:13’ 7 its  occurrence  has 
ordinarily  required  no  special  treatment. 

Clinical  Experience 

Patient  Material:  The  200  patients  ( 100  men; 
100  women)  in  this  study  of  consecutive 
rhinoplasty  cases  ranged  in  age  from  16  to  48 
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years.  In  every  case  surgery  consisted  of 
rhinoplasty  (for  correction  of  external  de- 
formity) and  submucous  resection. 
Preoperative  Medication:  At  noon  on  the  day 
of  operation  the  patient  received  3 grains  of 
amobarbital.  One  hour  later,  at  the  time  of 
call  to  the  operating  room,  morphine  sulfate, 
gr.  1/6,  was  given.  If  the  triflupromazine  was 
gr.  to  be  administered  intramuscularly,  it  was 
given  at  the  same  time  as  the  amobarbital.  If 
intravenous  administration  was  selected,  the 
triflupromazine  was  given  in  the  operating 
room. 

The  dosage  of  triflupromazine  ranged  from 
8 mg.  to  15  mg.,  depending  on  the  age  and 
weight  of  the  patient  and  on  the  route  of  ad- 
ministration. 

Intravenous  triflupromazine  was  always 
given  with  the  patient  in  a semi-reclining 
position.  In  these  cases,  it  was — and  is — the 
practice  to  instruct  the  patient  to  clench  the 
right  fist,  close  his  eyes  and  then  tighten  his 
right  hand  into  a hard  fist.  As  the  drug  is  in- 
jected, the  patient  is  directed  to  release  his 
clenched  fist  very  gradually,  and  he  is  told 
that  when  his  fist  is  completely  relaxed,  he 
will  be  completely  relaxed. 

On  a few  occasions  patients  have  experi- 
enced some  difficulty  in  breathing,  immedi- 
ately following  injection  of  the  drug,  and  at 
once  attempted  to  sit  up.  This  respiratory  re- 
action has  been  transitory,  lasting  only  a few 
moments,  and  in  every  case  has  required 
nothing  beyond  reassurance. 

Results 

Complete  relaxation  was  achieved  in  all  of 
the  200  cases.  The  eyes  usually  remained 
closed  from  the  time  of  administration  of 
Vesprin  onward,  and  in  many  cases  the  pa- 
tients dozed  through  the  entire  operation. 
Their  surroundings  no  longer  disturbed  them 
and  they  did  not  react  to  any  pain  they  ex- 
perienced with  the  usual  signs  of  stress.  Even' 
patient  could  be  easily  aroused  and  each  was 
fully  capable  of  understanding  and  following 
instructions  given  by  the  anesthetist  and  op- 
erating team.  The  postoperative  period  was 
uneventful. 


Discussion 

Opinion  as  to  the  most  desirable  drugs  for 
combination  with  Vesprin  differs  somewhat, 
but  there  is  general  agreement  on  the  neces- 
sity for  combining  Vesprin  with  other  agents 
for  preanesthetic  use. 

Zeedick'  reports  that  the  use  of  a bar- 
biturate with  Vesprin  produces  tranquiliza- 
tion  without  depression  and  allows  the  pa- 
tient to  be  capable  of  cooperation.  Stone1 
favors  the  use  of  a barbiturate  plus  a small 
dose  of  a potent  analgesic  when  triflupro- 
mazine is  to  be  employed  preoperatively. 

Other  investigations2  have  found  that  com- 
bining triflupromazine  with  meperidine — and 
in  younger  or  especially  apprehensive  pa- 
tients, also  pentobarbital  — provides  very 
satisfactory  preoperative  sedation. 

Since  triflupromazine,  like  all  phenothia- 
zines,  acts  additively  with  barbiturates,  nar- 
cotics and  other  central  nervous  system  de- 
pressants/ the  sedation  caused  by  these  latter 
drugs  is  enhanced  when  they  are  used  with 
triflupromazine.  In  our  experience  the  use  of 
both  a barbiturate  and  a narcotic  with  tri- 
flupromazine gives  the  best  result.  Amo- 
barbitol  is  highly  effective  for  sedating  the 
patient.  An  intermediate-size  dose  of  mor- 
phine sulfate  (gr.  1/6)  not  only  acts  to  sup- 
press pain  but  also  guards  against  the  excite- 
ment that  is  sometimes  seen  when  a narcotic 
is  omitted  from  the  barbiturate-phenothia- 
zine  preoperative  combination. 

Summary 

Triflupromazine  (Vesprin)  proved  a valu- 
able adjunct  to  preanesthetic  treatment  in 
200  patients  undergoing  rhinoplasty  and  sub- 
mucous resection  under  local  anesthesia. 

Side  effects  were  negligible  and  limited 
entirely  to  transitory  and  mild  respiratory 
embarrassment  in  an  occasional  patient.  No 
measures  beyond  prompt  reassurance  were 
required  in  such  cases. 

Triflupromazine  appears  to  be  a most  use- 
ful agent  for  the  attainment  of  complete  re- 
laxation in  rhinoplasty,  and  similar  pro- 
cedures, performed  under  local  anesthesia. 
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Adrenal  cysts.  H.  B.  Gregorie,  Jr.,  R.  R.  Bradham, 
and  W.  W.  Chapman  (Charleston)  Surgery  52:  860- 
6,  Dec.  1962. 

The  rarity  of  adrenal  cysts  is  indicated  by  the  total 
of  only  155  cases  reported  by  1959.  Reports  of  two 
cases  and  a brief  review  of  the  subject  were  made 
by  the  authors.  More  common  in  the  female,  adrenal 
cysts  may  occur  at  any  age,  most  in  the  fifth  decade, 
and  are  distributed  equally  between  the  sides,  being 
bilateral  in  fifteen  percent  of  cases. 

In  order  of  diminishing  frequency  the  cysts  are 
classified  as  pseudocystic,  endothelial,  adenomatous, 
retention  or  glandular,  and  parasitic.  While  by  far 
tlie  commonest  the  pseudocyst  results  from  resorb- 
tion  of  adrenal  hemorrhage.  Sizes  from  microscopic 
up  to  thirty  cm.  and  eleven  liter  capacity  have  been 
reported.  One-third  contain  calcium. 

The  diagnosis  is  seldom  made  prior  to  operation 
or  autopsy.  Frequently  asymptomatic,  the  cysts  may- 
produce  regional  pain  or  mechanical  pressure  effects 
if  large  and  may  then  be  palpable  in  the  upper  ab- 
domen or  flanks.  Adrenal  endocrine  function  is 
rarely  altered.  Sudden  pain  and  collapse  may  result 
from  cyst  bleeding.  Most  valuable  in  diagnosis  is 
roentgenography  showing  a mass,  curvilinear  calci- 
fication about  the  cyst,  displacement  of  stomach  or 
colon,  downward  displacement  of  the  kidney  with  or 
without  superior  caliceal  distortion,  or  characteristic 
aortographic  or  tomographic  changes. 

Surgical  exploration  is  necessary  for  the  relief  of 
pressure  symptoms,  exclusion  of  malignancy,  and 
clarification  of  diagnosis.  Ideally  the  benign  cyst  is 
excised  with  preservation  of  as  much  remaining  ad- 
renal gland  as  possible.  Cystectomy  and  ipsilateral 
adrenalectomy  is  performed  for  malignant  cysts. 
Marsupialization,  after  exclusion  of  malignancy,  is 
done  if  excision  is  unjustifiably  hazardous.  The  possi- 
bility of  bilateral  cysts  must  be  properly  resolved  and 
managed  by  efforts  to  preserve  adequate  functional 
adrenal  tissue  when  benign,  or  by  total  adrenalectomy 
when  malignant. 
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1.  Frame  of  reference.  The  practicing  pedi- 
atrician. The  American  Academy  of  Pedi- 
atrics School  Health  Committee.  I come  to 
you  as  Chairman  of  the  School  Health  Com- 
mittee of  the  American  Academy  of  Pedi- 
atrics. I was  first  appointed  chairman  of  the 
South  Carolina  Medical  Association’s  School 
Health  Committee  when  I was  in  regular 
private  practice  of  pediatrics  about  10  years 
ago.  I accepted  the  appointment  then,  and 
each  subsequent  appointment  that  I have  had 
to  a Committee  on  School  Health,  as  a prac- 
ticing pediatrician.  I believe  that  every  pedi- 
atrician in  private  practice  should  familiarize 
himself  as  much  as  possible  with  every  rami- 
fication of  the  very  broad  field  of  school 
health,  and  particularly  the  medical  aspects 
of  this  field. 

2.  Objectives: 

A)  Objectives  of  doctors  in  school  health. 
Objectives  of  practicing  pediatricians  gen- 
erally in  relation  to  school  health  and  fitness 
of  school  children,  and  of  pediatricians  on 
school  health  committees  specifically  should 
be  to  function  in  three  general  ways  as  fol- 
lows: First,  acquiring  useful  and  pertinent 
knowledge  of  the  subject  for  his  professional 
use,  and  to  bring  to  the  members  of  his  pro- 
fessional organization;  second,  serving  the 
medical  society  or  academy  as  an  agent  avail- 
able to  receive  inquiries,  criticisms,  and  con- 
structive suggestions  as  to  how  the  committee 

Presented  at  the  joint  session  of  the  American 
School  Health  Association;  American  Public  Health 
Association  Meeting  Hotel  Fontainbleau,  Miami 
Beach  Florida,  October  18,  1962. 


might  feel  about  any  aspect  of  school  health; 
and  third,  to  seek  and  work  with  educators 
and  others  in  the  schools  for  the  promotion  of 
school  health. 

B)  General  objectives  of  education.  Each 
of  us  here  today  is  personally  interested  in 
education  for  its  own  sake.  We  have  all  spent 
a considerable  period  of  our  lives  being  ed- 
ucated in  a formal  school  system  and  for  this 
reason,  if  none  other,  we  all  have  mature 
opinions  about  what  an  educational  system  is; 
its  strengths,  its  weaknesses,  its  potentials, 
and  its  failures.  I suppose  we  would  all  agree 
that  the  general  purpose  or  objective  of  ed- 
ucation is  to  fit  students  for  life.  Few  would 
take  the  narrow  view  that  the  school’s  only 
purpose  is  to  teach  children  certain  skills  in 
arts  and  sciences,  but  we  would  agree  that  a 
much  more  important  service  has  to  do  with 
teaching  the  child  how  to  get  along  with  his 
fellow  man  and  instilling  attitudes  which 
place  a premium  on  moral  and  ethical  be- 
havior, respect  for  self  and  for  fellow  man, 
and  for  such  sacred  institutions  as  God, 
country,  home,  womanhood,  and  manhood, 
properly  constituted  authority,  and  basic 
human  rights.  I cannot  resist  the  opportunity 
to  say  publicly  that  1 was  shocked,  though 
perhaps  not  surprised,  when  the  Supreme 
Court  recently  struck  down  the  philosophy 
that  the  school  should  actively  encourage 
reverence  for  God,  when  that  august  body 
forbade  the  use  of  a general  prayer  in  the 
schools  which  is  acceptable  to  all  Judeo- 
Christian  faiths. 
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C)  The  place  of  physical  fitness  in  the  gen- 
eral objectives  of  education.  In  accordance 
with  this  concept  of  the  broader  objectives  of 
education,  all  of  us  agree,  that  the  schools 
should  teach  health  and  hygiene.  Teaching 
health  includes  instruction,  not  only  by 
didactic  measures  or  by  demonstrations,  but 
also  by  encouraging  student  participation  by 
personal  activities.  These  activities  include 
receiving  routine  immunizations,  and  under- 
going periodic  medical  evaluations  and  screen- 
ings, preferably  by  their  own  doctor,  taking 
various  safety  drills,  enjoying  good  dietary 
and  food  habits,  living  up  to  certain  standards 
of  personal  and  environmental  sanitation,  and 
many  formal  or  informal  group  or  individual 
activities,  included  under  physical  fitness 
programs. 

3.  Present  status  and  organization  of  phy- 
sical fitness  education  programs  generally 
over  the  United  States.  Most  of  you  assume 
that  the  need  for  physical  fitness  programs  in 
all  schools  has  been  demonstrated  and  that 
this  need  is  generally  taken  for  granted.  I be- 
lieve further  discussion  of  this  basic  principle 
is  needed  because  this  concept  is  not  generally 
being  implemented  over  the  country. 

4.  General  arguments  for  and  against  phy- 
sical fitness  programs  in  schools. 

A)  Youth  physical  fitness  and  national 
security.  All  of  us  are  familiar  with  certain 
recently  popularized  and  presumably  alarm- 
ing observations  on  the  relative  fitness  of 
European  school  children,  who,  it  is  said,  al- 
most uniformly  participate  in  rather  strenuous 
graded  physical  education  programs,  when 
compared  with  their  softer  American  counter- 
parts, only  a very  few  of  whom  have  com- 
pulsory gym,  at  least  in  the  elementary 
grades,  and  most  of  whom  have  token  pro- 
grams for  physical  fitness  in  high  school  and 
college  grades.  Whether  these  comparisons 
are  truly  valid,  I do  not  know.  I am  inclined 
to  wonder  whether  the  physical  fitness  that 
is  gained  may  not  potentially  at  least  be  at 
the  expense  of  mental  and  moral  fitness.  I 
am  thinking  particularly  of  the  perhaps  ex- 
treme example  of  the  “Hitler  Youth”  who 
were  beautifully  conditioned  physically,  but 


who  were  also  disciplined  and  regimented  to 
act  as  automatons.  Children  with  such  train- 
ing may  perhaps  be  lulled  by  the  rhythmic 
cadence  of  a drill,  and  are  thereby  conditioned 
to  act  in  team  effort  without  the  exercise  of 
thought  or  reason. 

The  practice  of  pediatrics  is  largely  a prac- 
tice of  preventive  medicine.  The  demand  for 
specialized  child  care  and  supervision  has 
come  from  society.  As  Dr.  B.  S.  Veeder  ex- 
presses it  "The  motivation  back  of  much  of 
the  progress  in  child  welfare  and  hygiene  is 
found  in  the  inherent  instinct  of  self  preserva- 
tion on  the  part  of  the  state.”  For  example, 
war  and  the  preparation  for  war,  has  been  one 
of  the  chief  influences  that  has  led  to  the 
betterment  of  health  and  welfare  activities 
for  the  child. 

The  recent  experiences  of  the  draft  boards 
of  World  War  II  illustrate  the  point  ade- 
quately. The  nation  was  appalled  by  the  phy- 
sical status  of  our  youth.  This  revelation 
created  a great  consciousness  of  the  value  of 
preventive  pediatrics  in  the  parents  of  our 
land.  Whereas  before  this  last  war  only  five 
states  had  organized  divisions  of  child  hy- 
giene, within  five  years  after  the  end  of  the 
war  there  were  43  state,  and  many  county  and 
city  organizations  as  well. 

It  is  said  that  the  Boer  War  was  the  in- 
fluence back  of  much  of  the  child  hygiene 
movement  in  England.  In  France,  the  falling 
birth  rate  with  its  potential  danger  to  the 
state,  led  to  the  development  of  organized 
child  hygiene  measures  many  years  ago. 

B)  Scientific  evidence  of  how  much  exer- 
cise is  good  is  not  available.  Many  educators 
and  physicians  have  deplored  our  lack  of 
carefully  controlled  studies  to  prove  that  fit- 
ness programs  do  indeed  improve  the  “health” 
of  school  children.  I personally  believe  that 
when  the  proposition  is  stated  in  such  con- 
crete terms,  the  proof  of  this  point  can  never 
be  made  for  the  simple  reason  that  one  can- 
not define  the  amount  of  exercise  that  a 
particular  pupil  expends  in  an  average  graded 
exercise.  Even  if  we  coidd  do  this,  how  could 
we  know  that  the  exercise  has  been  good, 
when  we  do  not  know  how  to  evaluate  what 
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is  good  or  bad,  except  in  terms  of  narrow 
parameters,  for  a particular  time.  For  in- 
stance, attainment  of  greater  weight  or 
strength  may  conceivably  (though  this  is  un- 
likely) reduce  longevity  or  good  geriatric 
health  by  predisposing  to  cancer,  arterial  dis- 
ease or  cataracts.  Retired  professional  ath- 
letes are  in  danger  of  fatty  degeneration  of 
heart  muscle  if  they  do  not  de-condition  very 
carefully.  Physiologists  who  have  studied 
muscle  function  have  demonstrated  that 
graded  exercises  and  training  programs  do 
predictably  increase  strength,  and  ability  to 
perform  certain  tasks.  No  coach  needs  any 
scientific  experiment  to  settle  this  point  for 
him. 

C)  Dangers  of  softness  ( extreme  ex- 
amples). Conversely,  all  pediatricians  are 
quite  familiar  with  the  deletarious  effects  of 
prolonged  restrictions  of  activity,  as  an  ex- 
ample, in  a child  who  has  been  restricted  to 
bed  rest  (or  should  I say  bed  “confinement”?) 
under  an  erroneous  diagnosis  of  rheumatic 
fever  because  of  a functional  heart  murmur. 
After  such  an  imposition,  the  victim  is  ob- 
viously flabby  and  lacking  in  physical  stamina, 
and  in  addition,  he  is  also  usually  quite 
obviously  severely  disturbed  emotionally.  A 
very  occasional  child  under  such  circum- 
stances might  use  the  opportunity  for  deep 
and  intensive  study  and  might,  by  so  doing, 
“improve”  his  mind.  I have  not  seen  an  ex- 
ample of  such  a result,  but  usually  deteriora- 
tion of  mental  competence  as  gaged  by  school 
performance  paralleling  the  physical  and 
emotional  deterioration.  When  activity  has 
been  severely  curtailed  in  a child  because  of 
real  illness,  but  the  child  has  been  permitted 
maximum  activity  within  the  limits  of  his 
pain  or  hindrance  due  to  appliances  or  casts, 
I do  not  believe  there  has  been  this  associated 
mental  deterioration,  at  least  not  to  the  same 
degree. 

5.  Disadvantages  and  dangers  of  physical 
fitness  programs.  Physicians  are  concerned 
because  we  have  seen  bad  effects  of  too  much 
conditioning  and  certainly  bad  effects  of 
strenuous  activity  not  preceded  by  condition- 
ing. 


A)  Inherent  danger  of  long  term  disability 
or  fatal  injury  to  pupils.  We  all  recognize  that 
an  occasional  pupil  may  be  fatally  injured,  or 
might  suffer  permanent  decrease  in  function 
of  muscles  due  to  over-fatigue.  Such  accidents 
can  be  reduced  by  vigilant  supervision  of  the 
program,  but  perhaps  can  never  be  completely 
eliminated. 

B)  Psychological  damage  is  done  when  un- 
due stress  is  placed  on  winning  a contest,  and 
on  having  “winning  teams”  for  the  sake  of  the 
“dear  old  alma  mater.”  Little  leagues  and  Pop 
Warner  football  have  been  criticized  because 
of  these  problems. 

C)  Cost  of  programs  — relative  to  other 
costs  of  education  ( curriculum  planning). 
While  many  educators  have  made  room  in 
their  curricula  for  physical  fitness  programs, 
this  has  always  been  at  the  expense  of  other 
items  in  the  curriculum,  though  if  curriculum 
planning  is  done  efficiently  without  much  ex- 
pense. Even  if  there  were  no  extra  monetary 
outlay  for  physical  education,  there  is  always 
expense  in  terms  of  extra  work  extracted  from 
the  administrator  and  teachers. 

6.  What  kind  of  Physical  Fitness  Programs 
are  really  appropriate  for  schools? 

A)  All  children  are  created  unequal.  1 do 
not  believe  that  all  children  are  created  equal, 
or  that  it  is  possible  for  each  to  have  equal 
opportunity.  I certainly  do  feel,  however,  that 
our  schools  should  make  every  effort  to  see  to 
it  that  students  are  treated  fairly,  and  that 
they  are  not  penalized  by  the  “system,”  either 
by  being  encouraged  to  overly  exert  them- 
selves to  their  harm,  or  by  being  passed  over 
and  denied  opportunities. 

B)  All  schools  in  a school  system  are  un- 
equal. I am  convinced  that  school  health  pro- 
grams must  be  individualized  for  individual 
schools.  There  should  be  planning  for  routine 
medical  and  dental  evaluation,  immunizations 
(preferably  by  family  doctors  who  send  rec- 
ords to  and  receive  records  from  the  schools ) , 
and  screening  evaluations  of  speech,  and 
hearing  function.  The  operation  of  such  pro- 
grams cannot  be  uniform  for  any  school  dis- 
trict because  certain  schools — perhaps  in  a 
high  or  middle  class  neighborhood,  would  be 
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entirely  different,  to  be  practical,  from  the 
operation  of  a program  with  the  same  goals 
in  a school  of  the  same  district  which  has 
largely  an  indigent  or  medically  indigent 
clientele.  The  same  practical  considerations 
must  be  faced  in  planning  physical  fitness 
programs. 

C)  Objectives  of  physical  fitness  in  schools. 

1 .To  help  student  be  more  receptive  to 
learning. 

2.  To  teach  fitness  as  a way  of  life.  I be- 
lieve in  and  propose  that  we  work  for  effective 
physical  fitness  programs  in  all  public  schools, 
elementary  through  college.  The  purpose 
should  be  to  make  children  healthier,  and 
thus  more  receptive  to  learning,  and  to  start 
a pattern  for  adult  living  so  that  physical  fit- 
ness becomes  a way  of  life. 

Dr.  John  L.  Reichert,  a member  and  past 
president  of  the  Academy  of  Pediatrics  School 
Health  Committee,  delivered  a paper  in  New 
York  at  the  annual  meeting  of  the  A.M.A. 
(June  1957)  entitled,  “Competitive  Athletics 
for  Pre-Teen  Age  Children.”  I consider  his 
paper  a classic,  and  you  woidd  be  better 
served  today  if  Dr.  Reichert  read  that  same 
paper  to  you.  Two  points  that  he  makes  con- 
cerning the  psychology  of  competitive  body 
contact  sports  seem  very  pertinent  at  this 
point.  Both  must  be  given  careful  considera- 
tion in  planning  physical  fitness  programs — 
not  only  for  pre-teen  agers  but  for  high  school 
and  college  athletes  also. 

15)  Bodi/  contact  which  involves  competi- 
tion is  inherently  necessary  in  psychological 
development  of  boys.  First,  “boys  even  from 
early  years  instinctively  engage  in  competitive 
athletic  activity,  especially  in  body  contact 
play,  such  as  boxing,  wrestling,  and  bare 
handed  fighting,  with  no  holds  barred.  To 
minimize  dangers  of  such  activities,  it  is  bet- 
ter for  adults  to  organize  and  direct  them.” 

E)  Further  elaboration  of  psychologic 
dangers  to  children,  families,  and  society. 
Second,  “strong  emotional  reactions  are  too 
often  engendered  by  high  pressure  competi- 
tive games  which  adversely  affect  the  chil- 
dren, parents,  teachers,  coaches,  spectators. 


commercial  interests.”  “These  exaggerated  re- 
actions can  lead  to  abnormal  psychologic  re- 
sponses both  in  parents  and  children.” — “The 
hero  worship  of  the  star,  the  sense  of  failure 
in  the  boy  who  does  not  make  the  team,  or 
who  fails  to  make  the  crucial  point,  the  ob- 
vious disappointment  of  the  parent  (and 
others)  when  the  boy  fails,  or  the  excessive 
pride  and  praise  when  he  wins.” 

Dr.  Reichert  did  not  mention  the  scandals. 
They  are  rather  infrequent  even  at  college 
level,  however,  they  are  a potential  danger 
even  in  lower  grades  and  should  never  be 
permitted  to  develop. 

The  instinctive  need  for  competition — in- 
cluding bare  handed  fighting  is  a most  preci- 
ous basic  drive.  Without  it  man  would  not 
rule  the  animals.  Animals  (with  few  ex- 
ceptions) fight  for  food  or  individual  or  herd 
survival — man  fights  for  these  primitive  rea- 
sons but  also  for  principles,  and  philosophy. 
Surely  children  should  be  guided  to  have  re- 
spect for  their  physical  powers  and  helped  to 
develop  them  not  only  for  the  manly  art  of 
self  defense,  but  to  take  offensive  action  when 
indicated.  I agree  wholeheartedly  with  Dr. 
Reichert’s  first  point.  They  should  have  fre- 
quent opportunity  for  competitive  sport  and 
play.  There  probably  must  even  be  some  real 
danger  and  surely  some  possibility  of  hurt  or 
pain,  to  the  one  who  is  unwary  and  careless. 
If  this  were  not  the  case  there  would  be  no 
moral  or  lesson.  There  should  also  be  some 
acclaim  or  a trophy  for  the  winner.  The 
proper  solution  to  what  should  ideally  be  done 
to  best  serve  this  important  educational  need 
does  not  come  easily.  Medical  considerations 
are  important,  but  I do  not  consider  them  the 
most  important  ones  in  the  problem.  Safe- 
guarding the  teeth,  the  bones,  and  the  other 
organs  has  become  scientifically  possible  to 
the  point  where  the  risks  should  not  be  too 
great.  The  physical  fitness  program  to  be  well 
rounded,  then  should  include  opportunity  for 
body  contact  sports,  though  not  exclusively. 
When  these  sports  are  permitted  safeguards 
should  be  enforced,  and  their  use  should  be 
carefully  supervised  and  controlled.  My 
preference  is  for  swimming,  track,  tennis, 
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golf,  boating  of  all  kinds,  and  such  team  sports 
as  baseball,  volley  ball  and  basket  ball. 

Dr.  Reichert’s  second  point  is  more  subtle 
and  complex,  but  for  education  and  its  aims 
probably  far  more  important.  I have  been  im- 
pressed in  my  practice  with  the  strength  of 
paternal  emotion.  Often  as  we  have  watched 
a well  or  sick  infant  through  the  nursery 
window,  a father  has  said  with  feeling,  “He 
is  a fine  little  fellow,”  or  “Doctor,  you  must 
pull  him  through  this  illness,  he  is  going  to  be 
the  fullback  at  Clemson  Class  of  ’75.”  At  one 
time  I used  to  think  that  such  a remark  was 
very  innocent,  and  passed  it  off  without  much 
thought.  Fathers  are  under  deep  emotional 
strain  as  they  see  for  the  first  time  the  heir 
apparent,  and  particularly  so  if  the  boy  is 
sick.  Many  fathers  have  a very  deep  and 
strong  desire  to  see  their  son  succeed  on  the 
gridiron.  To  them  this  is  the  very  acme  of 
success.  Life  can  bring  no  sweeter  joy.  I 
surely  take  fierce  pride  when  a child  of  mine 
succeeds.  This  pride  reaches  a crescendo  when 
the  success  is  in  a hotly  contested  sailing 
regatta  or  other  game  where  skill,  persever- 
ance, strength,  and  stamina  win  out  over  well 
matched  contestants.  I am  sure  such  vicarious 
victories  mean  more  to  the  father  than  they 
could  ever  mean  to  the  boy  himself.  I doubt 
very  much  if  a genuine  football  hero  of  yester- 
year would  have  gridiron  victory  as  a goal 
for  his  boy. 

I have  a good  friend  who  went  through  col- 
lege on  a football  scholarship.  He  is  an  in- 
telligent and  dedicated  minister.  I have  often 
heard  him  speak  with  real  disgust  of  the 
drudgery,  the  misplaced  emphasis,  and  lost 
opportunities  that  beset  his  college  years.  I 
am  sure  no  son  of  his  will  be  allowed  to  ac- 
cept such  a sacrifice  for  plaudits  on  a Thanks- 
giving afternoon.  Surely  an  education  can  be 
gained  by  work  which  does  not  demand  so 
much.  This  man  did  not  lose  a front  tooth  or 
get  a trick  knee  or  hip.  He  merely  lost  the  op- 
portunity to  take  part  in  practically  every  cul- 
tural advantage  offered  by  the  great  univer- 
sity he  attended. 

F)  Changing  emphasis  in  pediatric  prac- 
tice from  older  concepts  of  cure  of  illness,  to 


concern  with  psychosomatic  illness,  adoles- 
cent problems  (turmoil),  prevention  of 
neuroses  and  delinquency.  The  modem  pedi- 
atrician is  much  more  concerned  than  his 
counterpart  of  20  years  ago  with  behavior 
problems,  adolescent  turmoil  and  problems  of 
social  adjustment  and  psychosomatic  illness 
in  his  patient.  When  I hear  a piano  tuner  ex- 
press concern  about  his  child’s  hearing,  or  a 
limping  ex-substitute  say  junior  will  be  a 
fullback,  I see  a danger  signal.  Parents  can- 
not and  should  not  demand  to  live  the  life 
they  wanted  or  reach  the  objectives  they  failed 
to  attain  vicariously  through  their  children. 
They  must  learn  to  be  satisfied — yea,  over- 
joyed when  their  son  or  daughter  finds  happi- 
ness and  success  with  honor  and  through  per- 
sonal commitment  to  a worthwhile  objective 
of  his  or  her  own  choosing.  Physical  fitness 
means  health.  No  one  lives  an  abundant  pro- 
ductive happy  life  without  health.  Fitness 
must  be  fostered  by  educational  systems  to 
lit  youth  better  for  life.  Fitness  programs 
should  not  be  advanced  for  financial  gain  or 
to  advertise  or  help  the  school.  They  should 
be  planned  and  administered  with  the  same 
purpose  and  at  the  same  cost  as  courses  in 
math  or  science.  It  is  hard  to  turn  down  a 
“buck”  particularly  if  it  is  for  a “good”  cause. 
Let  us  be  very  sure  that  the  cause  is  really 
“good”  in  all  that  the  word  implies.  In  many 
schools  it  is  said  that  the  football  gate  re- 
ceipts carry  all  of  the  rest  of  the  physical  fit- 
ness program.  Maybe  the  football  players  are 
satisfied  to  carry  the  load  for  the  rest  of  the 
school.  Maybe  they  enjoy  training  and  work, 
and  since  perhaps  their  life’s  work  will  be 
professional  football  and  later  coaching,  they 
are  really  on  the  way.  If  a boy’s  future  is  foot- 
ball, a football  scholarship  is  logical.  If  he 
wants  a college  education,  he  should  not  be 
enticed  into  a football  scholarship  in  order  to 
get  it. 

G)  The  formal  physical  fitness  program  in 
the  routine  of  the  school  program  and  day. 

1.  The  place  of  gym. 

2.  Excuses  from  gym. 

•3.  Pediatricians  responsibility  to  the  child , 
the  school,  and  the  irate  parent.  There  is  a 
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facet  in  human  nature  which  makes  many,  if 
not  all  individuals  to  some  extent,  happy  to 
accept  regimentation.  Such  regimentation  re- 
lieves us  of  the  need  to  think  and  act  for  our- 
selves. Discipline  and  schedule,  are  necessary 
for  efficiency  in  a group  activity.  Monotonous 
setting  up  exercises  performed  by  rote  and  in 
ranks  may  even  be  appealing  at  times,  particu- 
larly to  certain  inhibited  persons.  Such  exer- 
cises may  be  necessary  ( in  order  to  have  a fit- 
ness program  at  all ) for  curriculum  efficiency. 
They  should  be  administered  with  imagina- 
tion (we  need  more  Debbv  Drakes!)  and 
hopefully  even  humor,  and  not  dragged  out 
monotonously.  They  can  well  serve  as  a very 
brief  opportunity  for  a stretch  and  a deep 
breath  between  sedentary  classes,  even  though 
scientific  proof  that  they  are  “good”  cannot 
be  obtained.  Formal  gvm  classes  should  bv 
no  means  be  the  end  of  physical  fitness  in  ed- 
ucation, but  should  be  an  adjunct  and  a com- 
promise with  more  idealistic  programs  which 
should  be  developed  and  instituted  when  they 
are  devised  and  can  be  made  available.  The 
primary  objective  of  physical  fitness  education 
in  our  school  systems  should  be  development 
of  positive  programs  for  games  and  sports 
which  have  carry-over  value,  and  which  teach 
sportsmanship,  fair  play,  respect  for  the  rules 
of  health,  avoiding  dangerous  excesses,  and 
with  motivation  of  the  participants  because 
good  sport  is  fun,  rather  than  accomplished 
by  prodding  to  ensure  participation. 

I join  physical  education  people  in  their 
censure  of  doctors  who  are  too  willing  to 


write  excuses  from  gym  without  a very  good 
reason  for  the  excuse.  Adolescent  girls  should 
not  be  encouraged  to  miss  swimming  class  be- 
cause of  damage  to  elaborate  coiffures.  Pedi- 
atricians must  join  with  educators  to  promote 
the  health  of  school  children,  and  if  neces- 
sary risk  the  ire  of  an  occasional  parent  by 
coming  to  the  aid  of  the  school  rather  than 
joining  the  all  too  popular  fad  of  criticizing 
the  school  which  is  daring  enough  to  be  pro- 
gressive. 

7.  Concluding  remarks — the  pediatrician s 
opportunity.  Each  school  should  be  en- 
couraged, and  given  all  the  help  possible  to 
up-grade  its  programs,  whether  of  a strictly 
didactic,  or  of  more  general  cultural  nature. 
There  have  been  many  published  statements 
in  Pediatrics  and  its  supplements  giving  the 
official  stand  of  various  committees  of  the 
Academy  of  Pediatrics  on  this  and  related  sub- 
jects. The  views  expressed  in  this  paper  are 
along  the  general  lines  of  most  of  these  offi- 
cial statements  The  American  Academy  of 
Pediatrics  officially  accepts  the  philosophy 
that  practicing  pediatricians  have  a key  role 
to  play  in  many  facets  of  these  and  related 
areas.  The  pediatrician  has  a contribution  to 
make.  Many  pediatricians  need  to  be  invited 
to  participate.  The  Academy  is  urging  its 
members  to  accept  such  invitations  and  to 
solicit  them  actively.  Pediatricians  are  urged 
to  prepare  themselves  to  be  useful  in  tech- 
nical as  well  as  non-technical  school  affairs  as 
community  minded  citizens. 
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President’s  Page 

In  past  years,  the  retiring  President  of  the  South 
Carolina  Medical  Association  has  often  made  pertinent 
and  valuable  recommendations  in  his  final  address. 

These  have  covered  a variety  of  topics  — economic, 
political,  relations  with  paramedical  groups,  the  enhance- 
ment of  our  profession  in  the  eyes  of  the  public  — but 
more  frequently  than  not,  such  recommendations  have 
been  forgotten  with  the  change  in  the  administrative 
officers  of  the  Association  and  their  benefit  has  thus  been 
lost. 

With  this  in  mind,  I am  undertaking  a change  in  the 
usual  procedure.  It  has  seemed  to  me  to  be  in  order  for 
the  President-Elect  to  make  certain  proposals  to  the  House  of  Delegates  and  ask  for  their  ap- 
proval, so  that  he  might  have  a specific  program  for  his  term  in  the  Presidency  in  the  Asso- 
ciation, and  that  he  might  be  in  a better  position  in  advocating  what  appears  to  be  the  most 
pressing  problems  of  the  moment. 

This  method  of  approach  has  certain  distinct  advantages.  First,  it  allows  the  House  of 
Delegates  to  pass  on  the  merits  of  any  proposal,  giving  it  either  their  stamp  of  approval  if 
warranted,  or  by  disapproval,  dampening  the  enthusiasm  of  an  ill  advised  and  unwise  advo- 
cate. Secondly,  it  would  allow  the  President  of  the  Association  a degree  of  leadership  in  its 
affairs  during  his  year  of  office  which  might  result  in  the  accomplishment  of  some  worth- 
while work.  In  addition,  it  would  give  the  Association  a definite  course  to  which  to  set  its 
sails  and  a better  chance  to  reach  its  goal. 

I have  been  accorded  a definite  spot  on  the  Program  by  the  President  of  the  Association 
to  make  such  proposals  to  the  House  of  Delegates.  By  the  time  this  letter  is  in  print,  I shall 
have  done  so.  These  proposals  are  all  directed  toward  the  increase  of  the  services  of  the 
Association  to  its  members  and  to  the  general  public.  Such  services  fall  into  several  natural 
spheres  — economic,  educational,  political,  informational  — and  in  all  of  these  various  cate- 
gories I have  made  certain  proposals.  The  most  important  of  these  is  in  the  field  of  Post  Grad- 
uate Medical  Education,  and  in  the  accomplishment  of  the  primary  purpose  of  our  Association, 
as  stated  in  the  constitution,  “to  extend  medical  knowledge  and  advance  medical  science.” 

It  is  obvious  that  the  success  of  any  program  cannot  depend  upon  one  man.  The  work 
of  the  Association  depends  altogether  on  the  enthusiasm  and  dedication  of  its  committees. 
There  is  much  to  be  done,  and  much  can  be  done  if  the  Committees  of  the  Association  will 
set  themselves  as  they  have  in  the  past  to  the  reaching  of  this  goal. 

Robert  Wilson,  M.  D. 
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THE  DOCTORS  WILSON  OF 
SOUTH  CAROLINA 


Robert  Wilson 
(1736-1815) 


There  are  certain  families  of  our  state  in 
which  the  desire  to  pursue  medicine  as  a call- 
ing runs  quite  consistently.  Such  a family  is 
that  of  our  new  president,  Dr.  Robert  Wilson. 
Since  the  earliest  arrival  of  the  Wilsons  in 
this  state,  with  the  exception  of  one  brief 
period,  the  direct  line  of  the  family  has  pro- 
duced a Dr.  Wilson  in  Charleston. 

All  of  the  Wilsons  have  been  men  of  stand- 
ing and  ability.  The  first  one  to  come,  Dr. 
Robert  Wilson  (1736-1815),  came  to  Charles- 
ton in  1755  when  he  was  quite  a young  man 
but  nevertheless  a recognized  surgeon.  He 
went  into  partnership  with  Dr.  Samuel  Carne 
and  was  a resident  of  the  city  for  more  than 


Samuel  Wilson 
(1763-1827) 


sixty  years.  After  the  formation  of  the  Medi- 
cal Society  of  South  Carolina,  Dr.  Wilson 
provided  it  with  meteorological  observations 
for  many  years. 

Robert  Wilson,  the  son  of  the  first  Wilson 
and  later  his  partner  (1770-1821),  was  a 
graduate  of  Edinburgh  and  a practitioner  in 
Charleston  for  twenty-five  years,  president  of 
its  Medical  Society  in  1811,  and  left  “a  frag- 
rant memory  of  an  honorable  and  useful 
life.” 


Samuel  Wilson,  another  son  of  the  first 
Robert  Wilson,  studied  with  his  father  and 
later  went  to  Edinburgh  and  to  Glasgow, 
graduating  at  the  latter.  Returning  in  1786, 
he  went  into  partnership  with  Dr.  Alexander 
Baron.  He  was  an  ornithologist  of  some  note 
and  president  of  the  Medical  Society  in  1801. 
He  died  in  1827.  He  had  been  a partner  with 
Dr.  Robert  Wilson  and  later  with  his  own 
sons,  Dr.  Isaac  M.  Wilson  and  Dr.  Samuel 
Wilson,  Jr. 


Robert  Wilson 
(1838-1924) 


Here  occurred  the  only  break  in  the  direct 
line  of  medical  descent,  when  one  of  the  fam- 
ily pursued  a commercial  rather  than  a medi- 
cal life.  However,  the  family  profession  was 
soon  recaptured  by  Dr.  Robert  Wilson  ( 1838- 
1924),  who  graduated  in  medicine  in  1859 
and  served  as  a surgeon  in  the  Confederate 
Army.  After  the  end  of  the  War  he  became 
an  Episcopal  minister,  and  was  author  of 
“Half -for gotten  By-ways  of  the  Old  South” 
(1928)  and  of  many  other  writings. 

The  next  Wilson  in  the  medical  hierarchy 
was  Dr.  Robert  Wilson  (1867-1946),  a dis- 
tinguished leader  in  medicine  in  this  state 
and  in  the  whole  southeastern  part  of  the 
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(1867-1946) 
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Robert  Wilson 
(1905-  ) 


country,  a physician  in  the  Osier  tradition, 
and  well  known  to  the  whole  profession  of 
the  state  in  his  capacity  as  dean  of  the  Medi- 
cal College  of  South  Carolina.  He  served 
thirty  years  in  this  position  and  was  an  active 
participant  in  many  medical  groups. 

Our  current  president,  Dr.  Robert  Wilson 

(1905- ),  a graduate  of  Princeton,  now 

clinical  professor  of  medicine  at  the  Medical 
College  of  South  Carolina,  and  a Fellow  of 
the  College  of  Physicians,  has  had  a notable 
career  and  is  familiar  to  the  physicians  of 
the  state  in  his  recent  capacity  as  long-time 
secretary  of  the  South  Carolina  Medical 
Association.  He  is  a past  president  of  the 
Medical  Society  of  South  Carolina  and  now 


Robert  Wilson,  Jr. 
(1936-  ) 


assumes  the  leadership  in  our  state  organiza- 
tion. 

The  tradition  goes  on.  Robert  Wilson,  Jr. 
(1936-__),  a graduate  of  the  Medical  College 


of  South  Carolina  in  1962  is  now  preparing 
to  enter  the  Air  Force.  His  brothers  expect 
to  study  medicine.  May  this  family  loyalty  to 
the  profession  never  be  lost. 


Initiative,  Cooperation  and  Freedom 


Under  the  sponsorship  of  county  medical 
societies,  STOP  POLIO  SUNDAYS,  a mass 
immunization  campaign  using  Sabin  oral  vac- 
cine, was  started  March  31  in  Charleston, 
Orangeburg,  Colleton,  Berkeley  and  Dor- 
chester Counties. 

In  each  county  the  medical  societies  organ- 
ized a distribution  system  designed  to  enable 
every  person  in  the  county,  aged  3 months  to 
90  years,  to  become  permanently  immunized 
against  poliomyelitis.  To  assist  in  the  distribu- 
tion, the  medical  societies  obtained  enthusi- 
astic cooperation  from  the  pharmacists  and 
the  appropriate  districts  of  the  State  Nurses 
Association.  The  cost  of  the  vaccine  was 
underwritten  by  various  civic  clubs  or,  as  in 
the  case  of  Charleston  County,  by  the  local 
chapter  of  the  National  Foundation. 

The  results  of  the  initiative  shown  by  the 
county  medical  societies  and  of  the  coopera- 
tion of  the  physicians,  pharmacists  and 
nurses,  were  impressive.  On  the  first  Sunday, 
during  which  Type  I Sabin  vaccine  was  dis- 
tributed on  small  lumps  of  sugar,  approxi- 
mately 73%  of  the  population  of  Berkeley 
and  Dorchester  Counties  received  vaccine, 


69%  of  Charleston's  populace,  64%  of  Colle- 
ton’s and  61%  of  Orangeburg’s. 

The  following  Sunday  was  make-up  Sun- 
day. In  Charleston  make-up  Sunday  in- 
creased the  number  of  people  receiving  vac- 
cine from  69%  to  nearly  80%.  Dorchester’s 
percentage  rose  from  73%  to  80%,  Berkeley’s 
from  73%  to  78%.,  Orangeburg’s  from  61%  to 
76%,  and  Colleton’s  from  64%  to  70%.  The 
campaign  will  continue  until  June  23,  by 
which  time  all  three  types  of  Sabin  vaccine 
will  have  been  distributed. 

Such  initiative  and  cooperation  on  the  part 
of  medicine  and  its  allied  professions  would 
scarcely  occur  with  socialized  medicine, 
under  which  the  government  would  organ- 
ize immunization  campaigns,  and  the  tax- 
payers’ dollars  would  pay  for  all:  multiple 
paperwork,  vaccine  and  professional  services. 


G P News 

A new  and  pleasing  quarterly  publication 
by  the  South  Carolina  Academy  of  General 
Practice  appeared  in  March  1963.  G P Netcs 
of  South  Carolina  is  produced  under  the 
editorship  of  Harold  H.  Jeter,  M.  D.,  of  Flor- 
ence and  a commission  including  George  C. 
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Duncan,  M.  D.,  William  T.  Hendrix,  M.  D., 
D.  O.  Winter,  M.  D.,  Allen  R.  Sloan,  M.  D., 
and  Mrs.  Margaret  A.  Turner,  the  executive 
secretary.  It  carries  news,  comment,  scientific 
articles  and  advertising.  The  first  issue  con- 
tains 20  pages  and  is  technically  very  well 
produced. 

The  Journal  wishes  every  success  for  this 
new  publication. 


Spring  Cleaning 

Annually,  as  spring  cleaning  gets  under 
way,  a number  of  young  ladies  of  our  ac- 
quaintance complain  to  11s  that  their  medicine 
cabinets  are  cluttered  with  half-filled,  un- 
marked and  expensive  medicines  which  they 
reluctantly  throw  away  because  they  do  not 
know  the  contents  of  the  bottles.  Often  they 
have  later  need  of  the  discarded  medicines, 
and  must  purchase  them  anew.  But  since  they 
do  not  know  what  their  unidentified  bottles 
contain,  it  serves  little  purpose  to  keep  them. 

Contrary  to  many  reports,  these  young  wo- 
men do  not  object  primarily  to  the  cost  of  the 
medicines,  but  to  the  waste  caused  by  dis- 
carding potentially  useful  materials. 


Hospitals  and  clinics  are  increasingly  fol- 
lowing the  practice  of  indicating  the  contents 
of  prescriptions.  If  private  pharmacists 
adopted  this  method,  it  might  save  the  pub- 
lic much  unnecessary  expense.  To  request 
identification  of  the  contents  of  prescriptions 
would  not  be  difficult  for  the  physician. 

Obviously  there  are  some  instances  in 
which  it  is  not  desirable  for  the  patient  to 
know  what  drug  he  is  taking  and  the  tempta- 
tion to  self  medication,  or  even  neighbor 
medication,  is  almost  irresistable  for  some  lay 
“doctors.”  The  question  of  expiration  of  po- 
tency of  some  preparations  must  also  be  con- 
sidered. 

There  must  be  a satisfactory  compromise 
in  labelling  certain  items,  but  not  all,  of  the 
products  of  the  pharmacy. 


Political  Note  for  Storage  and  Future 
Retrieval 

Governor  Nelson  A.  Rockefeller  of  New 
York  State  publicly  sponsored  a bill  calling 
for  chiropractic  licensing,  which  has  been 
passed.  The  Medical  Society  of  the  state  of 
New  York  is  greatly  disturbed. 


Fifty  Year  Pins 

The  following  members  of  the  Association  have 
been  presented  with  pins  indicating  50  years  of 
practice. 

Dr.  Daniel  D.  Strauss 
703  West  Main  Street 
Bennettsville 
Dr.  Wallis  Cone 
Williston 

Dr.  William  R.  Bloekmon 
Phillips  Building 
Rock  Hill 

Dr.  George  M.  Truluck 
259  Amelia,  N.  E. 

Orangeburg 

Dr.  Alva  W.  Humphries 
West  DeKalb  Street 
Camden 
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Memorial  Committee 
In  Memoriam 


Since  last  May,  31  South  Carolina  physi- 
cians fulfilled  their  mortal  destiny  and 
achieved  immortality  in  the  hearts  and  minds 
of  their  colleagues,  friends  and  patients.  Some 
were  called  from  the  morning  of  their  labors, 
others  from  the  noon  time  and  still  others  in 
the  late  evening.  Some  were  well  known  and 
famous,  others  were  little  known  except  to 
their  patients,  a few  friends  and  colleagues, 
but  each  had  made  in  his  own  particular  way, 
his  contribution  to  the  practice  of  medicine 
and  to  the  health  and  welfare  of  this  state. 

So  let  them  be  honored,  revered  and  re- 
membered. 


Buford  Chappell,  Chairman 


Abell,  R.  E. 

Assey,  Phillip  E. 
Baker,  Hannibal  L. 
Battle,  George  C. 
Brewer,  John  M. 
Bryson,  J. Y. 

Evans,  D.  M. 

Felder,  W.  H. 
Garrison,  Paul  H. 
Gibbes,  J.  Heyward 
Green,  Carlos  I. 
Guignard,  Jane  Bruce 
Hamilton,  Reuben  G. 
Harvin,  Winfield  S. 
Hopkins,  Theodore  J. 
Jeanes,  R.  P. 


Kitchin,  J.  W. 
Mosteller,  Malcolm 
Payne,  J.  W. 

Pruitt,  Harrison  A. 
Roberts,  R.  V.  H. 
Sasser,  Paul 
Schreiber,  H.  J. 
Stanley,  Robert  R. 
Strait,  W.  Frank,  Jr. 
Twitty,  W.  C. 

Wall,  William  A. 
Weston,  William 
White,  S.  H. 
Williams,  I).  B. 
Wilson,  L.  Q. 
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Public  Relations 


DISCUSSION  OF  EFFECTIVE  USE  OF 
RADIO,  TELEVISION  AND 
NEWSPAPER 

By  Willard  Mills,  Greenville,  S.  C. 


When  Dr.  Waring  assigned  to  me  the  topic  of 
“Effective  Use  of  Radio,  Television  and  Newspaper,” 
I indicated  to  him  that  I knew  little  of  the  subject 
except  what  I had  learned  in  the  position  of  Chair- 
man of  the  Greenville  County  Medical  Society’s 
Public  Relations  Committee.  I will  not  attempt  to 
tell  what  should  be  done,  but  I will  describe  what 
we  are  doing  and  hope  that  some  ideas  may  be  ob- 
tained in  this  way. 

First  and  foremost,  I think  it  should  be  under- 
stood that  the  “climate”  in  the  Greenville  County 
Medical  Society  is  right  for  our  program.  We  feel 
that  the  community  must  know  that  the  doctors  are 
good  citizens,  and  our  doctors  no  longer  need  apolo- 
gize to  their  fellow  physicians  for  their  community 
activities.  We  welcome  tasteful  public  recognition  as 
long  as  it  does  not  indicate  that  any  individual  doc- 
tor is  better  medically  qualified  than  his  colleagues. 

Secondly,  we  have  attempted  to  take  advantage 
of  our  opportunities  as  they  have  been  presented  to 
us.  This  sounds  elementary,  but  if  we  have  been  the 
least  bit  successful,  this  willingness  to  act  immedi- 
ately has  been  to  a great  extent  responsible  for  it. 

Over  the  years,  we  have  received  splendid  co- 
operation from  our  local  newspapers,  and  we  know 
that  this  type  of  reporting  comes  from  conscientious 
and  dedicated  individuals.  We  do  not  shrink  from 
letting  them  know  by  letter  and  by  County  Society 
Resolution  that  we  appreciate  their  efforts. 

Several  years  ago,  I sat  down  with  the  editor  of 
one  of  the  newspapers,  and  we  went  over  what 
would  be  helpful  to  them  in  handling  our  announce- 
ments. This  has  proven  to  be  of  tremendous  value, 
and  I would  heartily  recommend  a visit  of  this  sort 
for  anyone  dealing  with  the  Press.  Out  of  this  meet- 
ing came  some  semi-automatic  arrangements  which 
have  cut  down  on  the  time  necessary  to  prepare 
certain  news  releases  and  have  improved  our  cover- 
age. 

Our  newspaper  activities  have  many  sides,  but 
some  of  the  most  interesting  revolve  around  articles 
written  by  local  reporters  with  our  society’s  complete 
cooperation.  One  such  article,  written  after  inter- 
viewing many  local  doctors,  was  entitled,  “Green- 
ville Has  Become  Important  as  a Medical  Center.” 
Another  article  was  written  about  the  Pediatric  Jour- 
nal Club  entitled,  “Pediatric  Club  Aids  Doctors  in 
Practice.”  These  articles,  and  others  like  them,  are 
good  public  relations  for  Greenville  doctors,  and  we 
encourage  them.  The  newspaper  reporter  welcomes 


articles  about  medicine;  however,  he  wishes  them  to 
be  of  interest  to  all  and,  preferably,  to  be  about 
people  known  in  the  community.  They  do  not  like 
cold  impersonal  material. 

Some  years  ago,  the  Greenville  County  Medical 
Society,  as  did  many  societies,  began  a radio  pro- 
gram with  the  cooperation  of  a local  radio  station. 
In  these  programs,  doctors  of  various  specialties 
answered  questions  sent  in  by  radio  listeners  and  by 
newspaper  readers  and  also  gave  short  talks  on 
timely  subjects.  This  series,  in  due  course  of  time, 
became  a television  program  which,  for  several  years, 
was  well  received  by  the  public.  It  was  a terrific 
undertaking  for  the  membership  of  the  society  and, 
eventually,  its  TV  rating  went  the  way  of  all  TV 
programs.  These  programs  proved  to  us  that  the  pub- 
lic likes  to  see  and  hear  their  doctors  on  the  air. 

About  one  year  ago,  we  received  word  that  Lib- 
erty Life  Insurance  Company  was  going  to  sponsor 
a medical  radio  program  syndicated  by  Dr.  James 
Rogers  Fox.  This  program  was  to  be  placed  on  the 
air  twice  a day  with  Dr.  Fox  discussing  subjects  in 
a short,  but  informative,  way.  The  Greenville  County 
Medical  Society  was  asked  by  Liberty  Life  Insur- 
ance Company  if  we  wished  to  endorse  the  program, 
and,  of  course,  we  did.  Twice  daily  then  for  26 
weeks,  our  society’s  name  was  linked  with  a good 
authoritative  public  service  type  radio  medical  pro- 
gram. Although  we  did  not  ask  for  letters,  some 
were  received,  and  these  were  answered  to  the  best 
of  our  ability.  Some  of  the  programs  were  as  fol- 
lows: (1)  Heart  Murmur,  (2)  How  Much  Exercise, 
(3)  Diabetes,  (4)  Doctors’  Fees,  (5)  Water  Safety, 
(6)  Tuberculosis,  (7)  Doctors’  Selection  of  Wonder 
Drugs. 

During  the  course  of  this  program’s  run  on  the  air, 
it  became  obvious  in  the  United  States,  in  South 
Carolina,  and  in  Greenville  County  that  the  public 
was  being  misinformed  about  proposed  governmental 
medicine.  We  have,  in  Greenville,  a doctor  prac- 
ticing Anesthesiology — Dr.  James  Barr  who  was  born 
in  and  studied  medicine  in  Edinburgh,  Scotland,  and 
served  part  of  his  residency  in  a hospital  in  Saska- 
toon, Saskatchewan.  Dr.  Barr  agreed  to  tape  a 
series  of  programs  of  five  minutes  each  describing 
how  the  English  System  of  Medicine  worked,  and 
Liberty  Life  Insurance  Company  agreed  to  forego 
any  advertising  time,  so  that  we  could  have  as  long 
a period  as  possible  on  the  air.  Dr.  Barr’s  discussion 
did  not  criticize  the  English  System  of  Medicine,  but 
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brought  out  many  previously  untold  facets.  We  found 
this  technique  to  be  quite  effective.  Every  physician, 
druggist,  and  dentist  in  the  area  was  written  prior 
to  the  program  and  a counter  card  placed  in  each 
office  noting  the  times  and  station  to  carry  the 
broadcast.  Newspaper  space  was  purchased  by  Lib- 
erty Life  Insurance  Company  to  announce  the  pro- 
gram. 

The  society,  as  a group,  has  continued  to  make 
talks  to  P.T.A.’s,  Service  Clubs,  etcetera,  which, 
until  quite  recently,  were  all  on  medical  subjects.  It 
has  become  necessary  to  educate  the  public  concern- 
ing government’s  place  in  medicine,  and,  for  this 
reason,  some  of  our  talks  have  become  more  politi- 
cal in  nature.  We  have  also  placed  in  our  local  news- 
papers society-paid-for  public  service  announce- 
ments. 


Our  own  Medical  Auxiliary  is  one  of  our  chief 
source  of  support.  This  group  of  ladies  was  responsi- 
ble for  obtaining  Ronald  Reagan’s  narrative  radio 
program  which  was  aimed  at  Socialized  Medicine, 
and  they  arranged  for  its  broadcast  over  the  air. 

It  should  be  emphasized  that  even  this  small 
effort  has  been  time  consuming,  and  that  it  is 
wholly  dependant  on  the  cooperation  of  the  society 
and  on  taking  advantage  of  opportunities  as  they 
arise.  The  things  which  we  have  done  are,  un- 
doubtedly, available  to  all;  and,  without  doubt, 
more  are  available  to  us  if  we  knew  how  to  find 
them  or  had  someone  with  more  time  to  spend  de- 
veloping our  program. 

Presented  at  The  Public  Relations  Forum  of  the 
South  Carolina  Medical  Association,  Columbia,  S.  C., 
Feb.  24,  1963. 


Five  High,  Low  States  For  Hospital  Costs 


Rank 

State 

Average  Cost 
Per  Patient  Day 

Average  Length 
of  Stai/  ( Days) 

Average  Cost 
Per  Patient  Stay 

1 

Alaska 

45.29 

5.0 

226.45 

2 

California 

44.81 

7.1 

318.15 

3 

Washington 

43.43 

5.6 

243.21 

4 

Massachusetts 

42.15 

8.4 

354.06 

5 

Connecticut 

41.62 

7.7 

320.47 

United  States 

34.98 

7.6 

265.85 

46 

South  Dakota 

27.82 

6.8 

189.18 

47 

Mississippi 

27.34 

5.9 

161.31 

48 

North  Dakota 

26.31 

7.5 

197.33 

49 

North  Carolina 

26.15 

6.7 

175.21 

50 

South  Carolina 

22.82 

7.2 

164.30 

Source:  American  Hospital  Association,  non-federal 
short-term  general  and  other  special  hospitals,  1961. 
Note:  Above  data  includes  maternity  patients. 

Hospital  costs  in  the  U.  S.  averaged  $34.98  per 
patient  day  in  1961,  but  varied  considerably  among 
the  states. 

Thev  were  highest  in  Alaska,  California,  Washing- 
ton, Massachusetts  and  Connecticut,  and  lowest  in 
South  Carolina,  North  Carolina,  North  Dakota, 
Mississippi  and  South  Dakota. 

Variations  in  costs  are  due  to  a variety  of  factors, 
including  quality  and  quantity  of  service  provided, 
labor  costs  and  other  components.  The  Health  Insur- 
ance Institute  said  the  variability  means  that  family 
health  insurance  coverage  in  different  areas  should 
be  tailored  to  meet  local  costs  and  conditions. 

Survey  of  Health  Economies 
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News 


Dr.  Suber  Will  Take  Whitten  Village  Post 

Dr.  R.  B.  Suber,  41,  of  Whitmire,  will  become 
assistant  superintendent  of  Whitten  Village  May  15. 

Dr.  Suber,  a Whitmire  native  who  has  been  asso- 
ciated with  a clinic  there,  decided  to  join  the  state  in- 
stitution for  mentally  retarded  White  children  at  a 
meeting  of  the  board  of  trustees,  Dr.  B.  O.  Whitten, 
superintendent  and  founder,  said. 

Dr.  Whitten  said  he  was  “extremely  gratified  that 
Dr.  Suber  had  finally  decided  to  make  the  move.”  He 
cited  Dr.  Suber’s  “fine  training,  experience  and  great 
humanitarian  spirit.” 

A graduate  of  Davidson  College  in  1942,  Dr.  Suber 
was  graduated  from  Vanderbilt  University  with  a med- 
ical degree  in  1951.  Between  the  time  of  his  studies 
at  the  two  institutions,  Dr.  Suber  served  his  intern- 
ship at  Presbyterian  Hospital  in  Chicago. 


Accreditation  Is  Awarded  Hospitals 

Full  accreditation  for  the  next  three-year  period 
has  been  granted  to  Lee  County  Memorial  Hospital, 
and  Bverly  Hospital  in  Hartsville. 

The  Lee  County  institution  becomes  the  smallest 
hospital,  census-wise,  in  the  state  to  enjoy  full  ac- 
creditation by  the  Board  of  Commissioners  of  the 
Joint  Commission  on  Accreditation  of  Hospitals. 


New  South  Carolina  Fellows  of  ACOG 

Four  South  Carolinians  have  been  named  Fellows 
of  the  American  College  of  Obstetricians  and  Gyne- 
cologists. They  are:  Drs.  Paul  A.  Wood,  Camden; 
Stanley  Gould,  Greenville;  Jerome  S.  Levitan,  Capt., 
Shaw  AFB;  and  Charles  H.  Owens,  Hartsville. 


Coastal  Medical  Society 

The  Coastal  Medical  Society  met  March  21  at 
Jacksonboro.  Guest  speaker  was  Dr.  Louis  Jervey 
who  spoke  on  “Diagnosis  and  I reatment  ol  Pneu- 
monia. 


Chester  County  Hospital  Opens  Doors 
To  New  Wing 

Chester  County  Hospital  opened  the  doors  of  its 
new  34  bed  “T”  wing  February  26.  as  a number  of 
patients  from  the  surgical  wing  were  transferred  to 
the  new  quarters. 

The  “T”  wing  provides  f2  semi-private  rooms 
(24)  beds  and  ten  private  rooms  (one  bed  each), 
individually  heated  and  air-conditioned  for  the  con- 
venience of  patients. 

Dr.  Williams  Advisor  For  County  MHA 

Dr.  Edward  S.  Williams  has  been  appointed  pro- 
fessional advisor  of  the  Darlington  County  Mental 
Health  Association,  according  to  Mrs.  Ray  Chapman, 
president  of  the  Association. 


The  newly  elected  director  specializes  in  internal 
medicine  in  Hartsville.  He  is  on  the  medical  staff  of 
Bverly  Hospital. 


American  Legion  Honors  Dr.  Bundy 

Dr.  John  Lambert  Bundy,  a practicing  physician, 
has  been  awarded  the  public  service  award  pre- 
sented by  the  American  Legion,  Frank  Roach  Post, 
No.  34  of  Rock  Hill. 

The  presentation  was  made  at  the  annual  birthday 
banquet  in  the  post  home. 

J.  C.  Hambright  made  the  presentation  to  Dr. 
Bundy  “for  his  contribution  to  the  community:  as  a 
practicing  physician  in  tireless,  unselfish  and  loving 
ministry  to  the  sick,  exemplifying  the  highest  stand- 
ards and  finest  traditions  of  the  medical  profession 
during  40  years  of  regular  practice  of  medicine  in 
the  City  of  Rock  Hill;  and  as  a good  citizen,  as 
friend  and  neighbor  and  Christian  gentleman.” 


Trudeau  School  of  Tuberculosis  and  Other 
Pulmonary  Diseases 

The  Forty -eighth  Session  of  the  Trudeau  School 
of  Tuberculosis  and  Other  Pulmonary  Diseases, 
established  in  1916,  will  be  held  in  Saranac  Lake, 
N.  Y.  from  June  3rd  to  21st,  1963.  This  annual, 
unique  postgraduate  course  for  physicians,  provides 
outstanding  instruction  in  the  field  of  chest  diseases 
at  a minimal  tuition  of  $100  for  a three  weeks 
session.  Attendance  at  the  Trudeau  School  carries 
with  it  a thorough  review  for  specialization  in  pul- 
monary diseases  or  for  work  in  public  health  in- 
volving tuberculosis. 

Inquiries  should  be  addressed  to  the  Secretary, 
Trudeau  School  of  Tuberculosis  and  Other  Pulmonary 
Diseases,  Box  670,  Saranac  Lake,  N.  Y. 


Schachte  Gets  Medical  College 
Board  Position 

The  state  General  Assembly  has  put  a Charleston 
layman  on  the  Medical  College  Board  of  Trustees. 

Sen.  T.  Allen  Legare  nominated  J.  Edwin  Schachte, 
realtor  and  insurance  broker,  for  the  position. 

He  noted  that  he  was  following  the  advice  of  the 
Committee  on  Higher  Education  in  making  the 
nomination.  That  committee  has  suggested  that  more 
laymen  should  be  on  the  college’s  Board  of  Trustees. 

Mr.  Schachte  will  succeed  Dr.  E.  H.  Barnwell, 
honorary  vice  chairman,  of  Wadmalaw,  who  did  not 
run  for  re-election. 

Three  other  trustees  were  re-elected  for  four-year 
terms.  Thev  are  Dr.  Joseph  Cain  of  Mullins,  Dr.  A. 
F.  Burnside  of  Columbia  and  Dr.  J.  M.  Pratt  of 
York  Countv. 
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Cardiologist  On  ETV  Film  For  Nurses 

Thomas  E.  Hair,  M.  D.,  Cardiologist,  Chairman, 
Cardiac  Resuscitation  Committee,  South  Carolina 
Heart  Association,  Columbia,  was  guest  speaker  in 
the  series  of  educational  television  programs  for  pro- 
fessional nurses  shown  April  4 and  5.  The  topic  of 
the  month’s  program  was  “Care  of  the  Cardiac  Pa- 
tient.” 


Physicians  in  the  News 

Dr.  James  Langston  Hughes  was  named  a Fellow 
in  the  Industrial  Medical  Association  at  the  Asso- 
ciation's annual  Fellowship  ceremony  held  in  Wash- 
ington, D.  C.,  in  March.  Dr.  Hughes  was  in  Wash- 
ington to  receive  his  certificate  in  person Dr. 

Arthur  I.  Weiss,  director  of  the  Speech  and  Hearing 
Clinic  in  Spartanburg,  was  guest  speaker  at  the 
March  meeting  of  the  Inman  Elementary  Parent- 
Teachers  Association.  . . . Dr.  Jim  Gannon,  general 
practitioner  recently  moved  to  Dillon,  addressed  the 
Pilot  Club  of  Dillon  on  “Safety  in  Medicine"  at  its 
March  meeting. 

Dr.  Kennedy  Named  To  Head  Aiken 
Rotary  Club 

Dr.  Finley  E.  Kennedy  was  elected  president  of 
the  Aiken  Rotary  Club  in  a unanimous  election. 

Surgical  Society  Elects  Timmons  As 
President 

Dr.  John  R.  Timmons  of  Columbia  was  elected 
president  of  the  South  Carolina  Surgical  Society. 

Other  new  officers  for  the  coming  year  were  also 
elected  at  a noon  business  meeting  during  the  first 
day  of  the  15th  annual  meeting. 

Dr.  Timmons  will  succeed  Dr.  Alton  G.  Brown  of 
Rock  Hill.  Dr.  Timmons  has  served  the  society  here- 
tofore in  the  capacity  of  secretary-treasurer. 

Other  officers  elected  were  Dr.  Furman  Wallace 
of  Spartanburg,  vice  president,  and  Dr.  George  H. 
Bunch,  Jr.  of  Columbia,  secretary-treasurer.  They 
succeed  Dr.  J.  Manly  Stallworth  of  Charleston  and 
Dr.  Timmons  respectively. 

Dr.  H.  Rawling  Pratt-Thomas,  president  of  the 
Medical  College  of  S.  G\,  was  principal  speaker  at 
the  conference  bancpiet. 

Dr.  Hazel  Moore  Webb  Certified 

Dr.  Hazel  Moore  Webb,  Charleston,  has  been 
certified  as  a diplomate  of  the  American  Board  of 
Pediatrics. 


Dr.  L.  Hester,  Jr.  Speaks  at  Georgia 
Meeting 

Dr.  Lawrence  L.  Hester,  Jr.,  Charleston,  was 
scheduled  to  present  two  papers  at  the  Annual  Session 
of  the  Medical  Association  of  Georgia,  May  6 and  7. 
His  topics  were  “Carcinoma  of  the  Cervix — Therapy 
and  Complications,”  and  "Fetal  Distress.” 


Dr.  P.  E.  Swords  Retiring  After  30 
Years  General  Practice  At  Liberty 

Dr.  P.  E.  Swords,  Liberty,  is  retiring  after  30 
years  of  general  practice.  Taking  his  offices  is  Dr. 
Wigington  of  Union. 

Dr.  Swords,  a graduate  of  the  Medical  College  of 
South  Carolina,  Charleston,  finished  his  internship 
at  the  U.  S.  Public  Health  Marine  Hospital  in 
New  Orleans,  La.,  and  came  to  Liberty  in  1933, 
where  he  established  offices  as  a general  practitioner. 

Following  his  graduation,  his  first  practice  was  at 
Salem,  Oconee  County,  for  three  months;  then  he 
became  associated  with  Dr.  D.  E.  Peek  at  the  Six 
Mile  Hospital  for  nine  months. 

His  first  practice  in  Liberty  was  with  the  late  Dr. 
E.  J.  Bryson  with  offices  upstairs  over  the  building 
of  Ralph  Hunter’s  Barber  Shop.  Then  his  final  move 
was  to  his  present  new  location,  a building  of  his 
own. 

He  does  not  have  definite  plans  for  a retirement 
role,  except  just  to  rest  and  take  it  easy  for  a while. 


Charleston  Museum  Elects 
Dr.  James  Wilson 

Dr.  James  M.  Wilson  was  elected  president  of  the 
Charleston  Museum  board  of  trustees  at  its  annual 
meeting.  Dr.  Wilson  has  been  on  the  board  of 
trustees  since  1952. 


Tuberculosis,  Health  Group  Meets 

The  Central  Tuberculosis  and  Health  Association 
considered  its  “widening  horizons”  of  service  in  its 
annual  meeting  held  March  28. 

Keynote  speaker  was  Dr.  James  C.  Steele,  Lexing- 
ton, who  emphasized  that  greater  progress  against 
tuberculosis  will  require  greater  progress  against 
other  respiratory  diseases. 


Flubber:  Beware! 

The  Division  of  Accident  Prevention,  Pub- 
lic Health  Service,  Washington,  D.  C.,  has  in- 
formed the  State  Board  of  Health  that  several 
reports  have  been  received  from  large  cities  in 
the  United  States  of  skin  reactions  attributed 
to  a product  called  “Flubber.”  It  is  manu- 
factured by  Hassenfeld  Brothers,  Central  Falls, 
R.  I.,  and  is  sold  as  a play  item  for  children. 
It  has  been  described  as  a stretchy,  rubber- 
ized product  which  can  be  molded  into  various 
shapes  and  has  “a  lot  of  bounce.” 

This  product  has  been  implicated  in  causing 
dermatitis.  At  the  present  time  there  is  no 
clear  clinical  description  of  this  rash. 

The  State  Board  of  Health  would  appreciate 
learning  of  skin  reactions  in  which  this  product 
has  been  implicated. 
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Dr.  M.  Wohumani  Named  Diplomate  of 
American  Board  of  Pathology 

Dr.  Manouchehr  Wohumani,  Anderson,  has  been 
named  a diplomate  of  the  American  Board  of 
Pathology. 


Law-Medicine  Seminar 

An  excellent  seminar  sponsored  by  the  S.  C.  Medi- 
cal Association  and  S.  C.  Bar  Association  was  held 
at  the  Wade  Hampton  Hotel  in  Columbia,  on  Satur- 
day, April  6th.  Problems  affecting  both  professions 
and  their  dealings  with  each  other  were  discussed 
by  a panel  of  able  physicians  and  lawyers  of  South 
Carolina,  and  interesting  and  valuable  information 
was  developed  for  the  benefit  of  both  groups.  In  the 
afternoon,  a demonstration  of  medical  testimony  was 
given  by  two  prominent  physicians  of  the  State  under 
simulated  court  circumstances.  The  examination  and 
cross-examination  of  the  witnesses  was  handled  by 
distinguished  lawyers  from  out  of  the  state,  one  from 
Atlanta,  one  from  Laurel,  Mississippi,  and  another 
from  New  York  City.  A very  good  attendance,  pre- 
dominantly lawyers,  was  on  hand.  There  were  some 
physicians  but  many  more  could  have  attended  with 
considerable  benefit  to  themselves. 


Dr.  Prioleau  Retires 


After  July  15,  1963,  William  H.  Prioleau,  M.  D., 
Charleston,  will  limit  his  practice  to  consultation  in 
general  surgery. 

After  July  1,  1963,  Henry  B.  Gregorie,  Jr.,  M.  D., 
will  practice  general  and  thoracic  surgery  in  associa- 
tion with  Dr.  William  H.  Prioleau,  M.  D.,  Dr.  Ed- 
ward F.  Parker,  M.  D.,  Dr.  J.  Manly  Stallworth, 
M.  D. 

Office — 158  Rutledge  Avenue,  Charleston,  S.  C. 


Medical  Films 

Ayerst  Laboratories  now  offers  39  films  from  its 
Medical  Film  Library  for  showing  without  charge 
to  interested  professional  audiences.  They  deal  with 
a variety  of  medical  subjects,  including  estrogen 
therapy,  epilepsy,  anesthesiology,  gastroenterology, 
otology,  rhinology,  proctology  and  numerous  others. 
Most  of  these  films  are  in  color  and  all  are  16  milli- 
meter sound.  A catalogue  of  films  for  loan  is  avail- 
able: 685  Third  Avenue,  New  York  17,  N.  Y. 


Obstetric-Pediatric  Seminar 

The  13th  Annual  Postgraduate  Obstetric-Pedi- 
atric Seminar  which  is  sponsored  by  the  Maternal 
and  Child  Health  Divisions  of  the  State  Health  De- 
partments and  the  Maternal  Health  Committees  of 
the  State  Medical  Associations  of  Georgia,  Florida, 
Alabama,  Mississippi  and  South  Carolina  is  sched- 
uled to  be  held  August  22,  23,  and  24,  1963.  Head- 
quarters will  be  at  the  Daytona  Riviera  Motel,  Day- 
tona Beach,  Florida,  and  reservations  should  be  made 
as  early  as  possible.  The  Seminar  is  approved  bv 
the  American  Academy  of  General  Practice,  12  hours 
Category  I. 


The  Florence-Darlington  Sanatorium 

Acceptance  by  Darlington  and  Florence  county 
governing  boards  of  the  bid  by  McLeod  Infirmary 
for  purchase  of  the  facility  once  used  as  the  Flor- 
ence-Darlington Tuberculosis  Sanatorium  clears  the 
way  for  final  action  on  the  future  of  this  property. 

Thus  appears  near  an  end  the  long  road  of  in- 
decision extending  since  July  1,  1961  when  the 
facility  was  closed  as  an  institution  for  tuberculosis. 

The  addition  of  convalescent  and  nursing  care  to 
a general  hospital  complex  is  the  new  dimension 
offered.  This  is  a modern  hospital  trend  which  dis- 
tinguishes between  acute  cases  requiring  the  full 
services  and  care  of  an  acute  general  hospital  and 
the  lesser  requirements  of  patients  who  have  reached 
the  stage  of  convalescence  where  only  minimal  care 
is  needed.  To  this  may  be  added  a third  dimension 
in  which  limited  nursing  home  care  may  be  included 
in  the  services. 

The  problem  of  adapting  this  property  to  this  need 
now  rests  with  the  trustees,  administration,  and  medi- 
cal staff  of  McLeod  Infirmary. 

Florence  Morning  News 


Each  dollar  you  give  to  the  AMA-ERF  Student 
Loan  Fund  creates  $12.50  in  guaranteed  loan  power. 
Help  build  this  Fund  by  sending  your  check  today  to 
535  North  Dearborn  Street,  Chicago  10,  Illinois. 
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MEASLES  VACCINE 

Statement  on  the  Status  of  Measles  Vaccines 
prepared  by 

Ad  Hoc  Advisory  Committee  to  the  Surgeon 
General  on  Measles  Control 
Washington,  D.  C.,  February  25,  1963 


In  order  to  make  available  to  the  health  profes- 
sion concise  information  regarding  the  status  of  in- 
activated and  live  attenuated  measles  virus  vaccines 
and  their  appropriate  application,  an  Advisory  Com- 
mittee to  the  Surgeon  General  was  convened  on 
February  25  to  appraise  the  available  data.  Con- 
siderable research  has  been  carried  out  by  many  in- 
vestigators in  developing  and  testing  these  vaccines. 
Additional  studies  are  planned  or  are  in  progress  to 
define  and  clarify  many  practical  questions  relating 
to  their  use,  such  as,  optimal  immunization  schedules, 
relative  efficacy  and  safety,  and  others.  The  present 
report  is  an  interim  statement  based  on  all  of  the 
current,  available  information. 

A.  Live  Attenuated  Measles  Virus  Vaccine  ( Ed - 
monston  strain ) . 

Developed  in  the  laboratory  of  Dr.  John  Enders, 
this  vaccine,  prepared  in  chick  embryo  tissue  culture, 
was  first  tested  in  1958  and  since  has  been  given  to 
approximately  25,000  persons  in  the  United  States, 
either  alone  or  in  combination  with  gamma  globulin. 
The  vaccine  induces  active  immunity  following  a 
single  dose  and  produces  in  the  recipient  a mild  or 
inapparent,  non-communicable  measles  infection.  Al- 
though in  the  majority  the  symptoms  are  minimal, 
approximately  30-40  percent  experience  fever,  of 
103  F (rectal)  or  greater,  beginning  about  the  sixth 
day  and  lasting  two  to  five  days.  However,  even 
those  with  high  fever  may  experience  relatively  little 
disability.  In  30  to  60  percent  a modified  measles 
rash  is  seen  which,  unlike  true  measles,  begins  with 
or  after  the  subsidence  of  fever.  A few  develop  mild 
cough,  coryza  and  Koplik  spots. 

An  antibody  response  equivalent  to  that  seen  in 
regular  measles  develops  in  over  95  percent  of 
susceptible  children.  Measured  as  late  as  four  years 
Liter,  the  antibody  levels  induced  by  the  vaccine 
have  demonstrated  a stability  equivalent  to  that  fol- 
lowing the  natural  disease.  Protection  upon  exposure 
to  measles  has  been  noted  for  as  long  as  three  years 
and  eight  months  after  vaccination. 

If  standardized  Measles  Immune  Globulin  is  given 
in  the  recommended  dose  at  the  same  time  as  the 
live  attenuated  vaccine,  but  at  a different  site  and 
with  a separate  syringe,  clinical  reactions  to  the 
vaccine  are  sharply  reduced.  About  15  percent 
demonstrate  fever  over  103  F (rectal);  the  duration 
of  fever  is  shortened  and  the  incidence  of  rash  is 
reduced.  Although  the  frequency  of  serological  con- 
version is  the  same  as  that  following  live  attenuated 
vaccine  alone,  the  level  of  induced  antibody  attained 
appears  to  be  slightly  decreased.  Antibody  titers  have 
been  shown  to  persist  for  at  least  three  years  and 


protection  against  the  naturally  occurring  disease  has 
been  noted  for  at  least  two  years. 

To  date,  there  have  been  no  reports  of  encephalitis 
or  other  serious  reactions  following  administration  of 
the  live  attenuated  vaccine  to  normal  children.  A 
few  instances  of  convulsions,  apparently'  of  the 
febrile  type  and  without  known  sequelae,  have  been 
recorded. 

B.  Inactivated  Measles  Virus  Vaccine. 

The  inactivated  vaccine  is  composed  of  attenuated 
Edmonston  strain  measles  virus  propagated  on 
monkey  kidney  or  chick  embryo  tissue  culture,  and 
subsequently  inactivated,  concentrated  and  pre- 
cipitated. The  vaccine  has  been  customarily  ad- 
ministered, in  field  trials,  in  a three  dose  schedule 
at  monthly  intervals.  Reactions  to  the  vaccine  are  no 
more  frequent  than  those  seen  after  administration 
of  alum  precipitated  products,  such  as  diphtheria  and 
tetanus  toxoids. 

Serological  conversion  after  three  monthly  doses 
of  inactivated  vaccine  is  induced  in  90  percent  or 
more  of  susceptible  children.  Antibody  titers,  how- 
ever, are  distinctly  lower  than  those  following  the 
live  vaccine  and  in  most  cases  decline  to  undetectable 
levels  over  the  following  year.  Preliminary  data,  how- 
ever, indicate  that  these  children,  although  without 
detectable  antibody,  demonstrate  a booster  response 
when  given  a fourth  dose  of  vaccine. 

Under  the  conditions  of  natural  challenge,  the  vac- 
cine has  demonstrated  an  efficacy  of  between  80 
and  95  percent  during  the  immediate  six  months 
following  administration.  Whether  the  protective 
effect  of  the  vaccine  persists  beyond  this  time  is 
not  yet  known. 

C.  Combination  Schedules  Employing  Inactivated 
and  Live  Attenuated  Virus  Vaccines. 

If  live  attenuated  vaccine  is  administered  one  to 
three  months  after  one  or  two  doses  of  inactivated 
vaccine,  clinical  reactions  caused  by  the  live  vaccine 
are  sharply  reduced;  resultant  antibody  titers  are 
sharply  boosted  over  those  produced  by  the  in- 
activated vaccine  alone  and  appear  to  be  equivalent 
to  those  observed  following  the  administration  of 
live  vaccine  with  gamma  globulin.  Less  than  10  per- 
cent demonstrate  fevers  over  103  F (rectal);  rash, 
cough  and  coryza  are  rarely  observed.  Serological 
conversion  occurs  in  95  percent  given  this  combina- 
tion; information  as  to  the  duration  of  antibody  per- 
sistence is  not  yet  available. 

Under  natural  challenge,  this  combination  has 
demonstrated  an  efficacy  of  over  97  percent  during 
the  six  months  following  administration.  Although 
the  protective  effect  of  this  vaccine  combination  may 
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persist  beyond  this  time,  substantiating  data  are  not 
yet  available. 

D.  Recommendations  for  Vaccine  Use 

1)  Age 

Over  90  percent  of  children  will,  at  some  time, 
have  elinicallv  evident  measles.  Marked  by  severe 
constitutional  symptoms  and  a seven  to  fourteen  day 
course,  the  disease  is  of  additional  concern  because 
of  secondary  complications  such  as  bronchopneu- 
monia and  encephalitis.  The  vast  proportion  of  cases 
of  measles  occur  among  those  under  15  years  of 
age,  particularly  those  aged  2 to  6 years;  only  oc- 
casionally do  cases  occur  among  adults. 

Vaccine  use  then  is  indicated  primarily  for  chil- 
dren; it  should  be  administered  to  those  without  a 
history  of  measles,  at  nine  months  of  age  or  as  soon 
thereafter  as  possible.  Those  younger  than  nine 
months  frequently  fail  to  respond  to  immunization 
with  the  attenuated  virus  vaccine  because  of  the 
presence  of  residual  maternal  antibody.  Vaccination 
of  adults  is  rarely  indicated  since  all  but  a very  small 
percentage  are  immune.  Limited  data  indicate  that 
in  the  adult,  reactions  to  the  vaccine  approximate 
those  seen  in  children. 

2)  High  Rusk  Groups 

Immunization  against  measles  is  particularly 
recommended  for  those  especially  prone  to  develop 
serious  complications  should  they  acquire  natural 
measles  infection.  Specifically,  these  include  in- 
stitutionalized children  and  those  with  cystic  fibrosis, 
tuberculosis,  heart  disease,  asthma  and  other  chronic 
pulmonary  diseases. 


3)  Prevention  of  Natural  Measles  Following  Exposure. 
Limited  studies  to  date  indicate  that  there  is  no 

protective  effect  conferred  bv  either  vaccine  when 
given  after  exposure  to  the  natural  disease.  However, 
live  attenuated  vaccine  administered  only  a few  days 
previous  to  exposure  appears  to  confer  substantial 
protection. 

4)  Community  Programs 

Rarely  would  there  appear  to  be  a need  in  the 
United  States  for  mass  community  immunization  pro- 
grams. Immunization  should  be  carried  out  as  in- 
dicated by  private  practitioners  and  through  well- 
child  conferences  of  established  public  health  pro- 
grams. 

E.  Dosage  Schedules. 

Four  different  dosage  schedules  can  be  considered 
lor  use  at  the  present  time  in  the  United  States. 
( See  table ) 

F.  Contraindications  to  use  of  the  Vaccines 
Parenthetically,  it  should  be  noted  that  neither  the 

live  nor  the  inactivated  vaccines  contain  penicillin. 

1 ) Live  Attenuated  Vaccine 
“a ) Pregnancy 

°b)  Leukemia,  lymphomas  and  other  generalized 
malignancies 

“c ) Therapy  which  depresses  resistance  such  as 
steroids,  irradiation,  alkylating  agents  and 
antimetabolites 
“d  Severe  febrile  illness 

“Although  there  are  no  reports  of  unusual 


Schedule 

Type  of  Vaccine 

Doses “ and  Administration 

Comment 

1 

Live,  Attenuated  Vaccine 

1 

Although  the  live,  attenuated  vac- 

2 

Liv  e,  Attenuated  Vaccine 
plus 

Measles  Immune  Globulin 

1 

plus  measles  Immune  Globulin 
(.01  cc  per  pound  at  different 
site  with  different  syringe. 

cine  may  be  administered  safely 
with  or  without  the  simultaneous 
administration  of  Measles  Immune 
Globulin,  most  physicians  will  wish 
to  use  the  two  combined  because 
of  the  lessened  reactivity. 

3 

Inactivated  Vaccine 

3““  ( monthly  intervals ) 

In  view  of  the  rapid  fall  off  in 
antibody  and  lack  of  data  regard- 
ing persistence  of  immunity  be- 
yond 6 months,  use  of  this  vaccine 
is  not  preferred  at  this  time  ex- 
cept for  special  groups  in  which 
live  attenuated  vaccine  is  contra- 
indicated. 

4 

Inactivated  Vaccine 
followed  by 

Live,  Attenuated  Vaccine 

Pending 

This  approach  to  measles  immu- 
nization appears  promising;  recom- 
mended schedules  will  be  de- 
veloped as  more  data  become 
available. 

“Manufacturers  directions  regarding  volume  of  dose  should  be  followed. 

““In  view  of  rapidly  declining  antibody  levels,  it  would  appear  that  one  or  more  subsequent  booster  doses 
will  be  necessary.  Data  are  not  yet  available  to  indicate  when  or  with  what  frequency  these  will  be  required. 
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complications  in  any  of  these  conditions  ex- 
cepting leukemia,  it  is  conceivable  on  theo- 
retical grounds  that  potentiation  of  the  at- 
tenuated disease  might  occur  or,  in  the  case 
of  pregnancy,  that  damage  to  the  fetus  might 
result.  Accordingly,  if  immunization  is  in- 
dicated, the  inactivated  vaccine  should  be 
used. 

e ) Recent  Gamma  Globulin  Administration 

If  more  than  .01cc/lb.  of  gamma  globulin 
has  been  administered  within  the  preceding 
6 weeks,  immunization  should  be  deferred 
since  the  administered  globulin  may  block 
the  vaccine  take. 

f)  Marked  Egg  Sensitivity 

Since  the  virus  is  grown  in  chick  embryo 
tissue  culture,  the  vaccine  probably  should 
not  be  administered  to  extremely  allergic 
children  as  indicated  by  their  inability  to 
eat  eggs  or  egg  products. 

2)  Contraindications  - Inactivated  Vaccine 

Either  monkey  kidney  or  chick  embryo  tissue 
culture  may  be  employed  for  inactivated  vaccine  pro- 
duction. (This  will  vary  according  to  the  manu- 
facturer). If  chick  embryo  tissue  culture  material 


has  been  used  precautions  (as  above)  should  be 
taken  for  possible  marked  egg  sensitivity. 

No  other  contraindications  are  known. 

G.  Continued  Study 

A number  of  studies  are  currently  in  progress  which 
will  serve  to  provide  a better  measure  of  the  efficacy 
of  the  different  vaccine  schedules.  It  is  important 
that  children  in  these  trials  be  followed  for  many 
years  to  determine  the  durability  of  immunity  con- 
ferred, both  in  terms  of  serological  response  and  in 
terms  of  protection  against  naturally  occurring  dis- 
ease. Studies  to  evaluate  the  possible  use  of  in- 
activated vaccine  for  infants  less  than  9 months  of 
age  are  in  progress. 

Although  approximately  25,000  children  in  the 
United  States  have  received  the  live,  attenuated  vac- 
cine, and  a somewhat  smaller  number  the  inactivated 
vaccine,  without  serious  complications,  careful  sur- 
veillance for  significant  adverse  reactions  is  of  the 
utmost  importance  as  the  number  immunized  is  ex- 
tended. It  is  important  that  any  serious  reactions  be 
carefully  evaluated  and  reported  in  detail  to  local 
and  State  health  officials.  The  Communicable  Dis- 
ease Center  specifically  is  requested  to  assume  a 
continuing  active  role  in  maintaining  a close  sur- 
veillance of  all  such  cases. 


Deaths 


DR.  JOHN  M.  BREWER 

John  M.  Brewer, 
M.  D.,  representative 
from  the  Fifth  District 
and  Chairman  of  Coun- 
cil of  the  Association, 
died  on  March  22, 
1963.  He  was  born  in 
1904  and  lived  at  Ker- 
shaw. 

A graduate  of  the 
University  of  North 
Carolina,  Dr.  Brewer 
received  his  medical  degree  from  the  Medical  Col- 
lege of  South  Carolina  in  1931.  Thereafter  he  served 
an  internship  at  Roper  Hospital,  and  the  James 
Walker  Memorial  Hospital  in  Wilmington,  and  was 
chief  resident  at  the  Babies  Hospital  at  Wrightsville, 
North  Carolina. 

He  had  practiced  medicine  and  surgery  in  Ker- 
shaw since  1933,  except  for  a term  of  four  years  in 
the  Navy  terminating  in  1946.  He  served  at  Pensa- 
cola and  also  aboard  the  aircraft  carrier  Midway  dur- 
ing World  War  II. 

Dr.  Brewer  was  a member  of  the  Southeastern 
Surgical  Congress,  the  American  Medical  Associa- 
tion and  the  Southern  Medical  Association. 


DR.  GEORGE  C.  BATTLE 

Dr.  George  C.  Battle,  79,  retired  medical  doctor 
of  the  S.  C.  Sanatorium  at  State  Park,  died  March 
28  in  the  Columbia  I lospital  after  several  years  of 
declining  health. 

He  attended  the  University  of  North  Carolina  and 
received  his  MD  from  the  University  of  Maryland. 
He  did  postgraduate  work  at  Johns  Hopkins  Uni- 
versity and  Polyclinic  at  Philadelphia. 

During  World  War  I,  lie  served  witli  the  U.  S.  Med- 
ical Corps.  After  the  war,  he  entered  private  practice 
and  also  served  for  some  months  on  the  staff  of 
Oteen  at  Asheville. 

In  1934,  he  joined  the  staff  of  the  S.  C.  Tuber- 
culosis Sanitorium,  retiring  in  1956. 

Dr.  Battle  was  interested  in  civic  and  politic  affairs 
and  was  a member  of  the  Columbia,  the  American 
and  S.  C.  Medical  Associations.  The  new  chapel  and 
recreation  building  which  are  under  construction  will 
be  named  in  his  honor:  The  George  C.  Battle 
Chapel. 


DR.  R.  E.  ABELL 

Dr.  Robert  Ethiram  Abell,  67,  of  Chester,  died 
at  a Charlotte  hospital,  March  9. 

Born  in  Chester  County,  he  attended  Presbyterian 
College,  Davison  College  and  the  University  of  Mary- 
land. He  was  a founder  and  surgeon  of  the  Chester 
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Sanatorium.  He  was  surgeon  at  Prior  Hospital  in 
Chester  from  1926  to  1939,  and  a director  of  the 
Commercial  Bank  in  Chester.  He  retired  in  1939. 


DR.  HARRISON  A.  PRUITT 

Dr.  Harrison  A.  Pruitt,  76,  Anderson  physician, 
was  found  dead  of  a heart  attack  in  his  office  in  the 
Bleckley  Building  March  10. 

Dr.  Pruitt  was  born  in  Anderson  County.  He  at- 
tended Anderson  public  schools,  Furman  Univer- 
sity and  he  graduated  from  Baltimore  Medical  Col- 
lege in  1910.  He  had  practiced  medicine  more  than 
50  years  and  formerly  was  president  of  the  Anderson 
County  Medical  Society.  He  was  a veteran  of  World 
War  I. 


DR.  D.  B.  WILLIAMS 

Dr.  Daniel  B.  Williams,  81,  of  Sumter,  died  at  a 
local  hospital,  March  9. 

He  was  born  in  Georgia.  Until  his  retirement  12 
years  ago,  he  was  on  the  staff  of  the  V.  A.  Hospital 
in  Columbia.  He  had  lived  in  Sumter  since  his  re- 
tirement. 


DR.  W.  C.  TWITTY 

Rock  Hill  lost  one  of  its  leading  medical  citizens 
in  the  death  of  Dr.  Walter  Columbus  Twitty,  March 
4. 

Known  for  his  quiet,  gentlemanlv  ways,  Dr.  Twitty 


was  considered  a true  friend  by  those  who  worked 
with  him  in  the  medical  field. 

He  was  one  of  the  earliest  Eve-Ear,  Nose  and 
Throat  specialists  in  Rock  Hill  and,  in  addition  to 
his  private  practice,  worked  closely  with  the  Health 
Dept,  and  Salvation  Army. 

An  active  member  of  the  York  County  Medical 
Society,  Dr.  Twitty  had  received  the  50  year  service 
pin  from  the  organization.  He  was  also  an  honorary 
member  of  the  South  Carolina  Medical  Association 
and  a Fellow  of  the  American  Medical  Association. 

Dr.  Twitty  belonged  to  the  South  Carolina  Society 
of  Ophthalmology  and  Oto-Larvngology.  He  was 
on  the  staff  of  the  York  County  Hospital  and  a 
member  of  the  Rotarv  Club. 


DR.  S.  H.  WHITE 

York  lost  one  of  its  favorite  citizens  when 
death  claimed  Rear  Adm.  Samuel  Howard  White,  a 
70-year-old  retired  Navy  medical  officer.  Dr.  White 
succumbed  March  6 after  a period  of  declining 
health. 

Dr.  White  was  a graduate  of  Erskine  College  and 
the  Medical  College  of  the  University  of  Maryland. 
During  his  long  and  outstanding  career,  Adm.  White 
saw  duty  with  the  U.  S.  Navy  in  World  War  I and 
was  in  the  Nicaraguan  Campaign,  the  Yangtze  River 
Patrol  and  with  the  3rd  Marine  Division  in  the 
Pacific  during  World  War  II. 


Book  Reviews 


MEDICAL  LAB- 
ORATORY TECHNOL- 
OGY. Lynch,  M.  J.;  Rap- 
hale,  S.  S.;  Mellor,  L.  D.; 
Spare,  P.  D.;  Hills,  P.;  In- 
wood, M.  J.  W.  B.  Saun- 
ders Company,  1963;  Phil- 
adelphia. pp.  735;  Price — 
$12.00. 

There  is  a distinct  need 
for  a one  volume  text  suit- 
able for  the  training  of 
medical  technologists  which 
can  serve  both  as  a teaching  manual  and  as  a basic 
reference  text.  Medical  Laboratory  Technology  is  an 
attempt  to  cover  clinical  pathology  in  a concise 
fashion,  but  yet  providing  necessary  theoretical  in- 
formation in  addition  to  the  methodology  of  clinical 
laboratory  procedures. 

While  there  are  sections  which  provide  information 
of  considerable  practical  value,  this  book,  on  the 
whole,  must  be  regarded  as  a failure  because  of  the 
many  defects  which  outweigh  the  advantages.  The 
complete  lack  of  mention  of  automation  in  the  lab- 


oratory is  a serious  matter.  The  use  of  instrumenta- 
tion for  chemical  procedures  and  for  blood  counting 
is  here  to  stay  and  is  expanding  rapidly.  Excellent 
discussions  of  steroid  chemistry  and  chromatography 
and  an  outstanding  section  on  histologic  technique 
do  not  compensate  for  the  inadequate  text  relating 
to  the  examination  of  cerebro-spinal  fluids  and  other 
routine  procedures.  The  bacteriology  section  is  writ- 
ten in  a very  terse  manner  and  would  be  of  little  help 
to  the  inexperienced  technician  in  identifying  any- 
given  organism  or  even  in  obtaining  a broad  per- 
spective of  bacteriologic  information. 

The  organizational  outline  of  this  book  is  some- 
what unorthodox  and  even  confusing.  The  discussion 
and  method  for  determination  of  uric  acid  is  listed 
under  Kidney  Function  Studies,  while  an  entirely 
inadequate  method  for  the  bacteriologic  evaluation 
of  the  stool  is  found  in  the  chapter,  “Culture  Tech- 
niques and  Examination  of  Cerebral  Spinal  Fluid.” 

It  should  be  mentioned  finally  that  this  book  is 
printed  by  an  offset  process  in  order  to  provide  a 
less  expensive  method  of  book  production.  As  a 
result,  the  subheadings  and  subsections  are  not  well 
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Sustained 

high-level  protection 
in  peptic  ulcer 

all  day 


all  night 


with  b.  i.  d.  dosage 

PRO-BANTHINE  P.A: 

Brand  of  PROPANTHELINE  Bromide 

Prolonged-Acting  Tablets-30  mg. 


Pro-Banthlne  P.A.  provides  the  full  anticholinergic  benefit 
of  Pro-Banthlne®  plus  the  greater  convenience  and  more 
consistent  therapeutic  effect  of  a long-acting  dosage  form. 

Asher1  has  summarized  the  advantages  of  prolonged- 
action  dosage  forms:  “First,  they  should  be  of  great  value  in 
the  suppression  of  night  acid  secretion  in  the  ulcer  patient. 
Also,  in  the  ulcer  patient,  with  high  acid  secretion  during 
the  day  these  drugs  should  be  of  help  when  used  with  regu- 
lar doses  of  shorter-acting  anticholinergic  agents.  A third 
application  is  in  the  chronic  treatment  of  certain  patients 
whose  tendency  to  recurrent  ulcer  has  been  established.” 
Pro-Banthine  P.A.  offers  consistent,  sustained  anticholin- 
ergic effects  for  more  consistent  suppression  of  acid  secre- 
tion and  motility  on  simple  twice  or  thrice  daily  dosage  in 
most  patients. 

g.d.  SEARLE  & co. 

CHICAGO  80.  ILLINOIS 

Research  in  the  Service  of  Medicine 


Suggested  Adult  Dosage: 

One  tablet  at  bedtime  and  one  in  the 
morning,  supplemented,  if  necessary,  by 
additional  tablets  of  Pro-Banthlne  P.A. 
or  standard  Pro-Banthlne  to  meet  indi- 
vidual requirements. 

Pro-Banthine  P.A. 

is  supplied  as  capsule-shaped,  peach- 
colored  tablets  of  30  mg.  each. 

Contraindications: 

Glaucoma;  severe  cardiac  disease. 

Possible  Side  Actions: 

Xerostomia,  mydriasis  and,  occasionally, 
hesitancy  in  urination.  Theoretically,  a 
curare-like  action  may  occur. 


1.  Asher,  L.  M.:  The  Choice  of  Anticholinergic  Drugs 
in  the  Treatment  of  Functional  Digestive  Diseoses, 
Amer.  J.  D.g.  Dis.  4 260  275  (April)  1959. 
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separated  and  the  illustrations  have  a distinct  grey 
tone  although  most  do  have  reasonable  clarity. 

This  book  may  be  useful  as  a supplement  to  the 
standard  texts  in  laboratory  technique  because  con- 
siderable practical  information  is  present;  however, 
it  would  be  completely  inadequate  as  a single  text 
for  the  student  or  graduate  medical  technologist  and 
cannot  be  recommended  for  this  purpose. 

E.  A.  Dreskin,  M.  D. 


SYNOPSIS  OF  ROENTGEN  SIGNS,  by  Isa- 
dore  Meschan,  M.  I).  Pp  436  with  1488  illustra- 
tions. W.  B.  Saunders  Company,  Philadelphia. 
1962.  Price  $11.00. 

This  book  is  a synopsis  of  the  author’s  earlier  work 
“Roentgen  Signs  in  Clinical  Diagnosis”  and  is  offered 
as  a text  for  medical  students.  A brief  survey  of  the 
field  of  diagnostic  radiology  including  an  outline  of 
the  fundamentals  of  radiographic  technique  is  pre- 
sented. Brevity  is  accomplished  through  the  use  of 
many  drawings,  radiographic  reproductions  and  a 
system  whereby  diseases  are  grouped  by  a single 
common  radiographic  finding.  The  latter  method  be- 
comes awkward  in  places,  such  as  the  listing  of  osteo- 
chondrosis under  radiolucent  diseases  of  the  epiphyses 
with  an  insufficient  description  of  the  other  findings 
of  these  diseases  and  with  no  mention  of  the  com- 
mon findings  of  increased  density. 

The  drawings  and  schematic  illustrations  are 
plentiful  and  well  done  but  the  radiographic  re- 
productions are  poor. 

The  old  textbook  concept  of  the  greater  curvature 
gastric  ulcer  usually  being  malignant  unfortunately  is 
found  in  this  new  textbook.  Lipoid  storage  diseases 
are  incorrectly  grouped  with  the  reticuloendotheliosis. 

The  medical  student’s  problem  of  gaining  an  ab- 
breviated knowledge  of  general  diagnostic  radiology 
in  the  short  time  allotted  should  be  simplified  through 
the  use  of  this  text.  The  book  cannot  be  recom- 
mended for  any  other  group,  however. 

Frank  H.  Gruber,  M.  D. 


CORRELATIVE  NEUROANATOMY  AND 
FUNCTIONAL  NEUROLOGY.  .1.  G.  Chusid, 
M.  I).,  and  .1.  J.  McDonald,  M.  I).  Lange  Medical 
Publications,  Los  Altos,  California.  $5.50. 

This  inexpensive  handbook,  now  in  its  eleventh 
edition,  contains  a wealth  of  information  useful  to 
the  practitioner  with  an  occasional  interest  in  neuro- 
logic problems  and  to  the  medical  student.  It  surveys 
almost  every  aspect  of  nervous  system  study  in- 
cluding neurochemistry,  neuroanatomy  and  physiol- 
ogy, neuropathology,  neuroradiology  and  clinical 
neurology. 

The  format  of  the  text  has  been  changed  in  this 
edition  to  a 2-column  page.  Much  material,  pre- 
viously presented  in  paragraph  form,  has  been  sub- 
divided with  headings  in  bold  type.  These  changes 
permit  easier  and  faster  reading. 

The  first  two  sections  of  the  book  include  detailed 


accounts  of  the  morphology,  neurologic  connections, 
physiology  and  clinical  disorders  of  the  central  and 
peripheral  nervous  systems.  Anatomical  terms  are  de- 
fined and  structures  are  located  precisely.  Commonlv 
used  synonyms  are  given  in  many  cases.  Descriptions 
of  clinical  syndromes  have  been  considerably  ampli- 
fied in  this  edition  and  diagrams  illustrating  various 
lesions  have  been  added.  The  third  section,  on  prin- 
ciples of  diagnosis,  is  well  illustrated  and  succinct. 
It  includes  detailed  charts  and  diagrams  affording 
easy  reference  for  the  localization  of  specific  neuro- 
logical deficits.  Chapters  on  each  of  the  ancillary 
diagnostic  procedures  provide  a comprehensive 
description  of  the  neurological  diagnostic  methods 
available  to  the  clinician. 

The  last  section  of  the  book,  devoted  to  the  dis- 
eases of  the  nervous  system,  suffers  the  limitations — 
and  enjoys  the  advantages — that  are  inevitable  in  a 
one-hundred-page  condensation  of  this  extensive  sub- 
ject. Several  tables  on  diagnoses  (e.g.  of  cerebro- 
vascular disorders)  and  treatment  (e.g.  of  anti- 
parkinsonism drugs)  are  provided  which  should  be 
helpful  to  those  only  occasionally  concerned  with 
neurological  problems  in  practice.  In  some  areas, 
notably  Chapter  29  on  “Degenerative  Diseases,”  the 
necessity  for  brevity  reduces  the  text  to  little  more 
than  a glossary  of  disease  entities.  A brief  bibli- 
ography with  each  entity  described  would  have  en- 
hanced the  usefulness  of  this  section. 

Although  a list  of  reference  textbooks  is  provided 
in  the  appendix,  no  documenting  bibliography  in 
reference  to  the  individual  subjects  in  the  text  is 
provided.  This  omission  imposes  a significant 
limitation  on  the  work  as  a reference.  Nevertheless, 
the  student  or  practitioner  desiring  a birds-eye  view 
of  neurology  will  find  it  here  in  well-organized  form. 

Isabel  Lockard,  Ph.  D. 

O.  Rhett  Talbert,  M.  D. 


RESISTANCE  OF  BACTERIA  TO  THE 
PENICILLINS.  Ciba  Foundation  Study  Group 
No.  13.  Edited  by  A.  V.  S.  de  Reuck,  and  Mar- 
garet P.  Cameron.  Little,  Brown  and  Company. 
Boston.  1962.  $2.95. 

A discussion  by  top  investigators  in  the  field  of 
work  on  penicillinase-resistant  penicillins,  especially 
on  the  use  of  these  drugs  in  penicillin-resistant  in- 
fections. 

J.  I.  W. 


MOVING  INTO  MANHOOD.  By  W.  W.  Bauer. 
Doubleday  and  Company,  Inc.  Garden  City,  N.  Y. 
$2.95. 

This  is  a straight-forward  consideration  of  the 
problems  of  male  adolescence.  Written  by  an  expert 
in  medical  writing  for  public  consumption,  it  gives 
strictly  no-nonsense  advice  on  a perennial  and  per- 
manent problem.  It  should  be  a very  useful  book 
for  the  doctor  to  recommend. 

J.  I.  W. 
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INTRA-EPITHELIAL  CARCINOMA  OF 
THE  CERVIX  UTERI 


KENNETH  J.  PARHAM,  M.  D., 
LAWRENCE  L.  HESTER,  JR.,  M.  D., 
ERNEST  H.  BROWN,  JR.,  M.  D. 

From  the  Department  of  Obstetrics  and  Gynecology, 
Medical  College  of  South  Carolina 
Charleston,  South  Carolina 


The  statistics  for  this  discussion  were 
taken  from  the  files  of  the  Cancer 
Clinic  at  the  Medical  College  of  South 
Carolina  covering  a period  of  13  years  dating 
from  July  1,  1948,  to  July  1,  1961.  Also  in- 
cluded are  figures  for  private  patients  who 
were  admitted  to  the  Medical  College  Hos- 
pital after  September  1,  1955.  During  this  per- 
iod there  were  208  cases  of  intra-epithelial 
carcinoma  of  the  cervix  with  an  additional 
nine  cases  of  intra-epithelial  carcinoma  found 
in  cervical  stumps,  making  a total  of  217  cases. 
This  paper  is  one  of  a series  of  similar  reports 
dealing  with  the  various  stages  of  carcinoma 
of  the  cervix  as  well  as  carcinoma  of  other 
components  of  the  female  reproductive  sys- 
tem. 

There  were  71  occurrences  in  white  in- 
dividuals and  137  in  the  colored  race.  In  ad- 
dition, there  were  nine  cases  found  in  cervical 
stumps  divided  as  six  white  and  three  colored 
cases. 

The  average  age  of  these  patients  is  illus- 
trated in  Figure  1 and  this  is  compared  to  the 


FIG.  I FREQUENCY  DISTRIBUTION  CURVES  OF  INTRAEPITHELIAL  AND 
INVASIVE  CARCINOMA  OF  CERVIX  IN  THIS  STUDY 


average  age  of  various  stages  of  invasive  car- 
cinoma of  the  cervix  in  this  study.  It  is  noted 
that  the  average  age  at  diagnosis  of  intra- 
epithelial carcinoma  of  the  cervix  is  39.8  years. 
The  ages  varied  from  18  years  to  80  years. 
This  is  in  contrast  to  the  overall  average  age 
at  diagnosis  of  invasive  carcinoma  of  the  cer- 
vix which  is  47.67  years.  The  average  age  of 
patients  with  cervical  stump  intra-epithelial 
carcinoma  was  49.4  years  with  age  ranging 
from  36  to  71  years. 

The  average  number  of  pregnancies  under- 
gone by  patients  with  intra-epithelial  car- 
cinoma of  the  cervix  is  shown  in  Figure  2 in 


CARCINOMA  OF  THE  CERVIX 


FIG.  2 AVERAGE  GRAVIDITY  IN  RELATION  TO  PRE- INVASIVE 
AND  INVASIVE  CARCINOMA  OF  CERVIX 


contrast  to  those  of  patients  with  invasive  car- 
cinoma of  the  cervix.  The  average  number  in 
patients  with  intra-epithelial  carcinoma  in 
this  series  was  4.7.  The  average  number  in  the 
patients  with  cervical  stump  was  3.66. 

Of  the  total  series,  there  were  nine  patients 
who  had  had  definitive  therapy  for  intra- 
epithelial carcinoma  of  the  cervix  before  being 
seen  in  the  Cancer  Clinic.  Six  patients  had 
been  treated  by  surgery  only,  one  had  been 
treated  with  surgery  and  irradiation,  and  two 
had  been  treated  bv  irradiation  alone.  There 

J 

were  six  patients  who  had  diagnostic  and  sup- 
portive measures  prior  to  being  seen  at  the 
Medical  College,  but  this  did  not  include 
definite  therapy.  There  remained  208  patients 
in  the  total  series  who  had  no  definitive  ther- 
apy prior  to  being  seen  at  the  clinic  or  hos- 
pital as  private  patients.  One  of  the  patients 
treated  with  irradiation  before  being  seen  was 
a patient  with  cervical  stump  carcinoma. 

Table  1 shows  the  condition  of  these  pa- 
tients when  last  known,  alive  or  dead.  There 
are  five  patients  dead  of  the  disease,  one  of 
these  being  the  above  mentioned  patient  who 
was  treated  for  intra-epithelial  carcinoma  of 
a cervical  stump  by  irradiation  only.  Eight 


patients  are  living  with  disease.  Nine  patients 
had  irradiation  only  as  primary  treatment. 
There  were  two  patients  treated  with  5,000 
gamma  roentgens  by  external  irradiation 
directed  to  point  A (a  point  2 cm  superior 
and  2 cm  lateral  to  the  external  cervical  os) 
and  of  these,  one  is  dead  of  disease  and  one 
is  living  with  disease.  One  patient  was  given 
supervoltage  therapy  directed  to  point  A as 
noted  above,  and  has  not  yet  been  treated  for 
five  years,  but  she  is  alive  without  evidence 
of  disease.  There  were  six  patients  with  intra- 
epithelial carcinoma  of  the  cervix  who  were 
given  adequate  therapy  with  a 250  kilovolt 
machine,  and  of  these,  two  are  now  less  than 
five  years.  One  of  the  two  living  patients  has 
no  evidence  of  disease;  the  other  is  living  with 
presence  of  disease  uncertain.  Two  are  dead 
of  disease. 

Of  particular  interest  were  two  patients 
treated  by  surgery  followed  by  irradiation. 
One  was  a 50  year  old  white  female,  gravida 
V,  para  IV,  abortus  I,  who  had  a total  hyster- 
ectomy for  intra-epithelial  carcinoma  of  the 
cervix.  Upon  the  advice  of  a radiologist,  while 
hospitalized  in  1948,  she  was  treated  post- 
operatively  with  1600  gamma  roentgens 
directed  to  the  pelvis.  Also  of  interest  was  a 
50  year  old  colored  female  who  had  passed 
her  menopause  one  year  in  1954,  having  had 
a sub-total  hysterectomy  in  1953  without  cer- 
vical biopsy  or  curettage  before  surgery.  The 
microscopic  examination  of  the  uterus  re- 
vealed adeno-carcinoma  with  intra-epithelial 
carcinoma  of  a portion  of  the  cervix.  Thus  she 
had  an  intra-epithelial  carcinoma  of  a cervical 
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stump  at  this  time.  Since  a portion  of  the  cer- 
vix had  been  left  in  place,  the  cervical  stump 
was  removed,  and  she  was  given  radiation 
with  8,000  gamma  roentgens  through  four 
ports.  No  carcinoma  was  found  in  the  opera- 
tive specimen,  and  this  patient  is  alive  and 
well  at  present.  Papanicolaou  smears  from  the 
vaginal  cuff  were  negative. 


passed  the  period  of  10  years  since  surgery, 
but  of  the  45  who  have  survived  10  years 
since  treatment,  23  show  no  evidence  of  dis- 
ease, two  are  known  to  be  living  with  disease, 
and  five  are  dead  of  disease.  Nine  patients  in 
this  10  year  follow-up  group  have  died  from 
other  causes  without  evidence  of  malignant 
disease.  Four  patients  in  the  10  year  group 


TABLE  2 CONDITION  FIVE  (5)  YEARS  FROM  TIME  FIRST  SEEN  AT  MEDICAL  COLLEGE  HOSPITAL 


no  therapy 

1 

2 

II 

14 

SURGERY  ONLY 

21(1) 

9 

1 

4 

157(6) 

192(7) 

SURGERY  ANO  IRRA0 

1 

1 

2 

IRRADIATION  ONLY 

1 

5(1) 

3(0 

9(2) 

totals 

23(1) 

2 

1 

9 

1 

5(1) 

4 

172(7) 

217(9) 

Table  2 depicts  the  breakdown  in  five  and 
ten  year  follow-up  groups.  Of  the  217  cases, 
113  are  not  yet  five  years  since  treatment.  Of 
the  patients  who  are  now  living  five  years 
after,  78  are  alive  with  no  evidence  of  disease, 
four  are  alive  with  disease,  and  five  are  dead 
of  disease.  Five  patients  have  been  lost  to 
follow-up  in  the  five  year  group.  One  hundred 
and  seventy-two  of  the  patients  have  not  yet 

TABLE  3 SUMMARY  OF  SURGERY:  CONDITION  WHEN  LAST  KNOWN *  * 

A TOTAL  EXTIRPATION  : 

TOTAL  CASES  174  (7) 

no  evidence  d.sease  171  j) 

2 CASES  INTERIM  DEATH  OF  OTHER  CAUSE.  AT  DEATH,  NO  EVlOENCE  DISEASE 
I CASE  LOST  TO  FOllOW-UP 

B CASES  listed  AS  “OTHER'  TYPE  SURGERY  : 
total  CASES  20 
NO  EVIDENCE  DISEASE  7 
Alive  wiTh  OiSEASE  l 
ALIVE  With  QUESTIONABLE  DISEASE  6 
DEAD.  OF  OTHER  CAUSES  5 
DEAD.  OF  COMPLICATIONS  OF  DISEASE  I 

C CASES  LISTED  AS  NON-SURGlGAL  THERAPY  . 

total  CASES  23  (2) 

NO  EVIDENCE  DISEASE  II  (I) 

alive  with  disease  7 
DEAD  OF  DISEASE  S (I) 

* PARENTHESES  INDICATE  CERViCAl  STUMP  DISEASE  # 


have  been  lost  to  follow-up. 

Table  3 illustrates  the  type  of  surgery  that 
these  patients  underwent  and  their  follow-up. 
Included  are  patients  who  underwent  total 
extirpation  by  one  of  several  routes.  These  in- 
cluded vaginal  hysterectomy,  vaginal  hyster- 
ectomy with  bilateral  salpingo-oophorectomy, 
abdominal  hysterectomy  with  bilateral  sal- 
pingo-oophorectomy, vaginal  tracheolectomy, 
and  abdominal  tracheolectomy.  There  were 
174  patients  who  had  total  extirpation  and 
among  these,  there  have  been  no  deaths  of  the 
malignant  disease.  Fifty-three  patients  had 
abdominal  hysterectomy  and  52  of  these 
show  no  evidence  of  disease  and  one  patient 
was  lost  to  follow-up,  but  had  no  evidence  of 
disease  when  last  seen.  Of  the  21  patients 
with  abdominal  hysterectomy  and  bilateral 
salpingo-oophorectomy,  none  has  shown  evi- 
dence of  disease  and  two  of  these  patients 
have  died  in  the  interim  of  other  causes. 
There  were  vaginal  hysterectomies  in  87  pa- 
tients who  now  show  no  evidence  of  disease. 
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Of  the  43  patients  remaining,  aside  from  the 
above  mentioned,  there  was  one  radical 
hysterectomy  and  this  patient  is  alive  and 
well  without  evidence  of  disease.  This  patient 
was  a 57  year  old  colored  female  who  had 
passed  her  menopause  seven  years  before, 
with  intra-epithelial  carcinoma  of  the  cervix  as 
well  as  stage  I adeno-carcinoma  of  the  endo- 
cervix.  This  diagnosis  had  been  previously 
proved  by  cervical  conization  with  dilatation 
and  curettage.  She  underwent  radical  hyster- 
ectomy with  removal  of  the  pelvic  lymph 
nodes  and  there  was  no  evidence  of  meta- 
stasis in  the  tissue  removed. 

There  was  one  abdominal  hysterectomy  for 
intra-epithelial  carcinoma  of  the  cervix  done 
at  the  time  of  an  abdomino-perineal  resection 
for  an  epidermoid  carcinoma  of  the  perianal 
region,  and  this  patient  had  a colostomy  per- 
formed at  the  same  time.  Three  months  after 
this  operation,  she  underwent  radical  vul- 
vectomy and  bilateral  groin  dissections  for 
epidermoid  carcinoma  occurring  in  condyloma 
acuminatum  of  the  vulva.  This  patient  is  alive 
and  well  without  evidence  of  disease  at  pres- 
ent. Two  other  categories  are  involved,  one 
including  20  patients  listed  as  “other”  types 
of  treatment  and  of  these,  seven  show  no 
evidence  of  disease,  one  is  alive  with  disease, 
six  are  alive  with  questionable  disease,  five 
are  dead  of  other  causes,  and  one  died  of 
complications  of  treatment  of  the  disease. 
Twenty-three  of  the  total  series  received  no 
surgical  therapy  and  of  these,  1 1 show  no  evi- 
dence of  disease,  seven  are  alive  with  disease 
and  five  have  died  of  disease. 

Discussion 

Intra-epithelial  carcinoma  of  the  cervix  has 
in  the  past  been  called  carcinoma  in  situ,  in- 
cipient carcinoma,  non-invasive  potential  car- 
cinoma, pre-invasive  carcinoma,  intra-mucosal 
carcinoma,  Bowen’s  disease  of  the  cervix, 
superficial  non-invasive  intra-epithelial  car- 
cinoma, or  intra-epithelial  carcinoma.  All  of 
these  terms  are  misnomers  to  some  extent, 
because  carcinoma  by  definition  should  be  an 
epithelial  neoplasm  which  invades,  meta- 
stasizes, and  will  ultimately  kill  its  host  unless 


it  is  destroyed  by  therapeutic  means.  Since 
1910  when  Rubin  first  described  his  cases  of 
“incipient  carcinoma”,5  this  condition  has  been 
accepted  as  a progressive  step  in  the  develop- 
ment of  carcinoma  of  the  cervix.  At  the  Medi- 
cal College  Hospital  it  is  felt  that  intra-epi- 
thelial carcinoma  is  one  of  the  progressive 
steps  in  the  development  of  epidermoid  car- 
cinoma of  the  cervix,  and  if  left  alone,  intra- 
epithelial carcinoma  will  develop  into  frankly 
invasive  carcinoma  of  the  cervix.  This  has 
been  previously  borne  out  by  long  term 
studies  where  either  by  mistake  or  lack  of  pa- 
tient cooperation,  patients  originally  having 
intra-epithelial  carcinoma  of  the  cervix  have 
been  found  later  to  have  frank  invasive  car- 
cinoma. The  time  interval  between  pre-in- 
vasive  and  invasive  carcinoma  of  the  cervix 
ranged  from  11  months  to  10  plus  years.5 
Similar  situations  are  found  in  our  series. 

Surgery  is  the  primary  treatment  for  intra- 
epithelial carcinoma  of  the  cervix;  radium  is 
not  used. 

The  most  helpful  tool  leading  to  the  diag- 
nosis of  intra-epithelial  carcinoma  of  the  cer- 
vix has  proved  to  be  the  Papanicolaou  smear 
taken  from  the  cervix.  In  cases  of  proven 
intra-epithelial  carcinoma  of  the  cervix,  these 
smears  have  proved  helpful  in  approximately 
90%  of  the  cases.  It  is  because  of  the  ready 
availability  and  accessibility  of  the  uterine 
cervix  that  an  early  diagnosis  of  intra-epi- 
thelial carcinoma  can  be  made.  It  is  true  that 
intra-epithelial  carcinoma  of  the  cervix  is  al- 
most always  asymptomatic  and  for  this  rea- 
son, routine  Papanicolaou  smears  are  made  on 
every  patient  in  our  clinics  who  has  not  had 
such  a smear  in  the  foregoing  six  months. 
Since  approximately  90%  of  the  patients  with 
intra-epithelial  carcinoma  have  a clinically 
benign  cervix,1  this  is  felt  well  justified.  The 
overall  incidence  of  significant  smears  in  the 
routine  screening  procedure  in  our  hands  has 
been  1.6%.°  It  is  our  policy  to  use  two  slides, 

0 Figure  drawn  by  personal  review  by  K.  J.  Par- 
ham of  5500  consecutive  Papanicolaou  smears  from 
the  cervix  at  the  Medical  College  of  South  Carolina 
November,  1960. 
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one  being  rolled  on  from  a cotton  tipped  ap- 
plicator after  the  endocervix  is  swabbed.  The 
second  slide  is  smeared  with  the  material  ob- 
tained by  an  Ayre  spatula  applied  to  the 
portio  vaginalis  of  the  cervix. 

If  a routine  cervical  smear  is  reported  as 
showing  dyskaryotic  cells,  doubtful,  suspi- 
cious, or  positive  for  carcinoma  cells,  then  the 
next  procedure  is  to  repeat  the  smear.  This 
step  is  thought  necessary  and  justified  be- 
cause of  the  possibility  of  a confusion  of 
slides,  a situation  very  rare,  but  possible. 

Of  late  we  have  become  impressed  with  the 
clinical  significance  of  the  dyskaryotic  cells 
on  Papanicolaou  smear  in  that  the  incidence 
of  intra-epithelial  carcinoma  in  the  patient 
with  dyskaryosis  is  22%. 7 

In  this  discussion,  a positive  smear  connotes 
one  of  the  above  listed  significant  smear  re- 
ports. If  positive  smears  are  reported  on  two 
separate  examinations,  further  investigation 
is  mandatory  prior  to  initiation  of  any  ther- 
apy. 

The  next  step  after  positive  cytological  re- 
ports is  application  of  a solution  of  iodine 
(Shiller’s  test),  after  cleaning  the  cervix  with 
a mucolytic  agent.  This  is  very  helpful  in  that 
non-glycogenated  epithelium  will  not  accept 
this  stain,  and  a rather  clear  cut  line  of  de- 
marcation will  be  seen  separating  the  gray- 
white  non-staining  portion  from  the  glyco- 
genated  normal  cervical  epithelium,  which 
will  accept  the  stain  and  turn  a deep  mahog- 
any brown  color.  This  then  directs  the  ex- 
aminer to  the  particular  areas  in  which  quad- 
rant punch  biopsies  should  be  done.  An  at- 
tempt should  be  made  to  do  the  biopsy  at  the 
color  junction  so  that  a bit  of  normal  epi- 
thelium will  appear  next  to  the  non-staining 
epithelium  for  comparison  at  the  time  of 
microscopic  examination.  Frequently,  a very 
abrupt  change  from  normal  cervical  epi- 
thelium to  definite  intra-epithelial  carcinoma 
will  be  seen  microscopically.  One  must  re- 
member that  cervical  biopsy  is  without  value 
in  the  management  of  the  patient  with  posi- 
tive cervical  smears  unless  it  reveals  un- 
equivocal invasive  carcinoma  of  the  cervix. 


However,  it  is  done  after  our  cytological  ex- 
aminations are  completed  if  a cervical  lesion 
is  present  and  before  cold-knife  conization  of 
the  cervix  is  performed,  because  on  rare  occa- 
sions, frank  invasive  carcinoma  has  been 
diagnosed  without  the  patient  being  sub- 
jected to  a cervical  conization  before  initiation 
of  definitive  therapy. 

In  a previous  report  from  this  institution/ 
a correlation  of  diagnosis  of  tissue  obtained  by 
cervical  punch  biopsy  agreed  with  the  tissue 
diagnosis  obtained  on  the  cold-knife  coniza- 
tion in  only  61  per  cent.  There  was  disagree- 
ment in  39  per  cent,  the  cone  specimen  reveal- 
ing more  serious  abnormal  cellular  changes 
in  26  per  cent  of  the  patients,  and  in  13  per 
cent,  less  serious  cervical  disease  was  noted. 

If  punch  biopsy  confirms  hyperplastic  or 
anaplastic  cervical  epithelial  change,  then 
cold-knife  conization  of  the  cervix  is  done  for 
more  adequate  tissue  diagnosis.  In  the  pa- 
tient with  positive  cervical  smears  but  with 
negative  findings  from  cervical  punch  biopsy, 
it  is  necessary  to  perform  cold-knife  coniza- 
tion of  the  cervix  for  a more  positive  diag- 
nosis. The  Papanicolaou  smears  are  very  im- 
portant, but  only  as  a screening  procedure. 

If  intra-epithelial  carcinoma  of  the  cervix  is 
found,  then  total  hysterectomy  is  carried  out, 
approximately  one  month  to  six  weeks  after 
the  conization,  resulting  in  a cure  rate  ap- 
proaching 100  per  cent.  With  a uterus  of  nor- 
mal size  we  choose  most  often  to  accomplish 
this  by  vaginal  hysterectomy.  There  have  been 
cases  in  which  the  operative  specimen  at  the 
time  of  hysterectomy  showed  no  abnormali- 
ties of  the  epithelium  to  support  the  previous 
diagnosis  of  intra-epithelial  carcinoma.  This  is 
highly  possible,  as  oftentimes  with  conization 
one  would  expect  to  excise  the  entire  lesion, 
especially  so  if  this  lesion  is  less  than  1 cm 
in  diameter.  Residual  intra-epithelial  car- 
cinoma of  the  cervix  was  found  in  43  per  cent 
of  86  hysterectomies  and  four  trachelectomies 
performed  in  this  institution  after  conization 
tissue  report  of  intra-epithelial  carcinoma  of 
the  cervix.4 
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In  cases  of  intra-epithelial  carcinoma  of  the 
cervix  dining  pregnancy,  our  routine  pro- 
cedure is  followed  and  if  on  conization  of  the 
cervix  intra-epithelial  carcinoma  is  diagnosed, 
then  the  patient  is  allowed  to  deliver  vagin- 
ally.  Further  definite  therapy  would  be  per- 
formed postpartum.  If  the  cone  or  biopsy  re- 
veals frankly  invasive  carcinoma  of  the  cer- 
vix, then  the  patient  is  not  allowed  to  deliver 
vaginally  but  rather  is  delivered  abdominally, 
and  then  the  carcinoma  of  the  cervix  is  treated 
according  to  its  clinical  stage.  The  gestational 
age  of  the  infant  must  be  considered  in  de- 
ciding the  treatment  for  invasive  carcinoma 
of  the  cervix  at  any  particular  time  during 
pregnancy. 

Cancer  of  the  cervix  is  said  to  comprise  11 
per  cent  of  all  cancers  in  the  female,  and  re- 
ports indicate  that  it  constitutes  up  to  60  per 
cent  of  all  female  reproductive  system  can- 
cers, and  the  absolute  overall  cure  rate  varies 
from  20  per  cent  to  25  per  cent.1 2 3  However, 
with  proper  diagnosis  and  treatment  of  can- 
cer of  the  cervix  in  its  pre-invasive  form,  the 
cure  rate  should  approach  100  per  cent.  This 
is  amply  borne  out  by  a series  of  patients  who 
had  total  hysterectomy  for  intra-epithelial  car- 
cinoma of  the  cervix  and  were  followed  for 
five  and  ten  year  periods.  Our  entire  cancer 
control  program  is  based  on  the  assumption 
that  early  diagnosis  and  treatment  promise  a 
high  cure  rate.  If  this  assumption  is  not  closely 
adhered  to,  then  untreated  carcinoma  of  the 
cervix  will  remain  a rapidly  fatal  disease  with 


only  five  per  cent  of  patients  surviving  for 
five  years  and  none  for  ten  years.2  One  must 
concede  that  there  is  always  a stage  at  which 
cancer  can  be  removed  or  destroyed,  and  be- 
cause of  this,  time  is  the  controlling  factor  in 
the  diagnosis  of  carcinoma  of  the  cervix  prior 
to  invasion.  However,  making  the  early  diag- 
nosis is  not  just  a matter  of  time  and  tech- 
nique, but  rather  it  involves  public  knowl- 
edge, opinions,  attitudes,  and  policy  among 
physicians.  It  has  been  amply  said  that  “a 
bright  light  and  a suspicious  mind”2  are  the 
basic  necessities  for  an  early  diagnosis.  The 
trend  in  modern  day  medical  practice  toward 
routine  periodic  pelvic  examination,  in- 
cluding Papanicolaou  smears,  must  be  empha- 
sized over  and  over  again  to  the  female,  dur- 
ing and  after  the  reproductive  years. 

Summary 

An  estimated  35,000  women  die  each  year 
in  the  United  States  of  cervical  cancer. Manv 

J 

of  these  deaths  could  be  prevented  by  early 
diagnosis.  If  these  cervical  cancers  can  be 
diagnosed  in  their  pre-invasive  state,  then  the 
survival  rate  should  approach  100  per  cent. 

A series  of  217  cases  of  intra-epithelial  car- 
cinoma of  the  cervix  has  been  presented.  The 
value  of  Papanicolaou  smears  as  a screening 
procedure,  and  cold-knife  conization  of  the 
cervix  as  an  accurate  diagnostic  procedure 
have  been  discussed  and  stressed.  Hyster- 
ectomy is  the  therapy  of  choice.  An  analysis 
of  our  follow-up  on  these  217  patients  has 
been  presented. 
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Charleston,  S.  C. 


A 77  year  old  white  woman  was  admitted 
to  a local  hospital  on  June  5,  1960  for 
a fracture  of  the  pelvis,  and  with  a 
history  of  severe  hypertension,  old  myocardial 
infarct,  dizzy  spell,  and  episodes  of  dis- 
orientation. As  she  was  primarily  a nursing 
problem  she  was  discharged  to  a convalescent 
home  on  June  22,  at  which  time  she  was  re- 
ceiving 200  mg  of  chlorpromazine  per  day. 
At  the  convalescent  home  she  received  300 
mg/day.  Soon  after  admission  she  began  to 
have  intermittent  fever,  and  on  June  30  mild 
jaundice  appeared,  which  progressed  steadily. 
On  July  1,  Thorazine  was  discontinued.  By 
July  2,  liver  flap  had  developed,  and  on  July 
5,  she  was  transferred  back  to  the  hospital  in 
a semi-comatose  condition.  Physical  examina- 
tion revealed  a deeply  jaundiced,  semi-coma- 
tose patient  with  a rectal  temperature  of 
105°F.,  liver  extending  3 to  4 fingerbreadths 
below  the  costal  margin,  and  generalized 
muscular  twitchings.  Scant  coffee-colored 
urine  was  passed.  Respiration  became  labored 
and  the  patient  expired  on  July  6. 

There  are  numerous  reports  in  the  litera- 
ture of  hepatic  toxicity  due  to  Thorazine.1'  2’ 3 
This  is  generally  thought  to  be  an  allergic  re- 
action of  cholangiolitic  type.  Shav  and  Siplet * 
state  that  hepatic  sensitization  to  chlorpro- 
mazine occurs  in  20 f,  of  cases,  while  Waitz- 
kinr'  states  that  anicteric  liver  dysfunction 
may  occur  in  up  to  50'/  of  patients  in  the 
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initial  month  of  therapy,  as  measured  by  BSP 
and  transaminase  tests.  The  authors  agree 
that  spontaneous  desensitization  usually  oc- 
curs even  if  the  drug  is  continued,  and  jaun- 
dice is  said  to  appear  in  only  0.2  to  8%  of 
cases.  In  only  a few  cases  does  this  jaundice 
fail  to  remit,  but  there  have  been  reports  of 
progression  to  biliary  cirrhosis"  as  well  as  a 
small,  but  significant  number  of  acute  fatali- 
ties.7' 8 

The  toxic  reaction  usually  has  a febrile 
onset,  with  influenza-like  symptoms.  Jaundice 
increases,  with  pruritus,  dark  urine,  and  light 
stools.  The  liver  is  often  tender  and  palpable. 
Laboratory  findings  are  consistent  with  ob- 
structive jaundice,  with  an  increase  of  total 
plasma  cholesterol,  but  a decrease  in  the  per- 
centage of  esterified  cholesterol.  Another  fre- 
quent finding  is  peripheral  eosinophilia.  The 
reaction  of  chlorpromazine  is  thus  similar  to 
toxic  reactions  which  have  been  seen  with 
arsphenamine,  thiouracil,  and  methyltestoster- 
one. 

The  pathologic  findings  in  this  case  were 
consistent  with  those  previously  described  in 
the  literature.  Grossly  the  liver  showed  a 
mottled  greenish-yellow  and  brown  color.  On 
section  the  hepatic  substance  was  grossly  ab- 
normal, presenting  a mottled  appearance  of 
various  tones  of  green,  gray,  and  yellow.  The 
outstanding  appearance  was  one  of  dull, 
yellowish  parenchyma  traversed  by  irregu- 
lar bands  of  greener  tissue.  Histologically  the 
liver  showed  rounded  focal  areas  of  necrosis 
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containing  coagulated  cellular  material.  Bile 
pigment  was  found  concentrated  in  the  Kup- 
fer  cells  and  hepatic  cells  around  the  central 
veins,  and  there  were  prominent  bile  thrombi 
in  the  small  canalieuli.  (Fig.  1)  Plugging  of 


Figure  1 

Plugs  cf  bile  distend  the  delicate  canalieuli.  The 
liver  cells  show  fatty  degenerative  changes  as 
well  as  necrosis  with  fading  of  nuclei.  Hema- 
toxylin and  eosin. 

the  canalieuli  was  in  fact  the  outstanding 
histologic  aberration  and  was  so  pronounced 
as  to  suggest  a particularly  successful  in- 
jection technique.  Other  findings  in  the  liver 
were  an  increased  inflammatory  response  in 
the  portal  triads,  some  dilatation  of  the  cen- 
tral veins,  and  fatty  degeneration  of  the  hepa- 
tic cells.  This  patient  also  presented  findings 
of  eholemic  nephrosis  and  massive  acute  pul- 
monary embolization  at  autopsy. 

The  principal  pathologic  findings  in  cases 
of  Thorazine  toxicity  as  reported  in  the  litera- 
ture ’■ 1 2 3 4 * *  7 are: 

1.  Intra-hepatic  biliary  obstruction,  es- 
pecially in  the  smaller  canalieuli.  The  cause 
of  this  obstruction  is  unknown,  but  unlike 
cases  of  extrahepatic  obstruction  it  does  not 
involve  the  larger  ducts. 


2.  This  obstruction  phenomenon!  is  re- 
flected in  the  accumulation  of  bile  thrombi  in 
the  canalieuli  as  well  as  the  accumulation  of 
bile  pigment  in  the  centrilobular  hepatic  cells 
and  Kupfer  cells. 

3.  Associated  with  this  process,  and  pos- 
sibly related  to  the  rupture  of  small  canalieuli 
with  the  release  of  toxic  bile,  there  is  necrosis 
of  the  liver  cells  in  the  central  part  of  the 
lobule.  This  is  similar  to  the  necrosis  seen  in 
viral  hepatitis,  but  is  milder.  “Councilman 
bodies”  may  be  seen,  and  one  common  pat- 
tern is  that  of  so-called  “feathery  necrosis,” 
which  presents  a picture  of  large  flattened 
cells  with  rarefied  cytoplasm,  and  brown  pig- 
mented reticular  networks. 

4.  There  are  usually  portal  infiltrates,  and 
these  frequently,  although  not  invariably  con- 
tain significant  numbers  of  eosinophils. 

Summary 

This  is  a case  of  acute  toxicity  developing 
in  response  to  treatment  with  chlorpromazine. 
Although  the  terminal  event  was  a pulmonary 
embolus  it  appears  from  the  clinical  course 
and  pathologic  findings  that  the  patient  would 
have  died  from  hepatic  injury  alone.  Although 
hepatic  sensitization  is  common  during 
chlorpromazine  treatment,  only  a small  num- 
ber of  patients  become  frankly  jaundiced,  and 
there  are  only  scattered  reports  of  fatalities. 
The  pathologic  picture  is  dominated  by  intra- 
hepatic  biliary  obstruction  particularly  in  the 
smaller  centrilobular  canalieuli,  and  is  thought 
to  be  of  allergic  etiology.  The  toxic  reaction 
described  has  been  reported  to  occur  after 
only  a single  dose  of  chlorpromazine,  and  as 
in  the  present  case  may  progress  after  the 
drug  is  discontinued.  The  present  case  is  con- 
sistent with  the  reports  currently  available  in 
the  literature. 
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MORBIDITY  AND  MORTALITY  CHANGES 
IN  SOUTH  CAROLINA  SINCE  1919 


R.  M.  POLLITZER,  M.  D. 

Greenville,  S.  C. 


A doctor  practicing  medicine  in  South 
Carolina,  who  graduated  after  1920, 
unless  he  has  reviewed  the  figures 
dealing  with  the  incidence  of  certain  common 
diseases  and  their  mortality  at  that  time  and 
since,  does  not  have  any  conception,  except 
in  a general  way,  of  the  tremendous  changes 
that  have  occurred  in  this  state  during  the 
past  40  years. 

Some  diseases  once  extremely  common  now 
are  very  rare,  or  seldom  encountered.  On  the 
other  hand  many  illnesses,  especially  some  of 
the  viral  diseases,  and  those  due  to  a fungus, 
are  seen  more  often  and  surely  more  fre- 
quently suspected.  Also  many  diseases 
which  are  due  to  some  inborn  error  of 
metabolism  were  unknown,  until  Garrod  in 
1908  first  lectured  on  them.  Further,  depart- 
ing for  the  moment  from  diseases,  it  is  com- 
mon knowledge  that  deaths  due  to  automobile 
accidents  have  increased  alarmingly.  This  is 
not  surprising,  nor  is  it  a condition  easy  to 
remedy. 

In  most  instances  the  diminution  in  the  in- 
cidence of  communicable  diseases  and  deaths 
from  them  is  recognized  by  most  people.  As 
an  outstanding  example  one  might  mention 
malaria.  For  in  South  Carolina  there  has  not 
been  a single  proven  indigenous  case  of  that 
disease — once  so  common — since  1954.  Of 
course  malaria  is  still  extremely  prevalent  in 
some  parts  of  the  world.  A knowledge  of  its 
etiology  and  mode  of  transmission  was  an  im- 
portant factor  in  its  extermination  in  this 
state.  Sanitation  which  followed  has  been  of 
great  value. 

Almost  the  same  may  be  said  of  typhoid 
fever — formerly  endemic  in  the  South — as 
well  as  other  parts  of  the  United  States.  Its 


decline  in  incidence  has  been  due  to  better 
sanitation,  and  perhaps  even  of  greater  im- 
portance, the  administration  of  typhoid  vac- 
cine, in  nearly  all  communities  and  counties 
in  South  Carolina,  has  almost  eliminated  this 
scourge,  once  so  prevalent,  particularly  in 
many  American  cities,  especially  Charleston, 
Memphis,  and  New  Orleans.  Before  1900, 
typhoid  fever  was  not  only  common,  but  it 
had  a high  death  rate.  The  only  treatment 
was  hydrotherapy  and  partial  starvation,  for 
then  there  were  no  drugs  of  any  value.  Many 
patients  starved  to  death. 

There  has  been  a tremendous  change  in  the 
incidence  of  uncinariasis  in  this  state.  In  1920 
there  were  989  cases  of  hookworm  disease  re- 
ported, but  in  1958  there  were  none.  This  ap- 
parent elimination,  and  we  have  no  reason  to 
doubt  the  accuracy  of  the  figures,  must  be  due 
to  prophylaxis,  treatment  and  better  sanita- 
tion. 

Although  vaccination  against  smallpox  has 
been  practiced  in  this  country  since  the  early 
days,  yet  this  procedure  did  not  come  into 
widespread  usage  for  many  years.  However 
for  some  time  it  has  been  accepted  nearly 
everywhere  without  question.  There  has  not 
been  a single  case  of  smallpox  reported  in 
South  Carolina  since  1947. 

The  law  that  requires  that  all  children 
entering  a public  school  must  have  been  vac- 
cinated is  the  chief  factor  in  the  suppression 
or  eradication  of  this  serious  malady,  once  so 
widespread.  It  should  be  noted  that  even 
now,  in  a community  where  vaccination  is  not 
routinely  done,  a case  does  occur  from  time 
to  time,  as  someone  enters  it  who  is  sick  and 
the  nature  of  his  illness  is  not  suspected.  This 
is  especially  true  now,  as  so  many  young  doc- 
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tors,  whose  practice  is  limited  to  this  state, 
unless  they  have  been  in  regions  where  the 
disease  is  endemic,  have  never  seen  a case  of 
smallpox. 

Some  figures  citing  the  number  of  cases  and 
the  number  of  deaths  reported  in  South  Caro- 
lina in  a few  diseases  in  1920  and  in  1958, 
should  be  informative,  perhaps  of  interest  and 
possibly  of  some  value.  A greater  number  of 
diseases  might  have  been  included,  since  the 
number  of  diseases  is  small.  Yet  these  once — 
not  long  ago — were  extremely  common  and 
may  fairly  be  taken  as  samples  to  show  what 
marked  changes  have  occurred  during  the 
lifetime  of  some  of  us. 

A number  of  diseases,  some  commonly  seen, 
have  not  been  mentioned  in  this  paper  for 
several  diverse  reasons.  For  instance  rheu- 
matic fever  is  not  considered  here,  as  fre- 
quently the  diagnosis  is  uncertain,  chiefly  be- 
cause various  laboratory  procedures,  con- 
sidered criteria,  have  not  been  employed  in 
the  office  or  at  the  home. 

In  considering  the  decline  in  the  number  of 
cases  of  poliomyelitis,  one  of  course  will  be 
aware  that  the  introduction  of  the  vaccine  has 
been  of  enormous  value  as  a prophylactic.  In 
this  state  since  1955,  more  than  3 million 
doses  of  this  have  been  administered.  Up  to 
the  present,  as  far  as  I know,  all  or  nearly  all 
the  poliomyelitis  vaccine  has  been  of  the 
killed  Salk  type.  Perhaps  not  all  the  diminu- 
tion in  the  number  of  cases  reported  should 
be  credited  to  the  vaccine,  for  it  is  well  known 
from  experience  in  this  country  and  abroad, 
that  there  is  a seasonal  and  an  annual  varia- 
tion in  epidemics.  However  this  is  a matter  of 
minor  importance.  What  is  of  great  signifi- 
cance is  that  in  South  Carolina  in  1959,  there 
were  88  cases  reported,  and  in  1961,  only  34. 
Previously  there  had  been  extensive  and 
severe  epidemics. 

While  there  has  been  a marked  increase  in 
the  number  of  cases  of  heart  disease  of  all 
types,  within  the  past  40  years,  yet  one  should 
take  into  consideration  that  today  with  better 
facilities,  such  as  improved  radiography, 
heart  catheterization,  etc.  more  cases  are 
recognized  than  formerly.  Also  now  it  has 


become  extremely  important  to  make  an  ac- 
curate and  complete  diagnosis,  especially  so 
in  the  congenital  types,  since  the  introduction 
of  heart  surgery. 

Not  surprisingly  there  has  been  a marked 
decline  in  the  number  of  deaths  from  pneu- 
monia. This  is  probably  due  to  its  earlier 
recognition,  chiefly  because  of  the  employ- 
ment of  radiography,  but  of  far  greater  im- 
portance because  of  the  use  of  several  new 
potent  drugs,  and  to  some  extent  the  more 
frequent  and  earlier  employment  of  oxygen. 
The  prognosis  except  perhaps  in  the  aged  and 
the  newborn  has  been  tremendously  im- 
proved. 

Almost  the  same  may  be  said  about  the 
change  in  incidence  and  mortality  of  tuber- 
culosis within  the  past  40  years.  Today  this 
disease — once  called  the  White  Plague — is 
usually  recognized  in  its  early  stages.  Instead 
cf  having  to  rely  on  bed  rest,  change  of  cli- 
mate, forced  feeding,  and  sometimes  chest 
surgery,  now  many  cases  are  isolated  promptly 
at  home  or  in  sanatoria.  However  the  great- 
est advance  has  been  made  through  the  use 
of  certain  helpful  or  curative  drugs.  It  fol- 
lows that  by  lessening  the  prevalence  of  this 
disease,  fewer  people  contract  it.  Also  of  some 
importance  is  that  while  in  a sanatorium, 
they  are  instructed  in  methods  to  prevent  its 
spread. 

Gradually  much  is  being  learned  about  can- 
cer. Many  investigators  are  convinced  that  the 
problem  of  etiology  is  basically  related  to  the 
factors  in  cell  metabolism.  Further  a large 
number  of  those  working  on  this  disease  are 
convinced  that  in  the  majority  of  instances 
this  entity  is  due  to  a virus.  A number  of  can- 
cer researchers  recognize  that  there  are  most 
probably  several  etiologic  agents,  producing 
entirely  different  types  of  the  disease.  Many 
and  varied  attempts  are  being  made  to  attack 
the  virus  by  introducing  some  substance  into 
the  cell  that  will  inhibit  the  growth  of  the 
virus  or  at  least  cause  it  to  make  use  of  the 
foreign  matter  instead  of  the  cell  protoplasm. 
Interferon  is  one  such  that  may  be  of  great 
value.  The  outlook  for  the  conquest  of  cancer 
is  quite  promising,  but  how  long  it  will  take 
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to  conquer  this  serious  and  very  prevalent 
malady  is  anyone’s  guess. 

Diphtheria  today  in  most  countries  is  no 
longer  a problem.  For  ever  since  the  routine 
use  of  diphtheria  toxoid  in  infancy  or  early 
childhood,  there  has  been  a marked  decline 
in  its  occurrence.  In  1920  in  South  Carolina 
there  were  201  deaths,  while  in  1940  this  had 
dropped  to  82,  and  in  1958,  there  were  only 
3 deaths  in  this  entire  state. 

Pellagra,  once  so  prevalent  here  and  else- 
where, caused  a great  many  deaths.  Now  it  is 
rarely  seen.  This  has  come  about  because  of 
a better  understanding  of  nutrition,  and 
especially  since  it  is  now  known  that  one  or 
more  of  the  B vitamins,  especially  niacin,  is 
a prophylactic,  for  it  is  essential  in  diet.  In 
1920  in  South  Carolina,  219  deaths  were  re- 
ported, while  in  1958  there  were  only  3. 

It  is  difficult  to  account  for  the  changes  in 
occurrence  and  deaths  from  meningitis.  How- 
ever it  is  readily  understood  that  with  better 
bacteriologic  studies,  especially  in  hospitals, 
many  cases  assumed  to  be  due  to  the  meningo- 
coccus, now  are  recognized  as  having  one  of 
the  other  cocci,  and  frequently  the  H.  in- 
fluenzae as  a causative  factor.  Though  I have 
no  figures  to  prove  it,  my  impression  is  that 
meningitis  due  to  the  tubercle  bacillus  has 
greatly  diminished.  According  to  the  figures 
available,  66  cases  were  reported  in  South 
Carolina  in  1935,  while  in  1940,  there  were 
only  9.  However  in  1958,  the  number  climbed 
to  26.  No  explanation  for  this  has  been  given. 
These  cases  were  all  considered  due  to  the 
meningococcus.  This  may  be  open  to  ques- 
tion. Also  we  do  know  that  the  incidence  of 
this  disease  varies  markedly  from  year  to 
year. 

Measles  is  one  of  the  common  exanthemata 
which  in  certain  years  and  in  some  communi- 
ties is  extremely  common.  At  the  present  time 
the  prophylactic  vaccine  is  not  in  use  in  this 
state.  The  diagnosis  of  measles  is  based  on 
the  presence  and  appearance  of  the  eruption, 
and  to  a lesser  extent  on  the  symptoms  and 
signs.  However  most  cases  are  correctly  diag- 
nosed, if  the  doctor  sees  the  patient,  though 


because  of  drug  rashes  and  allergic  manifesta- 
tions and  other  diseases,  mistakes  can  occur. 
In  the  year  1958  there  were  12,600  cases  re- 
ported in  South  Carolina.  There  surely  must 
have  been  some  deaths,  but  many  of  these  or 
at  least  some,  probably  were  reported  as 
pneumonia,  or  some  other  complication  or 
sequel. 

Syphilis  in  this  state  and  others  still  occurs. 
From  the  figures  given  out  by  the  State  Board 
of  Health,  we  know  that  5,301  cases  were 
reported  in  1935,  and  in  1958  the  figure  was 
the  same.  However  the  correctness  of  these, 
because  of  certain  inherent  difficulties  in  re- 
porting, and  also  sometimes  in  diagnosis  is 
questionable.  Further  the  number  of  deaths 
is  not  of  much  significance  as  todav  there  are 
potent  drugs,  and  probably  the  disease  is 
treated  earlier. 

Nothing  has  been  mentioned  about  scar- 
let fever.  This  formerly  was  a common 
and  serious  disease  in  this  state,  even  though 
not  to  the  extent  as  in  New  England  nor  in 
the  Midwest.  There  is  a paucity  of  figures 
here.  However  the  record  shows  that  in  1920 
there  were  428  cases  and  in  1958  there  were 
4,865.  But  in  1958  the  figures  for  scarlet  fever 
and  steptococcal  sore  throat  were  combined. 
One  must  be  aware  that  many  cases  of  sore 
throat,  said  to  be  due  to  the  streptococcus, 
may  not  have  been  so,  for  in  the  majority  of 
cases  this  diagnosis  or  opinion  is  strictly  clini- 
cal. This  is  particularly  true  in  the  home  and 
also  in  some  offices. 

Having  discussed  the  subject  of  morbidity 
and  mortality  in  a few  diseases  in  South 
Carolina,  it  might  be  well  to  document  this  by 
tables  of  statistics  from  the  State  Board  of 
Health,  especially  noting  those  of  1920  and 
and  1958. 


Number  of  Cases  of  the  Following  Diseases 
Reported  in  South  Carolina  in  the  Respective 
Years. 


1.  Diphtheria 

2.  Hookworm 

3.  Poliomyelitis 

4.  Malaria 

5.  Pellagra 

6.  Typhoid  Fever 


2,158  ( 1920) 
989  ( 1935) 
201  (1925) 
14,300  ( 1935) 
2,045  ( 1935) 
2,620  ( 1920) 


39  cases  ( 1958 ) 
0 cases  ( 1958 ) 
32  cases  < 1958 ) 
0 cases  ( 1958) 
0 cases  < 1958) 
13  cases  ( 1958 ) 
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MORBIDITY  AND  MORTALITY  IN  S.  C. 


Deaths  Reported  to  South  Carolina  Board  of 
Health  Along  With  The  Year. 


1920 

1958 

Heart  Disease 

2,338 

6,581 

Pneumonia 

1,526 

164 

Tuberculosis  (All  Types) 

1,242 

163 

Malaria 

487 

0 

Cancer 

400 

2,242 

Typhoid  Fever 

262 

1 

Diphtheria 

201 

3 

Pellagra 

219 

3 

Auto  Accidents 

67 

657 

From  the  statistics  on  morbidity  and  mortal- 
ity in  South  Carolina,  one  can  easily  see  that 
there  has  been  a tremendous  change  in  the 
period  between  1920  and  1960. 


Tlie  author  of  this  contribution  is  greatly  indebted 
to  the  S.  C.  Board  of  Health,  and  especially  to  Dr. 
C.  E.  McDaniel,  Director,  Division  of  Disease  Con- 
trol, for  supplying  me  with  figures  that  made  this 
paper  possible,  and  further  for  his  co-operation. 


AN  IRON,  PYRIDOXINE  AND  ASCORBIC  ACID 
COMBINATION  IN  THE  TREATMENT  OF 
HYPOCHROMIC  ANEMIA 

WILLIAM  N.  COCHRAN,  M.  D. 

Spartanburg,  South  Carolina 


It  has  been  long  recognized  that  pyridoxine 
or  adermin  (vitamin  B,;)  has  been  im- 
portant in  hemoglobin  synthesis  and  in 
the  manufacture  of  red  cells.  The  combina- 
tion of  pyridoxine  hydrochloride  with  various 
iron  salts  has  interested  a number  of  in- 
vestigators. 

Spontaneously  occurring  pyridoxine-respon- 
sive  anemia  in  man  has  been  well  docu- 
mented. Harris,  ct  al,  in  19561  reported 
prompt  response  to  pyridoxine  hydrochloride 
and  ascorbic  acid  in  a patient  with  hypo- 
chromic microcytic  anemia  and  an  elevated 
serum  iron  level.  Recently  Bottomley2  re- 
ported two  such  cases. 

The  emetic  and  irritant  effects  and  toxicity 
levels  of  the  inorganic  salts  of  iron  have  been 
well  demonstrated  in  animals.  The  work  of 
Berenbaum,  et  al,  ' revealed  that  ferrous  fuma- 
rate  was  a readily  tolerated  iron  salt. 

In  our  study,  ferrous  sulfate  (300  mg.  tab- 
lets) were  given  to  three  males  and  four 
females  with  hypochromic  anemia.  The  aver- 
age daily  dose  ranged  from  600  mg.  to  900 
mg.  per  day.  The  hemoglobin  response  at  the 
end  of  30  days  was  considered  good,  but  side 


effects  of  nausea,  anorexia,  indigestion,  etc., 
were  found  in  three  out  of  seven  patients. 

Ferrous  gluconate  was  given  to  two  males 
and  four  females  with  hypochromic  anemia. 
The  average  daily  dose  was  600  to  900  mg. 
The  hemoglobin  response  at  the  end  of  30 
days  was  found  to  be  less  than  that  of  the 
patients  receiving  ferrous  sulfate.  However, 
the  tolerance  to  ferrous  gluconate  was  found 
to  be  somewhat  better  than  to  ferrous  sulfate. 

Ferrous  fumarate  was  administered  to  two 
males  and  five  females  with  hypochromic 
anemia.  The  average  doses  per  day  ranged 
from  400  to  600  mg.  This  group  of  patients 
tolerated  this  iron  salt  quite  well.  Only  one 
patient  out  of  seven  complained  of  any  gastric 
distress.  The  hemoglobin  response  was  not 
thought  to  be  as  rapid  as  that  to  ferrous  sul- 
fate, but  about  equaled  that  of  ferrous  glu- 
conate. 

A later  study  was  made  with  a preparation 
in  tablet  form.  Each  tablet  contained  ferrous 
fumarate  200  mg.,  pyridoxine  hydrochloride 
5 mg.,  and  ascorbic  acid  120  mg.  The  average 
dose  given  this  group  was  one  to  two  tablets 
per  day.  The  hemoglobin  response  was  found 
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to  exceed  that  of  the  group  that  received  fer- 
rous fumarate  alone.  The  tolerance  level  was 
thought  to  he  as  good  or  perhaps  slightlv  bet- 
ter than  the  tolerance  to  ferrous  fumarate 
alone. 


daily  produced  a hemoglobin  response  almost 
as  good  as  did  the  ferrous  sulfate,  with  very 
little  side  effects.  It  is  to  be  noted  that  the 
total  amount  of  iron  given  to  this  group  did 
not  exceed  400  mg.  daily. 


Male 

Female 

Average 

Duration 

of 

Therapy 

Average  Dose 

Hemoglobin 

Response 

Side  Effects 
Nausea 
Constipation 
Indigestion 

Ferrous  sulfate  3 

4 

1-3  months 

600-900  mg. 

8 to  12%  per  mo. 

3 out  of  7 

Ferrous  gluconate  2 

4 

1-3  months 

600-900  mg. 

4 to  8%  per  mo. 

2 out  of  6 

Ferrous  fumarate  2 

5 

1-3  months 

400-600  mg. 

4 to  6%  per  mo. 

1 out  of  7 

Ferrous  fumarate 
with 

pyridoxin  & vitamin  C 

6 

1-3  months 

200-400  mg. 

6 to  12%  per  mo. 

1 out  of  6 

Summary  It  is  noted  that  the  amount  of  ferrous  fuma- 

A series  of  26  adult  patients  with  hvpo-  rate  given  compared  favorable  to  2 to  3 times 

chromic  anemia  were  given  oral  treatment  the  amount  of  ferrous  sulfate  and  ferrous 


with  various  inorganic  salts  of  iron. 

Ferrous  sulfate  was  found  to  produce  the 
best  hemoglobin  response,  but  was  tolerated 
least  well  of  the  iron  salts  used.  Ferrous  glu- 
conate given  in  equal  doses  was  found  to  be 
less  productive  of  the  side  effects  of  gastric 
irritation,  etc.,  but  did  not  give  as  rapid  a 
hemoglobin  response  as  did  ferrous  sulfate. 

Ferrous  fumarate  given  in  doses  of  200  to 
400  mg.  was  found  to  produce  the  least 
amount  of  gastric  irritation,  etc.,  but  the 
hemoglobin  response  to  it  was  not  as  good  as 
that  to  either  ferrous  sidfate  or  ferrous  glu- 
conate. 

Ferrous  fumarate  200  mg.,  combined  in  tab- 
let form  ( Palmiron-C° ) given  once  to  twice 


gluconate  as  the  basic  iron  therapy. 

It  is  concluded  from  this  study  that  the 
addition  of  pyridoxine  hydrochloride  and 
ascorbic  acid  to  ferrous  fumarate  made  a 
preparation  in  the  treatment  of  hypochromic 
anemia  superior  to  that  of  ferrous  fumarate 
alone. 

REFERENCES 

1.  Harris,  J.  W.,  et  al.:  Pyridoxine-responsive  anemia 
in  the  human  adult.  J Clin  Invest  35:709,  1956. 

2.  Bottomley,  S.  S.:  Pyridoxine-responsive  anemia. 

JAMA  180:653,  1962. 

3.  Berenbaum,  M.  C.,  Child,  K.  J.,  Davis,  B.,  Sharpe, 
H.  M.,  and  Tomich,  E.  G.:  Animal  and  human 
studies  on  ferrous  fumarate,  an  oral  hematinic. 
Blood  15:540,  1960. 

°Palmiron-C  The  material  for  this  study  was  supplied 
bv  Palmedico,  Inc.,  Columbia,  S.  C. 


June,  1963 


209 


Medical  College  Clinics 


DERMATOLOGICAL  DON’TS 

Kathleen  Riley,  M.  D. 

Case  #9 — Recurrent  Erythema  Multiforme 
White  Female,  age  32 
HISTORY 

The  patient  noticed  red  splotches  in  the  palms  of 
both  hands  five  days  previously. 

The  lesions  became  tender  and  new  similar  lesions 
of  varying  sizes  appeared  on  the  hands  and  forearms. 

She  had  some  malaise  and  found  her  night  tem- 
perature to  be  100  F. 

In  the  next  24  hours  she  noticed  similar  lesions 
on  her  feet.  These  were  tender  on  walking  and  she 
decided  to  seek  help. 

Drug  history  was  negative. 

There  had  been  no  preceding  illness  and  past 
medical  history  was  essentially  negative  except  that 
a similar  episode  of  milder  degree  had  occurred  in 
the  previous  spring. 

PHYSICAL  EXAMINATION 

On  hands  and  forearms,  feet  and  legs  were  multi- 
shaped erythematous  symmetrical  lesions. 

The  lesions  were  macular  or  wheal-like  and  sharply 
demarcated. 

Many  lesions  were  annular  and  some  showed  clear- 
ing centers,  giving  the  appearance  of  a “target”  or 
“iris”  like  ring. 


Temperature  was  100°  F. 

CBC  was  essentially  normal  except  for  leucocytosis. 
Urinalysis  was  negative. 

DIAGNOSIS 

RECURRENT  ERYTHEMA  MULTIFORME 
TREATMENT 

Don’t 

1.  Don’t  rush  into  intensive  therapy  with  steroids 
or  antibiotics. 

2.  Don't  forget  to  evaluate  patient’s  complete  medi- 
cal history,  especially  for  drugs,  infections  or  in- 
fectious diseases. 

3.  Don’t  forget  this  is  a self-limiting  disease  of  three 
or  four  weeks  duration,  and  the  prognosis  is 
good. 

DO 

1.  Do  treat  conservativelv  with  bed  rest,  aspirin  and 
antihistamines. 

2.  Do  also  use  conservative  local  treatment,  only 
antipruritics  are  indicated,  and  these  rarely. 

3.  Do  reassure  the  patient  and  warn  him  that  this 
may  recur. 
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Sditorials 


Operation  Hometown 

During  the  month  of  May,  representatives 
of  many  of  the  County  Medical  Societies  in 
the  State  and  of  their  respective  Chapters 
of  the  Woman’s  Auxiliary  had  presented  to 
them  the  plan  and  mechanics  of  “Operation 
Hometown.”  The  presentation  was  made  by 
a Field  Representative  of  the  A.  M.  A.  and 
the  Executive  Secretary  of  our  State  organiza- 
tion, in  meetings  scheduled  for  the  purpose 
and  designed  to  pave  the  way  for  active 
participation  by  the  individual  physicians 
themselves. 

Planned  specifically  for  each  county  medi- 
cal society  and  each  of  its  members,  “Opera- 
tion Hometown”  is  a nationwide  intensive  and 
continuing  program  to  offset  the  mounting 
pressure  for  King-Anderson  legislation  in  the 
88th  Congress. 

This  year  may  well  see  the  beginning  of  the 
end  of  America’s  high  health  care  standards 
and  the  freedom  of  the  medical  profession — 
unless  physicians  and  other  community 
leaders  take  the  initiative  note  in  developing 
articulate  and  voluble  public  opinion  against 
the  inequities  and  extravagances  proposed  in 
this  Federal  scheme  of  high  cost  and  low  re- 
turn. 

Thus,  “Operation  Hometown”  should  be 
launched  in  your  community  and  every  com- 
munity in  the  nation.  The  medical  profes- 
sion’s voice  is  a small  one,  and  to  be  effec- 
tively heard  in  Congress,  it  must  be  amplified 
with  that  of  the  public’s  widespread  protest. 
This  campaign  is  designed  to  reach  every 
segment  of  the  American  public  through 
every  possible  medium,  to  stimulate  every 
voter  to  let  his  Congressman  know  that  medi- 
care is  really  “Fedicare” — a costly  concoction 
of  bureaucracy,  bad  medicine,  and  an  un- 
balanced budget. 

These  facts  must  be  made  known,  and 
“Operation  Hometown”  provides  the  tools  and 
techniques  for  your  county  medical  society 


to  present  them  to  your  fellow  citizens. 

“Operation  Hometown”  is  divided  into 
seven  sections  or  departments: 

1.  Co-ordination — the  function  of  the  Gen- 
eral Chairman 

2.  County  Speakers  Bureau 

3.  Enlistment  of  Allies 

4.  Newspapers,  Radio  and  TV 

5.  Materials  Distribution 

6.  Congressional  Contact 

7.  Letter  Writing. 

Members  of  the  County  Societies  will  all 
be  given  the  opportunity  to  participate  in  one 
or  more  of  these  activities.  Upon  your  inter- 
est and  co-operation  and  that  of  the  doctors 
in  the  Societies  throughout  the  country  largely 
depends  our  hope  of  success. 


Convention  Notes  May  1963 

Dr.  Frank  C.  Owens,  Columbia  physician, 
was  named  president-elect  unanimously  at 
the  115th  annual  session  of  the  South  Caro- 
lina Medical  Association  at  Myrtle  Beach, 
May  8. 

Dr.  Robert  Wilson,  Charleston,  succeeded 
Dr.  James  Gressette,  Orangeburg,  as  presi- 
dent. 

Other  officers  are: 

Dr.  A.  C.  Bozard,  Manning,  vice-president; 

Dr.  Ben  N.  Miller,  Columbia,  re-elected 
secretary; 

Dr.  J.  Howard  Stokes,  Florence,  re-elected 
treasurer. 

In  other  elections  Dr.  Joseph  P.  Cain,  Mul- 
lins, was  re-elected  delegate  to  the  American 
Medical  Association.  Dr.  J.  W.  Wyman, 
Anderson,  was  named  alternate  delegate. 

Councilors  elected  to  3-year  terms  are: 

1st  district — Dr.  Clay  W.  Evatt,  Charleston 
( re-elected ) 

4th  district — Dr.  John  P.  Booker,  Walhalla 
( re-elected ) 

5th  district — Dr.  John  M.  Pratt,  York 

7th  district — Dr.  Norman  O.  Eaddy,  Sumter 
( re-elected ) 
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Members  of  Mediation  Committee  to  fill 
3-year  terms  are: 

1st  district — Dr.  Henry  C.  Robertson,  Jr., 
Charleston  ( re-elected ) 

4th  district — Dr.  J.  Anthony  White,  Easley 
( re-elected ) 

7th  district — Dr.  Michael  Holmes,  Kings- 
tree 

Named  to  the  Executive  Committee  of 
State  Board  of  Health  to  serve  7-year  terms 
were: 

Dr.  W.  R.  Wallace,  Chester;  Dr.  Frank  C. 
Owens,  Columbia;  Dr.  W.  Wyman  King, 
Batesburg;  Dr.  Keitt  H.  Smith,  Greenville; 
Dr.  Richard  W.  Hanckel,  Charleston;  Dr.  J. 
Howard  Stokes,  Florence  and  Dr.  J.  B.  Mar- 
tin, Jr.,  Anderson,  (all  were  re-elected  except 
Dr.  Martin  who  fills  the  place  vacated  by  Dr. 
E.  W.  Camp,  Jr.) 

Elected  to  serve  on  the  State  Board  of 
Medical  Examiners  for  4-year  terms  were: 
2nd  Congressional  District — Dr.  Kirby  D. 
Shealy,  Columbia  (re-elected) 

5th  Congressional  District — Dr.  Roderick 
Macdonald,  Rock  Hill  (re-elected) 

Named  to  the  State  Board  of  Nursing  for 
a 5-year  term  was  Dr.  Lawrence  Jowers,  Col- 
umbia. 

Dr.  Harold  S.  Pettit,  Charleston,  was 
elected  to  a 3-year  term  as  member  of  Benevo- 
lence Fund  Committee. 

Dr.  Hugh  Wells,  Seneca  and  Dr.  Henry  L. 
Laffitte,  Allendale,  were  elected  to  3-year 
terms  as  members  of  Committee  on  Legisla- 
tion and  Public  Relations. 

Elected  to  serve  as  Members  of  Committee 
on  Emergency  Medical  Care  were: 

Dr.  Charles  R.  May,  Bennettsville  (re- 
elected to  5-yr.  term) 

Dr.  William  C.  Herbert,  Jr.,  Spartanburg 
(re-elected  to  4-yr.  term) 

Dr.  Albert  B.  Wolfe,  Orangeburg  (to  fill 
the  unexpired  3-yr.  term  of  Dr.  R.  E.  Acker- 
man who  resigned). 


The  New  President-Elect 
Frank  Capers  Owens,  M.  D. 

Dr.  Frank  Capers  Owens  was  born  in  Col- 
umbia, South  Carolina,  December  17,  1898. 
He  graduated  from  the  University  of  South 


Carolina  with  a B.S.  degree,  after  which  he 
graduated  from  the  Medical  College  of  the 
State  of  South  Carolina.  He  interned  at  the 
South  Carolina  Baptist  Hospital  and  then 
began  the  General  Practice  of  Medicine  in 
Columbia. 

Frank  Owens  served  in  the  Medical  De- 
partment of  the  Air  Force  from  1942  to  1945, 
being  separated  as  Lieutenant  Colonel.  Upon 
his  return  to  Columbia  he  was  elected  Mayor 
of  the  City  of  Columbia,  and  served  in  that 
capacity  four  years.  He  has  been  in  the  prac- 
tice of  medicine  in  Columbia  since  that  time, 
and  is  in  partnership  with  Dr.  Henry  F.  Hall 
and  Dr.  James  L.  King. 

Dr.  Owens  is  a member  of  the  American 
Medical  Association,  the  South  Carolina 
Medical  Association  and  the  Columbia  Medi- 
cal Society.  He  is  a member  of  the  American 
Academy  of  General  Practice  and  the  South 
Carolina  Academy  of  General  Practice.  He 
is  on  the  staff  of  the  South  Carolina  Baptist 
Hospital,  the  Columbia  Hospital,  and  is  chief- 
of-staff  of  the  Providence  Hospital.  He  has 
served  as  vice-chairman  of  the  Executive 
Committee  of  the  State  Board  of  Health  for 
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the  past  several  years,  and  is  a member  of 
the  Water  Pollution  Control  Authority  of 
South  Carolina.  He  is  a member  of  the  Medi- 
cal Retirement  Board  of  the  South  Carolina 
Retirement  System. 

Dr.  Owens  has  served  as  chairman  for 
SoutR  Carolina  of  the  Medical  Advisory 
Board  for  Selective  Service  since  its  inception 
a number  of  years  ago.  He  was  chairman  of 
the  Industrial  Fee  Schedule  Committee  for 
the  South  Carolina  Medical  Association,  dur- 
ing the  formation  of  that  schedule,  and  is 
still  a member  of  the  committee.  He  served 
as  chairman  of  the  Legislative  Committee  for 
the  South  Carolina  Medical  Association  and 
is  a member  of  that  committee. 

Dr.  Owens  is  a past  president  of  the  Col- 
umbia Medical  Society,  and  is  at  present  a 
Delegate  to  the  South  Carolina  Medical  Asso- 
ciation from  the  Society;  he  also  serves  as 
parliamentarian  for  the  Columbia  Medical 
Society.  He  is  a past  president  and  member 
of  the  Columbia  Medical  Club.  He  is  alter- 
nate delegate  from  the  South  Carolina  Medi- 
cal Association. 

Dr.  Owens  is  a member  of  the  Forum  Club, 
Lions,  Elks,  Shrine,  American  Legion,  and 
40  & 8.  He  is  also  a member  of  the  Palmetto 
Club,  the  Forest  Lake  and  Spring  Valley 
Country  Clubs,  and  is  a member  of  Blue  Key. 
His  hobbies  are  hunting,  fishing,  and  golf. 

Dr.  Owens  is  married  to  the  former  Ida 
Hand  of  Chester.  They  have  three  married 
daughters  and  eight  grandchildren.  He  is  an 
Episcopalian  and  a member  of  Trinity  Church 
in  Columbia. 


Asbury  Cecil  Bozard,  Vice-President 

Asbury  Cecil  Bozard,  M.  D.  was  born  in 
1910  in  Orangeburg  County.  He  attended 
Orangeburg  High  School  and  received  the 
degree  of  B.  S.  from  Furman  University  and 
M.  D.  from  the  Medical  College  of  S.  C.  in 
1933.  He  served  as  intern  in  Columbia  Hos- 


pital and  has  conducted  a general  practice  in 
Manning  since  1934. 

Dr.  Bozard  is  a member  of  the  staff  of  the 
Clarendon  Memorial  Hospital  and  of  the  Sum- 
ter-Clarendon  Medical  Society,  the  S.  C.  Med- 
ical Association,  the  American  Medical  Asso- 
ciation, the  American  Academy  of  General 
Practice,  the  Southern  Medical  Association, 
and  the  Tri-State  Medical  Association.  He  is 
a director  of  Blue  Cross-Shield  and  was  Coun- 
cillor from  7th  Medical  Dist.  1951-1960,  and 
is  a past-president  of  the  Alumni  Association 
of  the  Medical  College  of  South  Carolina. 

He  is  also  a director  of  the  Bank  of  Claren- 
don, a member  of  the  Manning  Baptist 
Church  and  the  Manning  Lions  Club,  a 
Mason,  and  a Shriner. 

Dr.  Bozard  married  Ashton  Plowden  of 
Manning  and  has  two  sons,  A.  Cecil,  Jr.,  a 
student  at  the  Medical  College  of  South  Caro- 
lina and  Henry,  a student  at  Wofford  Col- 
lege. 
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Committee  Reports 


( Not  Previously  Published ) 

Coroner-Medical  Examiner  Systems 
Committee 

This  committee  in  1962  recommended  that  a 
Central  Laboratory  for  medical-legal  investigations 
be  set  up  which  would  serve  the  needs  of  the  state 
whether  under  a coroner’s  jurisdiction  or  through  a 
medical  examiner’s  system.  The  committee  also 
recommended  that  a model  post  mortem  examina- 
tion act  be  submitted  to  the  state  legislature  for 
passage,  that  statistical  analyses  of  work  of  the  cor- 
oner be  made  in  the  state  of  South  Carolina  each 
year  and  finally  that  the  statutory  fee  for  autopsy 
examinations  for  the  coroner  s physician  or  medical 
examiner  be  raised  to  the  proper  level. 

This  report  was  referred  back  to  the  committee 
for  concrete  proposals  and  the  work  of  the  com- 
mittee for  this  year  has  been  in  relation  to  this. 

The  committee  would  like  to  propose  now  that  a 
laboratory,  equipped  and  staffed  for  medical-legal 
investigations,  be  set  up  under  the  direction  of  an  in- 
dependent board  to  be  appointed  by  the  Governor. 
This  board  should  be  composed  of  physicians  and 
attorneys,  and  suggested  members  include  the  at- 
torney-general of  the  state,  a representative  of  the 
Bar  Association,  the  Professor  of  Pathology  at  the 
Medical  College,  and  two  other  physicians  recom- 
mended by  the  South  Carolina  Medical  Association. 
This  board  would  be  responsible  for  the  functioning 
of  the  laboratory  and  for  the  selection  of  personnel. 
The  laboratory  should  be  located  in  Columbia  be- 
cause of  its  central  location  and  should  have  ap- 
proximatelv  3,000  square  feet  for  work  space  and 
offices.  It  has  been  stated  unofficially  that  this  lab- 
oratory could  be  accomodated  on  the  grounds  of 
the  State  Hospital  and  it  is  also  possible  to  include 
the  laboratory  in  the  proposed  Board  of  Health  Lab- 
oratory building  which  is  presently  in  the  planning 
stage.  In  either  case  an  appropriation  to  cover  con- 
struction would  be  necessary,  but  considerable  sav- 
ings could  be  achieved  by  allocation  of  space  in  the 
Board  of  Health  building.  It  is  estimated  that  the 
cost  of  construction  would  be  about  $35,000  while 
the  equipment  and  furnishings  of  the  laboratory 
would  cost  approximately  $80,000. 

Personnel  for  the  laboratory  should  include  a chief 
toxicologist  or  scientist  with  salary  range  of  $12,000 
to  $16,000  per  year.  An  assistant  toxicologist  would 
be  provided  at  a cost  of  $6,000  to  $8,000  a year.  A 
stenographer  and  laboratory  helper  would  also  be 
necessary  within  the  budget  of  this  activity. 

Model  post-mortem  acts  have  been  passed  by  a 
number  of  states  including  the  state  of  Georgia.  The 
Georgia  act  is  noteworthy  because  it  retains  the  Cor- 
oner’s system  as  a political  entity  and  continues  to 
allow  the  traditional  inquests  and  investigations  of 
death  by  the  coroner,  but  superimposes  on  this  sys- 


tem the  advantage  of  scientific  help  and  guidance 
provided  bv  a medical-legal  laboratory  witli  trained 
director  and  scientific  personnel.  Substantially  the 
same  act  could  be  submitted  for  passage  within  the 
state  of  South  Carolina  and  a copy  of  this  act  is  en- 
closed with  this  report. 

The  proposal  of  the  committee  for  analysis  of 
coroner’s  activities  each  year  would  be  achieved  by 
passage  of  the  Model  Post  Mortem  Examinations  Act. 
Under  this  act,  it  is  required  that  a report  of  the 
activities  of  each  coroner  be  submitted  to  the  direc- 
tor of  the  laboratory  and  an  analysis  of  these  re- 
ports could  then  be  undertaken  without  difficulty. 
Under  this  act  also  provision  is  made  for  adequate 
compensation  in  the  performance  of  post  mortem 
examination. 

Respectfully  submitted 

J.  I.  Converse,  M.  D. 

D.  Strother  Pope,  M.  D. 

Robert  P.  Walton,  M.  D. 

C.  Tucker  Weston,  Jr.,  M.  D. 

E.  A.  Dreskin,  M.  D. 

Chairman 


Medical  Advisory  Committee  to 
Selective  Service 

Local  Boards  of  Selective  Service  have  been  re- 
quested by  National  Headquarters  to  examine  and 
classify  all  interns.  This  is  as  to  the  number  who  will 
be  eligible  for  call  this  coming  July.  At  that  time  a 
call  for  some  1500  doctors  will  be  made,  according 
to  recent  announcement.  The  call  for  these  men  is 
to  give  them  the  opportunity  of  serving  at  the  end 
of  their  internship  rather  than  being  disturbed  after 
tile  beginning  of  their  residency. 

It  is  of  interest  to  note  that  there  has  never  been 
a doctor  drafted  in  South  Carolina  under  the  Doctor 
Draft  Act.  Whenever  a call  is  issued,  the  doctors 
in  the  category  called  have  volunteered  in  sufficient 
numbers  to  fill  all  quotas  in  South  Carolina. 

Frank  C.  Owens,  M.  D. 

Chairman 


Report  of  Special  Committee  on 
Poliomyelitis  Vaccine 

In  November,  1962,  the  Special  Committee  on 
Poliomyelitis  Vaccine  submitted  a report  to  the  South 
Carolina  Medical  Association.  This  report  was  pub- 
lished in  the  Journal.  At  that  time,  we  advocated  a 
policy  of  watchful  waiting  and  urged  that  each  com- 
munity consider  the  question  of  a vaccination  pro- 
gram on  its  own  merits.  Since  that  time,  the  status 
of  the  vaccine  has  been  clarified  and  communities 
throughout  the  country  are  taking  a more  active  part 
in  promoting  vaccination  programs.  The  committee 
is  watching  with  interest  the  campaign  which  has 
been  conducted  and  which  is  now  going  on  in 
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Charleston  under  the  sponsorship  of  the  county  med- 
ical society.  We  wish  to  commend  the  society  for  the 
remarkable  success  which  has  been  achieved  so  far. 
The  committee  believes  the  experience  of  other  com- 
munities and  of  Charleston  should  serve  as  an  ex- 
ample for  our  various  county  medical  societies.  We 
would  suggest  that  each  local  medical  society  con- 
sider the  possibility  of  launching  a community-wide 
campaign  for  the  giving  of  the  Sabin  vaccine.  This 
campaign  should  be  carried  on  in  the  fall  of  1963 
or  in  the  early  months  of  1964. 

The  committee  wishes  to  reiterate  its  firm  recom- 
mendation that  when  a community-wide  program 


toward  giving  the  Sabin  vaccine  is  organized,  it 
should  be  done  under  the  auspices  of  the  local  medi- 
cal society  working  in  close  collaboration  with  the 
local  health  department. 

Swift  Black,  M.  D.,  Dillon 
Frances  Doyle,  M.  D.,  Georgetown 
James  A.  Hayne,  M.  D.,  Hampton 
Charles  Holmes,  M.  D.,  Columbia 
Gerald  E.  McDaniel,  M.  D.,  Columbia 
Harold  Jackson,  M.  D.,  Greenville 
Julian  Price,  M.  D.,  Florence, 

Chairman 


WOMANS  AUXILIARY 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


President’s  Report  1963 

This  year  the  Woman’s  Auxiliary  to  the  South 
Carolina  Medical  Association  celebrated  its  fortieth 
anniversary  at  its  thirty-eighth  annual  meeting  at 
Myrtle  Beach,  May  7-9. 

Keeping  in  mind  that  the  Medical  Auxiliary  is  a 
service  organization,  auxiliary  members  have  aimed 
for  excellence  this  year  bv  directing  their  efforts  to- 
ward community  service.  It  is  impossible  to  separate 
community  service  from  the  other  phases  of  auxiliary 
work.  It  is  no  single  activity  or  program,  but  a 
composite  of  these  plus  our  every  day  activities. 

AMA-ERF  received  as  a contribution  from  South 
Carolina  $3,027.58.  Greenville  County  through  its 
Christmas  Card  Project  raised  $2,100.80. 

The  Civil  Defense  program  was  strengthened  by 
promotion  of  the  Self-Help  Course.  Three  auxiliaries 
gave  the  course  to  some  30  people.  One  auxiliary 
made  available  a list  of  12  registered  nurses  to  staff 
an  emergency  hospital  if  needed. 

The  Bulletin  provided  programs  for  two  counties. 
There  are  230  members  who  subscribe  to  it;  three 
counties  have  100%  subscription. 

Community  Service  was  diversified  throughout  the 
state.  Volunteer  services  to  support  the  Poison  Pre- 
vention Project  were  continued  in  Charleston.  Clini- 
cal assistance  was  provided  for  medical  societies, 
“Stop  Polio  Sunday”  through  mass  Sabin  vaccina- 
tions. Entertainment  for  a Christmas  party  for  the 
Association  for  the  Blind  was  provided  by  one 
auxiliary.  Another  helped  PTA  groups  stage  a 
“Carnival  of  Learning,”  and  set  up  and  manned 
booths  depicting  Health  Careers  and  Safety. 

Many  hours  of  secretarial  work  were  given  to  aid 
SCALPEL,  the  political  action  committee  in  South 
Carolina. 

A teen-age  volunteer  program  for  a new  hospital 
was  begun  with  a training  program  for  69  students. 
Gowns  were  made  and  a handicraft  workshop  started 
for  patients  in  convalescent  homes.  Through  co- 
operation with  the  Red  Cross  one  auxiliary  was  re- 


sponsible for  3000  children  participating  in  a “Learn 
to  Swim”  program. 

The  AAPS  essay  contest  was  sponsored  again  this 
year.  The  subjects  were  “The  Advantages  of  Private 
Medical  Care”  and  “The  Advantages  of  the  Ameri- 
can Free  Enterprise  System  over  Communism.”  Tray- 
wick  Stephenson  of  Chesterfield  won  third  prize  and 
Katina  Clardy  of  Ware  Shoals  won  eighth  prize  in 
the  national  AAPS  Essay  Contest. 

Approximately  55,595  hours  were  given  to  Com- 
munity Service  this  year  by  auxiliary  members  in 
South  Carolina. 

Tlie  Health  Careers  committee  planned  an  out- 
standing two-day  rally  again  this  year  for  which 
thirty-five  active  Health  Career  Clubs  furnished  335 
students.  A Guidebook  for  Health  Career  Clubs  with 
scholarship  application  forms  enclosed  was  sent  to 
county  chairmen  and  school  sponsors.  Other  recruit- 
ment projects  over  the  state  include  a Nightingale  tea 
for  students  interested  in  nursing,  helping  judge  a 
“Miss  Student  Nurse”  contest,  providing  pins  and  uni- 
forms for  “Candy  Stripers,”  panel  discussions,  lec- 
tures, films,  and  publicity  during  Health  Careers 
Week  in  newspapers  and  on  radio  and  television. 

The  International  Health  Activities  committee  was 
successful  in  collecting  150  used  medical  books  and 
many  pounds  of  sample  drugs  to  be  sent  where 
needed. 

Legislation  lias  been  a priority  project  this  year. 
Many  counties  had  legislators  speak  at  their  meet- 
ing. The  Ronald  Reagan  Record  was  played  fre- 
quently. A film  on  the  King-Anderson  Bill  was  shown 
to  auxiliaries  and  civic  organizations.  We  were 
honored  to  have  Mrs.  Rapee,  Chairman  of  the  Com- 
mittee on  Legislation  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association,  speak  at  our  con- 
vention. 

Membership  in  South  Carolina  has  increased  to 
964.  A map  showing  the  location  of  organized  and  un- 
organized counties  was  sent  to  every  doctor’s  wife  in 
the  state.  Attached  was  a letter  urging  membership. 
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One  Mental  Health  chairman  prepared  and  sent  a 
questionnaire  to  all  PTA  and  other  club  members  to 
help  the  public  understand  mental  illness  better. 
Two  auxiliary  members  served  as  art  instructors  for 
a Mental  Health  Association. 

The  Rural  Health  committee  chairman  this  year 
has  been  a member-at-large.  She  has  shown  much 
interest — has  sent  materials  as  available  and  gotten 
out  two  newsletters  during  the  year. 

Safety  has  been  publicized  in  many  ways.  An 
anesthesiologist  demonstrated  artificial  resuscitation 
techniques  for  members  and  civic  clubs.  Use  of  seat 
belts  was  encouraged.  One  auxiliary  received  a 
Carol  Lane  commendation  on  its  project  to  promote 
seat  belts. 

The  Auxiliary  News  was  sent  to  every  member 
four  times  during  the  year.  We  found  this  to  be  an 
excellent  way  of  keeping  members  informed  on 
county,  state,  and  national  activities. 

Programs  covered  a wide  range  of  interests.  One 
county  used  the  “Important  Role  of  Education  in 
Modern  Society”  as  its  theme.  Other  programs  were 
on  Mental  Health,  Civil  Defense,  Safety,  Nutritional 
Quackery,  Communism,  Health  Careers,  SCALPEL, 
Water  Pollution.  Some  were  joint  meetings  with 
husbands. 

Doctors  were  honored  on  Doctor’s  Day  with  car- 
nations, dinners,  personal  notes,  and  refreshments 
at  hospitals. 

We  hope  the  auxiliary  has  been  of  service  not 
only  to  the  South  Carolina  Medical  Association,  but 
to  the  whole  medical  profession  as  well. 

Mrs.  McMurry  Wilkins,  Jr. 

President 


President-Elect’s  Report 

As  someone  has  said,  woman  power  is  like  atomic 
energy — it  has  a chain  reaction,  but  you  must  set  it 
off!  So  we  as  an  Auxiliary  are  organized  to  serve  the 
needs  of  the  South  Carolina  Medical  Association. 
We  are  willing  to  use  our  time  and  our  talents  to 
help  our  husbands  provide  the  best  possible  medical 
care  for  the  people  in  our  communities.  Guided  and 
supervised  by  you  leaders  in  the  medical  profession 
who  know  the  needs  of  medicine,  we  can  have  far- 
reaching  and  productive  activities. 

Among  our  16  working  committees  which  stand 
ready  to  assist  you  are  those  dedicated  to  the  recruit- 
ment of  highly  qualified  students  into  allied  medical 
careers,  financial  support  of  medical  schools,  preser- 
vation of  the  free  enterprise  system  of  medical  prac- 
tice, various  community  service  projects,  Mental 
Health,  Civil  Defense,  Rural  Health,  Safety,  and  the 
new  committee  on  International  Health. 

The  Auxiliary’s  “Goal  of  Service”  and  “How  to 
tell  our  Story”  will  aim  at  demonstrating  continuity 
of  programs,  and  the  steady  growth  of  interest  and 
activity  in  service  and  communication. 

We  pledge  to  you  our  love  and  loyalty  and  ask 
you  to  give  us  an  opportunity  to  speak  up  for 
American  Medicine. 

Elizabeth  R.  Baker 
(Mrs.  Ralph  P.  Baker) 
President-Elect 

May  7,  1963 


Kefauver  Raises  Drug  Costs 
I spoke  with  Mr.  Kefauver  on  a program  not  long 
ago  at  the  Waldorf-Astoria  in  New  York.  I talked 
about  the  great  accomplishments  of  medicine  and 
pharmacy  here  in  the  United  States.  Everybody 
seemed  to  be  quite  pleased.  Then  Mr.  Kefauver  was 
called  on  as  the  second  speaker,  and  he  said:  “I 
would  not  contradict  any  of  the  statements  that  the 
doctor  has  just  made  but  the  cost  of  drugs  is  too 
high.”  How  did  he  know  that  the  cost  of  drugs  was 
too  high?  If  he  had  known  why  the  costs  of  drugs 
were  as  high  as  they  are,  he  would  not  have  passed 
the  law  that  has  just  passed,  which  is  going  to  make 
the  cost  of  drugs  much  higher  than  they  have  ever 
been  in  the  past.  No  one  can  make  the  kind  of  tests 
that  are  demanded  by  the  new  legislation  without 
adding  appreciably  to  the  cost  of  the  drugs. — Morris 


Fishbein,  M.  D.,  at  fourth  annual  New  Jersey  Phar- 
maceutical Industry  Day,  Union,  N.  J.,  Oct.  25,  1962. 


“Why  Don’t  The  Citizens  Do  Something?” 

The  citizen’s  reaction  when  confronted  with  such 
Chinese  puzzles  as  the  cost  or  control  of  drugs, 
atmospheric  pollution,  juvenile  delinquency,  and  the 
laws  concerning  abortion,  is  to  ask  “Why  don’t  the 
doctors  do  something?”,  even  when  few  if  anv  of 
these  problems  depend  for  their  solution  on  the  dis- 
covery or  application  of  new  scientific  knowledge. 
Rather,  these  problems  require  new  responses  in 
social  organization  or  adaptation;  vet  the  public  and 
some  physicians  continue  to  speak  of  them  as  “doc- 
tors’ dilemmas”  and  “medical  problems.” — Editorial 
in  Canadian  Medical  Association  Journal,  Jan.  19, 
1963. 
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Public  Relations 


THE  DOCTOR-PATIENT  RELATION- 
SHIP AS  REGARDS  THE  STRUGGLE 
TO  NATIONALIZE  ALL  OF  MEDICINE 

GEORGE  DEAN  JOHNSON,  Spartanburg 

My  portion  of  the  program  comes  down  to  the  real 
crux  of  the  matter.  How  can  a busy  doctor  take 
time  to  talk  to  his  patients  about  socio-economic 
facts  when  he  is  harassed  constantly  by  medical 
problems? 

I think  the  answer  simply  stated  is  that  we  had 
better  take  time  to  explain  the  facts  as  they  are,  if 
we  expect  to  continue  the  practice  of  medicine  as  it 
is  today.  The  problem  is  the  lack  of  information  on 
the  part  of  a great  many  of  our  excellent  physicians 
who  spend  hours  studying  medical  periodicals  and 
patients  but  who  have  no  time  for  the  socio-eco- 
nomic phase  of  medicine.  Not  so  long  ago,  I had  an 
excellent  physician,  a friend  of  mine,  deplore  the 
fact  that  our  statewide  Blue  Shield  is  broke  when 
actually  our  plan  has  a million  dollar  reserve.  How 
can  a physician,  excellent  as  he  may  be  medically, 
hope  to  convince  his  patients  that  our  working  Kerr- 
Mills  Bill  is  better  than  King-Anderson  when  he  is 
so  woefully  ignorant  of  our  own  medical  association 
sponsored  plan  here  in  South  Carolina? 

Every  physician  owes  it  to  himself  and  to  future 
physicians  to  become  so  well  informed  that  he  has 
all  the  answers  to  the  oft  spouted  cliches  that  pro- 
ponents of  King-Anderson  type  legislation  use.  There 
are  many,  and  they  are  always  used.  To  become 
informed  a physician  need  only  read  the  medical 
journals,  or  better  still,  write,  wire,  or  phone  Mr. 
Aubrey  D.  Gates,  Director  of  Field  Service,  Ameri- 
can Medical  Association  in  Chicago.  He  will  send 
any  number  of  pamphlets,  speeches,  film  strips,  mo- 
tion pictures,  statements  of  the  A.  M.  A.,  etc.  Among 
some  of  these  are:  “Lifting  the  Fog  over  Medicare,” 
a ten  minute  speech  for  a lay  audience;  “Health 
through  Choice,’  D.  S.  Lees,  Institute  of  Economic 
Affairs;  London,  “What  is  the  Issue?”  a ten  minute 
speech  for  lay  audiences  on  the  health  care  of  the 
aged  issue.  “Statement  of  the  American  Medical 
Association,’  a condensation  of  91  pages  of  testi- 
mony before  the  House  Ways  and  Means  Com- 
mittee, Aug.  2,  1961,  by  Dr.  Leonard  Larson,  Presi- 
dent of  the  A.  M.  A.  and  Dr.  Edward  Annis.  “The 
Coming  Din  of  Inequity”  by  Ray  M.  Peterson,  New 
York  City — J.A.M.A.  April  8,  1961.  “Health  Added 
Years”  by  Edward  L.  Bortz,  M.  D.,  President,  Amer- 
ican Geriatrics  Society — reprinted  from  the  1961 
Britannicu  Book  of  the  year.  Script  for  a 14-15 
minute  film  on  “Kerr-Mills  Medical  Assistance  for 
the  Aged.  “I  Quit  Socialized  Medicine”  by  Dr. 
Dawe,  reprinted  from  Nation's  Business,  July  1961. 
"America — Beware  of  the  Welfare  State,”  a Header’s 


Digest  reprint  by  Graham  Hutton;  “A  Family  Doc- 
tor s Fight  Against  Socialized  Medicine,”  reprinted 
from  May  23,  1961,  issue  of  Look ; “The  Role  of  the 
Federal  Government  in  Providing  Medical  Care”  by 
Dr.  James  Z.  Appel — member  of  the  Board  of 
Trustees;  “What  Price  Medical  Care  for  the  Aged,” 
another  Reader’s  Digest  reprint  by  Rep.  Thomas  B. 
Curtis;  “The  Cost  of  Medical  Care,”  (1940-1960) 
an  illustrated  question  and  answer  book  that  should 
be  in  every  doctors  waiting  room;  “Background  In- 
formation” Basic  facts  about  the  A.  M.  A.  — its 
history,  its  purpose,  and  its  accomplishments.  To  me 
the  most  complete  summary  of  arguments  pro  and 
con  and  the  greatest  collection  of  facts  appear  in 
the  reprint  from  the  Congressional  Record  of  the 
87th  Congress,  second  session.  The  speech  is  titled 
“Let’s  Not  Be  Stampeded  on  Medicare”  and  is  by 
Hon.  Wallace  F.  Bennett,  Senator  from  Utah. 

I think  every  doctor  in  the  state  should  be  able 
to  explain  the  general  facts  about  Kerr-Mills  Bill 
and  he  should  certainly  know  that  the  S.  C.  Medical 
Association  voted  not  to  collect  any  fees  for  the  aged 
from  this  source.  I think  every  doctor  should  be 
aware  of  how  much  his  county  or  area  hospital  re- 
ceives from  the  Kerr-Mills  Bill  now.  Our  patients 
would  be  interested  to  know. 

With  information  from  some  of  the  literature  just 
given,  a doctor  will  be  able  to  speak  intelligently 
about  the  controversy  and  will  be  able  to  answer 
the  questions  as  well  as  the  taunts  of  the  opposing 
side.  He  will  be  able  to  make  a good  speech  before 
a service  or  church  club.  Above  all,  he  will  be  able 
to  give  the  facts  to  every  patient  with  whom  he  has 
the  opportunity  to  discuss  this  vital  subject. 

(A  talk  delivered  at  the  Public  Relations  Forum  of 
the  South  Carolina  Medical  Association.) 


REMARKS  BY  MR.  ALBERT  WATSON 
ON  H.  R.  12  TO  BE  INCLUDED  IN 
THE  BODY  OF  THE  RECORD  OF 
APRIL  23RD,  1963 

Mr.  Watson.  Mr.  Speaker,  based  on  the  record 
made  here,  it  is  clearly  established  that  there  is  a 
need  for  construction  of  additional  medical  training 
facilities.  Accordingly,  I shall  give  my  support  to  the 
construction  phase  of  this  Bill. 

On  the  other  hand,  the  need  for  the  government 
loan  program  in  the  amount  of  thirty  million  dollars 
has  not  only  failed  of  proof,  but  I submit  that  it  has 
been  clearly  demonstrated  that  such  a program  is 
not  the  answer. 

Many  of  those  in  the  medical  profession  with 
whom  I base  discussed  this  important  Bill  advised 
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me  there  is  presently  adequate  money  in  the  Amer- 
ican Medical  Association’s  loan  program  to  meet  the 
needs  of  deserving  students.  I understand,  further, 
that  this  fund  was  established  by  private  contribu- 
tions from  the  Doctors  themselves  as  well  as  various 
pharmaceutical  companies.  This  private  effort  should 
be  applauded  by  each  of  us. 

Mr.  Speaker,  let  us  provide  the  necessary  facilities 
for  training  students  in  the  various  health  profes- 
sions, but  we  should  not  enter  a field  of  making 
government  loans  to  medical  students  where  the 
need  for  assistance  is  totally  lacking  in  proof. 

Not  onlv  is  this  an  unnecessary  expenditure  of 
more  than  thirty  million  dollars,  but  the  medical 
students  themselves,  those  who  would  presumably 
benefit  from  this  new  program,  have  stated  through 
the  Student  American  Medical  Association  that  the 
need  for  loans  has  been  met  without  additional  Fed- 
eral funds. 

Actually,  this  is  not  a student  loan  program,  but  in 
reality  is  a grant  program.  That  contention  is  sup- 
ported by  the  fact  that  the  Surgeon  General  of  the 
United  States  is  empowered  within  this  measure  to 
forgive  the  loans  of  up  to  eight  thousand  dollars  for 
those  medical  students  practicing  in  particular  areas. 
It  is  irreconcilable  for  us  to  have  these  so-called  loans 
forgiven  for  medical  students  when  such  a feature 
is  not  available  to  other  students  who  have  made 


loans  from  the  National  Defense  Education  fund  in 
the  pursuit  of  their  chosen  vocation. 

Then,  too,  Mr.  Speaker,  in  my  judgment,  this  new 
loan  proposal  is  repugnant  to  one  of  my  basic  beliefs, 
namely,  that  the  Government  should  not  interfere  in 
any  field  where  private  citizens  are  adequately  meet- 
ing a need.  Instead  of  competing  with  or  disrupting 
such  private  endeavors  the  Government  should  en- 
courage them,  and  I feel  that  to  be  our  responsibil- 
ity as  representatives  of  the  people. 

I believe  the  construction  phase  of  this  health  pro- 
gram is  a logical  and  necessary  sequel  to  the  long 
established  and  well  utilized  Hill-Burton  Act.  With 
Hill-Burton  funds  we  have  both  expanded  and 
renovated  hundreds  of  hospital  facilities  throughout 
our  respective  Districts  and  the  nation,  but  facilities 
alone  do  not  provide  the  answer  to  proper  medical 
care. 

Finally,  Mr.  Speaker,  may  I commend  the  Ameri- 
can Medical  Association  and  the  American  Dental 
Association  for  joining  us  in  the  support  of  the  con- 
struction aspect  of  this  Bill  to  the  end  that  the  Ameri- 
can citizens  may  receive  adequate  and  competent 
medical  attention.  The  serious  shortage  of  Doctors 
throughout  our  nation  and  particularly  in  South 
Carolina  is  not  attributable  to  a lack  of  available 
loans  for  students  but  is  due  to  a lack  of  adequate 
medical  teaching  facilities. 


News 


Cooperative  Study  of  Breast  Cancer 
Hormone  Therapy 

The  Medical  College  of  South  Carolina  is  par- 
ticipating in  The  Cooperative  Study  of  Breast  Can- 
cer Hormone  Therapy  coordinated  by  the  Cancer 
Chemotherapy  National  Service  Center  of  the  Na- 
tional Institutes  of  Health.  A total  of  28  institutions, 
scattered  over  the  entire  United  States,  are  now 
participating  in  this  study.  Participation  by  the 
Medical  College  of  South  Carolina  is  in  its  fifth 
year. 

In  this  study,  a standard  protocol  adopted  by  all 
participating  institutions  is  utilized  for  the  evalua- 
tion of  selected  promising  compounds,  with  careful 
randomization  of  patients  for  comparison  with  a 
standard  “control."  A detailed  progress  report  of  the 
results  of  studies  by  the  cooperative  breast  cancer 
group  was  published  in  Cancer  Chemotherapy  Re- 
ports, vol.  11,  p.  109,  summarizing  in  detail  the  pro- 
cedures followed.  In  addition  the  results  of  oophor- 
ectomy in  premenopausal  patients,  both  with  and 
without  added  thyroid  extract,  are  under  evaluation 
as  an  ancillary  study.  Additional  study  programs  are 
utilized  for  those  patients  who  fail  to  respond  to 


hormone  therapy  under  the  primary  protocol. 

In  the  current  study  at  the  Medical  College  the 
Control  Standard  now  utilized  is  2-alpha-methyl  di- 
hydrotestosterone, while  the  new  experimental  com- 
pound is  coded  under  an  NSC  number.  Both  drugs 
are  given  orally  and  the  study  is  double-blinded.  To 
be  eligible  for  inclusion  in  this  study,  patients  must 
have  advanced  breast  cancer,  showing  evidence  of 
progression  and  must  be  either  postmenopausal  or 
have  shown  progression  of  their  disease  at  least  six 
weeks  after  oophorectomy.  They  must  not  have  had 
any  previous  hormone  therapy  for  breast  cancer. 

The  study  is  supported  by  a research  grant  from 
the  National  Institutes  of  Health.  Doctor  John  C. 
Hawk,  Jr.  is  the  chief  Investigator,  with  Dr.  Harold 
S.  Pettit  as  co-investigator. 


Birth  Control  Plan  To  Start  In  Florence 

Health  director  Dr.  Claude  L.  Murray  has  con- 
firmed reports  that  Florence  County  will  begin  a 
birth  control  program  that  will  include  instructions 
and  the  use  of  oral  contraceptives  for  the  medically 
indigent  and  welfare  cases. 

One  other  South  Carolina  county,  Lexington,  will 
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also  put  the  planned  parenthood  program  into  opera- 
tion and  another,  Richland,  is  giving  it  consideration. 

Dr.  Murray  said  he  has  hopes  of  making  the  pro- 
gram available  to  the  general  public  at  a later  date. 


College  of  Physicians 

Dr.  Arthur  V.  Williams  of  Charleston  was  recently 
designated  as  a Fellow  of  the  American  College  of 
Physicians. 

Other  physicians  in  the  state  recently  honored  by 
the  college  were  Dr.  Benton  M.  Montgomery  of 
Newberry  and  Dr.  Elliott  Liff  (Maj.,  USA)  of  Fort 
Jackson. 


Thoracic  Society  Meets 

The  South  Carolina  Thoracic  Society,  composed 
of  85  physicians  from  throughout  the  state,  held  its 
1963  annual  meeting  April  24. 

The  Society  met  at  the  Jefferson  Hotel  in  con- 
junction with  the  South  Carolina  TB  Association’s 
annual  meeting. 

Program  highlights  included  an  address  by  Dr. 
Robert  L.  Yeager,  medical  director  of  Summit  Park 
Sanatorium  in  Pamona,  N.  Y.,  and  a medical  case 
presentation  by  three  Charleston  physicians. 

The  three  Charleston  doctors  are  David  B.  Gregg, 
medical  director  of  Pinehaven,  Charleston  County 
TB  hospital  and  an  assistant  professor  at  the  Medical 
College;  Edward  F.  Parker,  president  of  the  S.  C. 
TB  Association,  private  physician  and  professor  at  the 
Medical  College;  and  Eugene  Y.  Smith,  Jr.,  a private 
physician  and  consultant  at  Pinehaven. 


S.C.P.H.A.  Holds  Annual  Meeting 

The  Annual  Meeting  of  the  South  Carolina  Public 
Health  Association  was  held  at  Myrtle  Beach  May 
30-June  1.  State  Senator  Rembert  Dennis  was  guest 
speaker  for  the  opening  day. 


AMA  Names  New  General  Counsel 

Robert  B.  Throckmorton  of  Des  Moines,  Iowa,  has 
been  named  general  counsel  of  the  American  Medi- 
cal Association,  effective  July  1.  Mr.  Throckmorton 
will  succeed  C.  Joseph  Stetler  who  resigned  to  be- 
come executive  vice  president  and  general  counsel 
of  the  Pharmaceutical  Manufacturers  Association. 


Aycock  Named  To  State  Board  Of  Health 
Post 

The  appointment  of  Dr.  E.  Kenneth  Aycock  as 
assistant  director  of  the  Maternal  and  Child  Health 
Division  of  the  State  Board  of  Health  has  been  an- 
nounced by  Dr.  G.  S.  T.  Peeples,  state  health  officer. 

Dr.  Aycock  has  been  clinic  director  of  the  Evalua- 
tion Clinic  for  Mentally  Retarded  Children  which 
has  been  operated  by  the  State  Board  of  Health 
since  January,  1961. 

A native  of  Pinewood,  he  attended  school  there 
and  received  his  A.  B.  degree  from  Duke  Universit) 
in  1950  and  his  M.  D.  degree  from  the  Medical 
College  of  South  Carolina  in  1954.  He  took  training 


in  pediatrics  at  Los  Angeles  Children’s  Hospital  and 
was  chief  resident  in  pediatrics  at  the  Medical  Col- 
lege Hospital  in  Charleston.  Since  1957  he  lias  been 
in  private  practice  in  Columbia,  associated  with  Dr. 
William  Weston,  Jr. 

Dr.  Aycock  is  certified  by  the  American  Board  of 
Pediatrics  and  is  a Fellow  in  the  American  Academy 
of  Pediatrics.  He  has  taken  special  training  in  men- 
tal retardation  at  the  Tulsa,  Oklahoma,  Clinic  for 
Mentally  Retarded  Children.  He  will  enter  the  Har- 
vard University  School  of  Public  Health  in  Septem- 
ber, 1963,  working  toward  his  master’s  degree  in 
public  health. 


Dr.  Cannon  Heads  State  Cancer  Group 

Dr.  Albert  Cannon,  hematologist  at  the  Medical 
College  of  South  Carolina,  Charleston,  has  been 
named  chairman  of  the  American  Cancer  Society’s 
South  Carolina  Division  Leukemia  Committee. 

Other  committee  members  serving  with  Dr.  Can- 
non include:  Dr.  Wallace  Harper,  Greenville;  Dr. 
Larry  Gantt,  Spartanburg;  Dr.  Howard  Smith,  Con- 
way and  Dr.  Hoyt  Bodie,  Columbia. 


New  Darlington  Medical  Clinic  Now  In 
Operation 

Darlington’s  newest  medical  clinic,  the  Coleman- 
Airmar  Clinic  on  Law  Street  has  been  completed  and 
is  being  occupied  by  its  owners,  Dr.  Marshall  Cole- 
man and  Dr.  Charles  Aimar. 

The  new  clinic  has  25  beds  and  is  said  to  be  one 
of  the  best-equipped  clinics  of  its  size  in  South 
Carolina. 

There  are  around  20  persons  employed  in  the  new 
clinic,  including  several  nurses  and  others. 


Dr.  Henry  Howe  Joins  Practice 

Dr.  Henry  G.  Howe,  Jr.  has  joined  Dr.  William 
R.  Craig  and  Dr.  C.  Wallace  Harper  in  the  practice 
of  internal  medicine  in  Greenville. 

Dr.  Howe,  a native  of  Rock  Hill,  is  a graduate  of 
the  Medical  College  of  South  Carolina,  where  from 
1961  to  1962  he  was  a teaching  fellow  in  the  De- 
partment of  Medicine  and  chief  resident  in  Internal 
Medicine.  He  also  has  a B.  S.  degree  from  Davidson 
College. 

Dr.  Howe  served  an  internship  in  Montreal  Gen- 
eral Hospital,  Montreal,  Quebec,  Canada,  1956-57, 
and  was  an  assistant  resident  of  internal  medicine 
in  the  Medical  College  Hospital,  in  1957-58. 

In  19.58-60  he  was  a captain  of  the  U.  S.  Air 
Force  Medical  Corps  and  was  stationed  in  Portland, 
Ore.  And  1960-61  he  was  again  assistant  resident  in 
Internal  Medicine  at  the  Medical  College  Hospital 
in  Charleston. 

Dr.  Cook  Opens  New  Offices 

Dr.  Weston  Cook  announces  the  opening  of  his 
new  offices  at  1500  Barnwell  Street,  Columbia,  for 
the  private  practice  of  orthopedic  surgery. 
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Physicians  in  the  News 
I)r.  Chalmers  DaVee,  Director  of  the  Veterans 
Administration  Hospital  in  Columbia,  was  guest 
speaker  at  the  April  meeting  of  the  Central 
South  Carolina  Chapter  of  the  National  Associa- 
tion of  Social  Workers.  He  spoke  on  “Plans  of 
the  Veteran’s  Administration  in  Caring  for  Aging 
Veterans.”  ....  Dr.  Paul  Childs  of  Orangeburg 
addressed  the  April  8th  meeting  of  the  St.  Mat- 
thews Rotary  Club,  discussing  cancer  of  the 
colon  and  rectum  and  showing  a film  in  con- 
junction with  his  talk Dr.  Heyward  Hud- 

son, of  Ruffin,  who  is  now  completing  his  intern- 
ship in  Greenville  General  Hospital,  attended  a 
New  York  meeting  of  obstetricians  and  gynecolo- 
gists with  Dr.  Gene  Griffith,  Chief  of  the  Ob- 
stetrical Department  at  Greenville  General.  On 
July  1 Dr.  Hudson  will  begin  his  residency  at  the 
hospital  and  will  be  in  charge  of  the  records 

division  in  the  obstetrical  department Dr. 

Thomas  Parker  of  Greenville,  president-elect  of 
the  Association  of  American  Physicians  and 
Surgeons,  spoke  recently  at  the  regular  meeting 
of  the  Edisto  Medical  Society.  Guests  of  the  So- 
ciety included  the  publishers  of  The  Calhoun 
Times,  St.  Matthews;  The  Bamberg  Herald,  Bam- 
berg; and  The  Times  and  Democrat,  Orange- 
burg  The  next  astronaut  going  into  space 

will  be  attended  by  a South  Carolina  physician. 
Capt.  William  H.  Walter,  III,  M.  IX,  a native  of 
Bamberg,  has  been  selected  to  serve  as  one  of 

his  monitoring  doctors Dr.  George  Blalock 

was  made  a Fellow  of  the  International  College 
of  Surgeons  during  the  28th  annual  Congress  of 
this  group  held  in  Los  Angeles,  Calif.,  in  April. 


Medical  Film  Wins  Award 

The  Southern  Medical  Association’s  film,  “A  Mat- 
ter of  Seconds,”  has  been  awarded  top  honors  as  the 
outstanding  film  in  its  classification  in  the  1963  Con- 
test sponsored  by  the  National  Committee  on  Films 
for  Safety.  The  classification  is  the  non-theatrical 
group  of  inspirational  subjects  produced  or  released 
during  1962. 


Course  in  Laryngology  and 
Bronchoesophagology 

The  Department  of  Otolaryngology,  University  of 
Illinois  College  of  Medicine,  will  conduct  a post- 
graduate course  in  Laryngology  and  Broncho- 
esophagology from  September  16  through  28,  1963, 
under  the  direction  of  Paul  H.  Holinger,  M.  D. 

Registration  will  be  limited  to  fifteen  physicians 
who  will  receive  instruction  by  means  of  animal 
demonstrations  and  practice  in  bronchoscopy  and 
esophagoscopy,  diagnostic  and  surgical  clinics,  as 
well  as  didactic  lectures. 

Those  interested  write:  Department  of  Oto- 

laryngology, University  of  Illinois  College  of  Medi- 
cine, 1853  West  Polk  Street,  Chicago  12,  Illinois. 


Dr.  Sloan  Moves  Offices 

Alexander  M.  Sloan,  M.  D.  announces  the  moving 
of  his  office  to  102  Doughty  Street,  Charleston,  prac- 
tice limited  to  urology. 


Duke  Medical  Post  Graduate  Course 

Duke  University  Medical  Center  offers,  for  the 
fifth  consecutive  year,  a Post  Graduate  Medical 
Course  to  be  held  at  Morehead  City  July  15-20.  The 
program  has  been  designed  primarily  for  the  general- 
ist; however,  information  will  be  presented  to  make 
it  instructive  for  the  specialist.  Limited  to  100  partici- 
pants, applicants  are  requested  to  register  as  soon  as 
possible.  The  program  is  approved  for  30  hours.  Cate- 
gory 1,  Post  Graduate  Education,  required  by  the 
A.A.G.P. 


Tennessee  Valley  Medical  Assembly 

The  Tennessee  Valley  Medical  Assembly  will  meet 
at  Read  House,  Chattanooga,  Tenn.,  September  30, 
October  1,  1963. 


AAPS  Essay  Contest 

Two  South  Carolina  students  placed  among  the  top 
ten  contestants  in  the  national  AAPS  Essay  Contest. 
Traywick  Stephenson  of  Chesterfield  won  third  prize 
and  Katina  Clardv  of  Ware  Shoals  won  eighth  prize, 
having  placed  first  and  second  respectively  in  the 
state  contest. 


Dr.  Worthington  Contributes  Chapter 
to  Book  on  Blood  Vessels 

Dr.  W.  C.  Worthington,  Jr.  contributed  a chapter 
on  blood  vessels  of  the  pituitary  and  the  thyroid  to 
Blood  Vessels  and  Lymphatics,  edited  by  D.  I. 
Abramson  and  published  bv  the  New  York  Academic 
Press. 


Fellowship  for  Chest  Disease 

The  Alfred  A.  Richman  Fellowship  for  Chest  Dis- 
ease has  been  established  by  the  Council  on  Inter- 
national Affairs  of  the  American  College  of  Chest 
Physicians.  Made  possible  by  a generous  grant  from 
Dr.  Richman  of  New  York  City  and  his  associates, 
this  fellowship  provides  for  a grant  of  $100  per 
month  for  a period  of  12  months  and  enables  de- 
serving physicians  to  pursue  post-graduate  study  in 
an  approved  institution  of  their  choice  for  a period 
of  one  year.  Applicants  are  requested  to  write  the 
Council  c/'o  American  College  of  Chest  Physicians, 
112  East  Chestnut  Street,  Chicago  11,  111. 


Institute  on  Alcoholism 

The  National  Committee  for  the  Prevention  of 
Alcoholism  will  hold  its  East  Coast  Institute  from 
July  29  to  August  9 at  American  University,  Wash- 
ington, D.  C.  The  institute  is  designed  to  provide 
educational  measures  that  can  check  the  rising  tide 
of  alcoholism.  Further  information  may  be  obtained 
from  M.  A.  Jones,  6830  Laurel  Street,  N.  W.  Wash- 
ington, 12,  D.  C. 
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Dr.  Walker  Opens  Office 

Dr.  Thurmond  O.  Walker  has  opened  a new  office 
at  1204  Greenville  Circle,  Columbia. 

Dr.  Walker  moved  his  office  from  West  Columbia 
where  he  conducted  a general  practice  of  medicine 
for  two  and  a half  years. 


Dr.  Mims  Certified  Specialist 

Dr.  LeRoy  C.  Mims,  Camden  pediatrician,  has 
been  certified  as  a specialist  by  the  American  Board 
of  Pediatrics. 


Dr.  C.  E.  Tollison  Opens  Office 

Dr.  Charles  E.  Tollison  has  opened  his  office  for 
the  practice  of  general  surgery  at  5 Medical  Court, 
Greenville. 

Born  in  Piedmont,  he  received  his  B.  S.  degree 
from  Furman  University  in  1953  and  is  a 1957  grad- 
uate of  the  Medical  College  of  South  Carolina.  He 
served  his  residency  at  the  Medical  College  of 
Georgia  Hospitals  from  1958  to  1963. 


Dr.  Blanton  To  Study  Psychiatry 

Dr.  John  W.  Blanton  will  leave  his  practice  of 
general  medicine  to  begin  a three-year  residency  in 
psychiatry  at  the  South  Carolina  Medical  College 
Hospital,  July  1. 

Dr.  Blanton,  currently  serving  his  second  term  on 
Chesnee  Town  Council,  finished  medical  college 
in  1952  and  interned  at  Spartanburg  General  Hos- 
pital. He  started  private  practice  in  June,  1953. 

Dr.  Blanton  is  serving  his  third  year  as  treasurer 
of  the  South  Carolina  Chapter  of  Academy  of  Gen- 
eral Practitioners. 


Doctors  Say  Richland  County  Autopsy 
Change  Needed 

Richland  County  delegation  members  indicated 
agreement  in  a meeting  April  1 to  claims  by  a 
county  physician  and  a representative  of  the  Colum- 
bia Medical  Society  that  the  county’s  system  of 
autopsies  is  outmoded. 

Richland  County  Physician  A.  Frank  Harrison,  III 
and  Dr.  D.  Strother  Pope,  Columbia  obstetrician, 
presented  arguments  personally  at  a county  budget 
hearing.  Their  appearance  came  on  the  heels  of  an 
earlier  announcement  that  the  Medical  Society  had 
written  a letter  to  the  delegation  suggesting  that  only 
qualified  professional  pathologists  perform  autopsies 
in  cases  of  violent  or  other  unnatural  deaths. 


Pamphlet  on  Leukemia 

“Childhood  Leukemia — A Pamphlet  for  Parents,’’ 
prepared  for  distribution  by  physicians  to  parents 
of  leukemic  children,  has  just  been  released  by  the 
National  Cancer  Institute,  Public  Health  Service, 
Department  of  Health,  Education,  and  Welfare. 

Organized  in  three  parts,  “Childhood  Leukemia’ 
includes  information  about  the  normal  blood  and 
its  proper  functioning;  the  symptoms,  complications, 


and  treatment  of  leukemia;  and  some  of  the  prob- 
lems children  face  during  hospitalization. 

Copies  of  “Childhood  Leukemia — A Pamphlet  for 
Parents,’’  are  available  to  physicians  only,  free  of 
charge,  from  the  Office  of  Information  and  Publica- 
tions, National  Cancer  Institute,  Bethesda  14,  Mary- 
land. 


Institutes  in  the  Care  of  Premature  Infants 

Institutes  for  Physicians  and  Nurses  in  the 
Care  of  Premature  Infants  are  being  continued  at 
the  New  York  Hospital  — Cornell  Medical  Center 
under  the  sponsorship  of  the  New  York  State  De- 
partment of  Health  and  the  U.  S.  Children’s  Bureau. 
Institutes  for  the  1963-64  fiscal  year  are  definitely 
scheduled  to  start  on  the  following  dates;  Septem- 
ber 16,  1963,  November  11,  1963,  January  6,  1964, 
March  16,  1964,  and  May  11,  1964.  The  intensive 
program  for  physicians  is  of  two  weeks’  duration  and 
that  for  nurses  is  of  four  weeks’  duration  (full-time). 

For  further  information  concerning  these  Institutes 
write;  Dr.  Hilla  Sheriff,  Division  of  Maternal  and 
Child  Health,  State  Board  of  Health,  Columbia, 
S.  C. 


Clinical  Center  Study  of  Chronic 
Myelogenous  Leukemia 

The  cooperation  of  physicians  is  requested 
in  a study  of  chronic  myelogenous  leukemia 
being  conducted  by  the  Chemotherapy  Ser- 
vice of  the  National  Cancer  Institute  at  the 
Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Referrals  of  patients  with  chronic  myelo- 
genous leukemia  are  needed.  Particularly 
needed  are  those  in  the  20  to  40  year  age 
group  with  high  white  blood  cell  counts  and 
platelet  counts,  for  studies  of  newer  chemo- 
therapeutic agents  and  as  a source  of  white 
cells  and  platelets  for  in  vitro  and  in  vivo 
study. 

Physicians  who  wish  to  have  their  patients 
considered  for  the  study  may  write  or  tele- 
phone: Dr.  Paul  P.  Carbone,  Chemotherapy 
Service,  Medicine  Branch,  National  Cancer 
Institute,  Bethesda  14,  Maryland.  Telephone: 
496-4251. 


Dr.  Cook  Speaks 

A surgeon  and  medical  researcher  from  the  Medi- 
cal College  of  South  Carolina  at  Charleston  was  the 
featured  speaker  at  the  Orangeburg  Countv  Tuber- 
culosis Association’s  annual  meeting. 

The  speaker,  Dr.  William  A.  Cook,  is  at  present 
doing  research  in  pulmonary  diseases  at  the  medical 
college  under  a fellowship  awarded  by  the  American 
Thoracic  Society,  the  medical  branch  of  the  National 
Tuberculosis  Association.  The  Grant  is  supported 
bv  17  local  Palmetto  State  Tuberculosis  Associations, 
including  Orangeburg. 
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Florence  Medical  Center  Adds  Four 
More  Doctors 

Four  medical  doctors  have  completed  the  reloca- 
tion of  their  offices  to  the  Florence  Medical  Center 
on  West  Cheves  Street. 

Dr.  Walter  R.  Mead,  and  the  team  of  Rigdon,  Ellis 
and  Allen  have  now  moved  to  the  medical  center. 


Tri-State  Medical  Association  Meets 

The  Tri-State  Medical  Association  held  its  annual 
meeting  at  Nags  Head,  N.  C.,  June  10-12.  Dr.  C.  S. 
McCants  of  Winnsboro,  the  President-Elect,  was 
Chairman  of  the  Scientific  Program.  Other  South 
Carolinians  who  are  officials  in  the  Association  are: 
Dr.  Max  A.  Culp,  Fort  Mill;  Dr.  Bothwell  Graham, 
Columbia;  Dr.  J.  W.  Jervey,  Jr.,  Greenville;  Dr.  I. 
Ripon  Wilson,  Charleston. 


South  Carolina  Heart  Association 

Dr.  Paul  Dudley  White,  one  of  the  world’s  leading 
authorities  on  heart  disease  and  a founder  of  the 
American  Heart  Association  was  guest  speaker  at  the 
14th  Scientific  Session  and  Annual  Meeting  of  the 


South  Carolina  Heart  Association,  April  19  and  20, 
in  Columbia. 

Guest  lecturers  in  addition  to  Dr.  White,  included 
Dr.  George  H.  A.  Clowes,  Jr.  of  Charleston. 


Medical  Group  Holds  Annual  Spring  Session 

The  Palmetto  Medical,  Dental  and  Pharmaceutical 
Association  held  its  annual  session  April  23-25  in 
Columbia. 

Tlie  clinicians  who  participated  at  the  medical 
section  included:  Dr.  John  Timmons,  F.  A.  C.  S. 
consulting  surgeon,  South  Carolina  State  Hospital, 
“Tumors  of  Head  and  Neck,”  and  Dr.  Charles  W. 
Simmons,  Charleston,  “Management  of  Medical  In- 
juries.” 


Retired  Greenville  Health  Commissioner  Dies 

The  retired  commissioner  of  health  for  the  City 
of  Greenville,  Frank  E.  Kitchen,  D.V.M.,  died  April 
10.  Dr.  Kitchen  was  associated  with  the  City  Health 
Department  for  more  than  30  years,  and  served  as 
a member  of  the  City  Board  of  Health  since  his 
retirement  as  commissioner  in  1952. 


WHEN  YOUR  PATIENT  FILES  FOR 
DISABILITY  BENEFITS  . . . 


Nine  thousand  one  hundred  South  Carolina  resi- 
dents are  expected  to  file  claims  for  disability  insur- 
ance benefits  under  the  Social  Security  Act  during 
the  next  12  months.  Judging  from  past  experience, 
about  two-thirds  of  these  people  will  be  found  dis- 
abled. They  will  join  the  more  than  13,211  disabled 
South  Carolinians  and  11,420  of  their  dependents 
who  are  currently  drawing  social  security  disability 
benefits  at  a rate  of  $1,326,919  a month.  Almost 
everv  practicing  physician  in  the  State  is  asked  bv 
his  patients  from  time  to  time  to  furnish  medical 
evidence  in  support  of  their  claims  for  disability  bene- 
fits. Last  year  about  18,000  medical  reports  were 
submitted  to  the  Social  Security  Administration  on 
behalf  of  South  Carolina  applicants.  The  coopera- 
tion of  South  Carolina  physicians  in  providing  needed 
medical  data  has  been  indispensable  in  administering 
this  program. 

How  A Patient  May  Qualify  For  Benefits 

To  qualify  for  social  security  disability  benefits, 
tlie  applicant  must  have  a physical  or  mental  impair- 
ment which  prevents  him  from  doing  any  kind  of 
substantial  gainful  activity.  This  is  not  an  occupa- 
tional definition.  A person  who  is  prevented  by  an 
impairment  from  doing  his  accustomed  or  prior 
work,  but  who  has  the  capacity  for  other  substantial 
work,  considering  his  educational  and  vocational 
background,  cannot  be  found  disabled  under  the 
law. 

The  injury  or  illness  must  be  medically  determin- 
able— that  is,  demonstrable  through  the  diagnostic 
techniques  of  medicine.  It  must  have  prevented  work 


for  6 months  and  must  be  expected  to  be  of  long- 
continued  and  indefinite  duration  despite  therapy. 
Benefits  do  not  begin  until  after  this  6-month  waiting 
period. 

In  addition  to  meeting  the  medical  requirements, 
a worker  must  be  insured,  i.e.,  he  must  have  worked 
under  social  security  for  5 years  out  of  the  10  years 
before  becoming  disabled. 

Applying  For  Disability  Benefits 

South  Carolina  residents  may  apply  for  disability 
benefits  at  any  of  the  10  social  security  district 
offices  throughout  the  State.  The  district  office  gives 
the  applicant  information  about  his  rights,  helps  him 
fill  out  his  application,  and  advises  him  as  to  the 
proofs  and  documents  he  may  need  to  support  his 
application.  Through  a comprehensive  interview  de- 
signed to  help  the  applicant  recall  and  describe  the 
facts  that  may  have  a bearing  on  his  claim,  the 
district  office  records  the  applicant’s  major  com- 
plaints, his  daily  activities,  his  educational  and 
vocational  background,  how  his  impairment  inter- 
feres with  his  ability  to  work,  and  other  significant 
facts. 

Each  claimant  is  informed  by  the  district  office 
that  he  is  required  to  furnish,  at  his  own  expense, 
medical  evidence  in  support  of  his  claim  and  is  given 
a medical  report  form  to  be  completed  by  his  attend- 
ing physician  and  other  sources  of  treatment.  The 
medical  evidence  in  support  of  disability  claims  is 
thus  drawn  largely  from  sources  in  the  claimant’s 
own  community,  usually  as  a by-product  of  the  med- 
ical care  he  is  receiving.  The  reporting  physician 
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may  use  the  medical  report  form  provided  each  ap- 
plicant or  he  may  write  a narrative  report  on  his 
own  stationery.  Photocopies  of  records  are  also  ac- 
ceptable. 

To  assist  claimants  in  obtaining  medical  evidence, 
district  offices  have  made  special  informational  con- 
tacts and  arrangements  with  physicians,  hospitals, 
institutions  and  other  sources  of  medical  evidence. 
If  the  applicant  is  unable  to  come  to  the  district 
office,  a district  office  representative  will  visit  him 
at  his  home  or  elsewhere. 

Who  Makes  The  Disability  Determination? 

The  medical  reports,  together  with  the  application 
and  a report  of  the  district  office  interview  are  for- 
warded to  the  Disability  Determination  Section  of 
the  Division  of  Vocational  Rehabilitation,  1310  Lady 
Street,  Columbia,  where  the  disability  determination 
is  made. 

In  the  State  agency,  each  claim  is  reviewed  by  a 
two-man  disability  evaluation  team  which  consists  of 
a physician  and  an  experienced  disability  evaluator 
trained  in  the  vocational  aspects  of  disability.  To 
assure  that  disabled  persons  in  all  States  receive 
uniform  consideration,  disability  determinations  made 
by  the  evaluation  team  are  reviewed  by  professional 
personnel,  including  physicians,  in  the  Baltimore 
headquarters  of  the  Social  Security  Administration. 

When  making  the  disability  determination,  the 
State  agency  also  decides  whether  the  claimant  has 
rehabilitation  potential.  If  it  is  felt  that  the  individual 
may  benefit  from  vocational  rehabilitation  services, 
his  case  is  referred  to  a vocational  rehabilitation 
counselor  for  further  consideration  and  a possible 
interview. 

What  Facts  Are  Needed 

Since  the  evaluating  physician  does  not  examine 
the  claimant  personally,  he  must  depend  solely  on 
reports  from  practicing  physicians  and  other  medi- 
cal sources  for  the  factual  data  on  which  to  base  his 
decision.  The  evaluating  physician  uses  these  written 
records  as  a basis  for  reaching  independent  conclu- 
sions concerning  the  impairment  and  its  effect  on 
the  individual’s  capacity  for  substantial  work.  He  can 
form  an  accurate  picture  of  the  impairment  only  if 
the  reporting  physician  has  given,  in  addition  to 
his  own  diagnostic,  prognostic  and  therapeutic  con- 
clusions, the  clinical  and  laboratory  data  which 
underlie  these  conclusions. 

The  report  should,  therefore,  contain  sufficient 
history  to  determine  the  date  of  onset  and  course  of 
the  disease,  reports  of  physical  findings,  results  of 
diagnostic  tests,  and  a therapeutic  history.  Of  special 
importance  is  information  about  how  the  impairment 
affects  the  patient’s  ability  to  perform  the  physical 
and  mental  functions  needed  for  work;  i.e.,  his  abil- 
ity to  walk  normally,  to  stoop  or  bend;  to  use  public 
or  private  transportation;  to  manipulate  common  ob- 
jects; to  see  and  hear;  to  speak  coherently  and 
understandably  and  to  perform  any  other  activities 
necessary  to  work.  An  incomplete  medical  report 


often  necessitates  correspondence  with  the  reporting 
physician  for  the  purpose  of  obtaining  additional 
information.  Such  contacts  place  a burden  on  the 
physician  and  delay  service  to  the  applicant  who  is 
entitled  to  a speedy  evaluation  of  his  claim. 

To  the  extent  possible,  the  report  should  describe 
the  patient’s  condition  from  the  time  he  says  he  first 
became  unable  to  work.  This  is  important  because 
much  of  the  disability  decision  depends  on  time  fac- 
tors. If  an  application  is  filed  without  undue  delay, 
benefits  can  be  retroactive  to  the  first  month  after 
the  expiration  of  the  6-month  waiting  period;  also 
an  applicant  may  lose  his  insured  status  (and  thus 
his  entire  eligibility  for  benefits)  unless  the  date  he 
first  became  disabled  can  be  medically  established. 
The  impairment  must  be  shown  to  have  prevented 
him  from  working  at  a time  when  he  had  social 
security  credit  for  at  least  5 out  of  the  10  preceding 
years. 

Consultative  Examinations 

Over  half  of  the  disability  claims  filed  in  South 
Carolina  can  be  decided  on  the  basis  of  the  informa- 
tion supplied  by  the  applicant’s  own  medical  sources. 
Where  additional  evidence  not  available  from  the 
claimant’s  medical  sources  is  needed  in  order  to 
reach  a sound  decision,  the  evaluating  physician  in 
the  State  agency  recommends  the  purchase,  at  Gov- 
ernment expense,  of  independent  consultative  ex- 
aminations and  special  tests  from  private  physicians. 
In  arranging  for  the  examination  and  determining 
the  amount  of  the  fee,  the  evaluating  physician  is 
guided  by  practices  worked  out  between  the  South 
Carolina  State  Vocational  Rehabilitation  Agency  and 
the  medical  profession. 

Diagnosis  vs.  Function 

As  a rule,  to  evaluate  the  functional  limitation 
caused  by  impairments,  the  State  agency  physician 
needs  the  same  kind  of  history,  physical  findings,  and 
laboratory  data  as  the  attending  physician  requires 
in  making  his  diagnosis  and  planning  his  treatment. 
Certain  medical  facts,  however,  have  greater  rele- 
vance to  physical  capacity  than  to  diagnosis  and 
therapy.  For  example,  the  results  of  a ventilatory 
study  or  of  a calculated  oxygen-consuming  capacity 
procedure  are  more  significant  to  physical  capacity 
evaluation  than  to  diagnosis. 

About  1 out  of  every  3 South  Carolinians  awarded 
disability  insurance  benefits  has  a primary  diagnosis 
of  cardiovascular  disease.  If  you  are  describing  heart 
disease  in  your  patient,  general  terms  such  as 
“mild,”  “moderate,”  or  “severe”  are  helpful,  but,  un- 
less supporting  facts  are  included,  the  reviewing  phy- 
sician does  not  have  the  precise  data  he  needs  to 
assess  your  patient’s  remaining  capacity  for  work. 
The  medical  report  should  include  cardiac  size  as 
shown  by  PMI  and  x-ray.  Serial  blood  pressure 
readings  in  patients  with  hypertension  are  often 
helpful.  ECC,  interpretations  should  be  accompanied 
by  descriptions  and  actual  findings.  Comments  should 
be  included  as  to  the  presence  and  extent  of  edema 


June,  1963 


223 


— as  measured  by  physical  findings,  weight  change 
with  diuretics,  etc.  The  report  should  also  show  the 
level  of  exertion  that  results  in  either  dyspnea  or 
angina  and  the  clinical  characteristics  of  these  symp- 
toms. 

Where  dyspnea  is  present,  it  is  necessary  to  know 
the  characteristics  of  this  symptom  in  order  to 
evaluate  disability  accurately.  When  was  it  first 
noticed?  Is  it  persistent  or  intermittent?  Is  it  pro- 
gressive? How  does  it  relate  to  exercise?  Dyspnea 
should  be  expressed  in  terms  of  the  number  of 
steps  that  can  be  mounted,  or  the  distance  in  blocks 
that  the  patient  can  walk,  and  the  speed  at  which 
these  activities  can  be  performed. 


Where  chest  pain  is  the  patient’s  principal  com- 
plaint, it  is  important  for  the  physician  to  indicate 
its  location,  whether  it  radiates,  and  how  it  responds 
to  medication.  The  severity  of  angina  should  be  re- 
lated to  specific  activity,  and  circumstances;  e.g., 
eating,  walking,  emotional  stress,  and  the  effects  of 
weather  conditions. 

The  reports  received  from  South  Carolina  physi- 
cians indicate  that  we  are  well  on  our  way  to 
establishing  a community  of  understanding  between 
the  attending  physician  and  the  administrative  agency 
as  to  what  is  required  to  evaluate  functional  capacity. 
Through  this  improved  understanding  will  come 
prompt  and  equitable  disability  decisions. 


Book  Reviews 


TEXTBOOK  OF  ENDO- 
CRINOLOGY. Edited  by 
Robert  H.  Williams,  M.  D. 
W.  B.  Saunders  Co.,  Phila- 
delphia. Third  Edition. 
$21.00. 

The  3rd  Edition  of  Wil- 
liam’s Textbook  of  Endo- 
crinology is  a greatly  ex- 
panded volume  in  compari- 
son to  its  earlier  editions.  It 
includes,  among  others,  ad- 
ditional chapters  on  dis- 
orders in  sex  differentiation,  hypoglycemia  and  hypo- 
glycemoses,  the  pineal,  hormones  and  cancer,  and 
genetics  and  endocrinology.  Though  the  subjects 
covered  have  changed  and  developed  very  rapidly 
in  recent  years,  the  coverage  given  is  complete  and 
current.  As  with  most  textbooks  of  this  size  there  are 
many  contributing  authorities.  There  is  some  duplica- 
tion of  material.  This  is,  however,  valuable  for  em- 
phasis and  presents  completed  subjects.  Each  sub- 
ject is  developed  from  the  experimental  and  labora- 
tory aspects  to  the  clinical  description  and  manage- 
ment. The  level  of  presentation  is  such  that  the 
reader  obtains  a great  deal  of  practical  help  in  the 
management  of  patients. 

The  chapter  on  lipid  metabolism  and  lipopathies 
is  especially  noteworthy  in  that  it  integrates  rapidly 
changing  and  controversial  material  into  usable  form 
as  a guide  to  the  multiphasic  management  of  pa- 
tients with  abnormalities  of  lipid  metabolism.  De- 
velopments in  the  study  of  genetics  as  it  relates  to 
endocrine  disease  and  its  development  are  presented 
clearly.  The  basic  endocrine  systems  are  discussed 
thoroughly  and  clearly  with  a section  on  the  general 
physiological  principles  of  the  systems.  Laboratory 
studies  and  interpretation  and  the  use  of  therapeutic 
endocrine  preparations  are  also  discussed  separately. 


Adequate  bibliographies  are  presented  at  the  end  of 
each  chapter.  This  volume  is  highly  recommended  for 
the  library  of  anyone  engaged  in  the  study  and 
management  of  patients  with  endocrine  and  meta- 
bolic diseases. 

Haskell  Ellison,  M.  D. 


EAT  WELL  AND  STAY  WELL.  By  Ancel  and 
Margaret  Keys.  Revised  edition.  Doubleday  & 
Company,  Inc.  New  York.  1963.  $4.50. 

This  is  a book  of  some  size,  a second  edition  of  a 
successful  publication  of  a short  time  back,  and  is 
thoroughly  endorsed  by  Dr.  Paul  Dudley  White.  It 
is  intended  for  popular  consumption  but  makes 
satisfactory  reading  for  the  physician. 

The  chief  concern  of  this  book  is  the  prevention  of 
heart  disease.  It  goes  rather  thoroughly  into  the 
question  of  the  role  of  cholesterol  in  the  causation 
of  coronary  and  other  disease  and  discusses  the  part 
which  diet  plays  in  the  regulation  of  the  cholesterol 
level.  It  expresses  a firm  conviction  as  to  the  positive 
role  of  excessive  cholesterol  in  the  production  of 
coronary  disease,  and  gives  ways  and  means  of  re- 
ducing the  offending  material  in  the  blood  stream. 
It  gives  some  status  to  the  part  which  unsaturated 
oils  play  in  the  reduction  of  cholesterol  levels. 

This  reviewer  is  of  the  opinion  that  there  has  been 
much  modification  of  the  thought  that  elevated 
cholesterol  levels  are  necessarily  of  serious  import,  or 
that  very  much  can  be  done  to  reduce  them  except 
by  general  loss  of  surplus  weight.  However,  he  offers 
no  authoritative  statement,  and  certainly  this  book 
under  review  is  quite  positive  in  its  conviction  of 
the  important  role  of  cholesterol  in  the  picture. 

The  latter  and  greater  part  ol  the  book  deals  with 
cookery,  menus,  recipes,  calories  and  the  like.  A sec- 
tion somewhat  unusual  in  the  ordinary  dietetic  book 
is  given  over  to  a discussion  of  the  virtues  of  wine 
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in  general  and  the  limitation  of  alcohol  in  certain 
dietary  efforts. 

Dr.  Ancel  Keys  is  an  expert  consultant  to  the 
World  Health  Organization  and  other  important 
bodies  and  directs  international  research  on  diet  and 
health.  Mrs.  Keys,  a biochemist,  tests  recipes  from 
all  over  the  world  in  the  Keys’  home. 

J.  I.  W. 


YOUR  WEIGHT  ANI)  HOW  TO  CONTROL 
IT.  Revised  Edition.  Edited  by  Morris  Fishbein, 
M.  I).,  Doubleday  and  Company,  Inc.  Garden  City, 
New  York.  1963.  $3.95. 

This  collection  of  discussions  of  weight  control  by 
a number  of  eminent  authorities,  including  such 
people  as  Dr.  E.  H.  Rynearson,  Dr.  John  B.  You- 
mans,  Dr.  Fredrick  J.  Stare  and  others,  presents  a 
very  readable  and  sane  approach  to  the  question  of 
reduction  of  weight.  Edited  by  the  old  maestro,  Dr. 
Morris  Fishbein,  this  is  its  second  edition.  It  dis- 
cusses all  phases  of  the  problem,  including  quack 
methods,  psychosomatic  aspects  and  even  surgery. 
The  customary  tables  of  dietetic  materials  are  well 
arranged  and  easily  interpreted. 

This  would  seem  to  be  an  excellent  book  for  the 
doctors’  patients,  and  it  might  not  be  amiss  for  some 
of  the  doctors  themselves. 

J.  I.  W. 


SURGERY  OF  THE  CHEST  by  John  H.  Gib- 
bons, M.  I).  W.  B.  Saunders  Company,  Phila- 
delphia. S27.00. 

This  book  gives  a detailed  accounting  for  those 
interested  in  thoracic  surgery.  Most  of  the  topics  are 
extremely  well  covered  by  authoritative  authors  in 
a well  organized  format.  The  management  of  both 
rare  and  common  complications  is  reviewed  well.  It 
compares  very  favorably  with  the  recent  textbooks 
published  on  the  same  subject  by  Blades  and  Linds- 
kog.  The  fact  that  Dr.  Gibbons  has  long  been  re- 
nowned in  the  field  of  chest  surgery,  was  one  of 
the  developers  of  perfusion  techniques  with  the  open 
heart  machine  since  1939,  and  reported  the  first 
successful  bypass  operation  in  19.54,  gives  the  section 
on  the  management  of  cardiac  abnormalities  great 
authority.  Illustrations,  reproductions  of  x-rays  and 
drawings  are  elegant.  This  book  can  be  recommended 
to  the  medical  student,  house  officer  and  thoracic 
surgeon  over  any  that  has  been  published  in  recent 
years  as  a well  written  and  authoritative  textbook. 

Wendell  B.  Thrower,  M.  D. 


OFFICE  PROCEDURES  by  Paul  Williamson, 
M.  D.  2nd  Edition.  W.  B.  Saunders  Co.  Phila- 
delphia. 1962.  Pp.  448.  $13.50. 

A disappointing  attempt  at  “cookbook”  medicine  is 
made  by  the  author  in  this  text  designed  for  the  gen- 
eral physician.  The  multitude  of  subjects  covered  in 
this  easily  readable  form  makes  this  book  quite 
appealing  at  first  glance.  Unfortunately  most  si  lbjects 


are  covered  too  superficially  to  be  of  great  help  in 
any  field,  including  general  practice. 

Many  of  the  surgical  techniques  discussed  would 
obviously  require  much  additional  training  before 
being  attempted.  Although  this  type  of  book  might 
be  of  greatest  help  for  the  generalist  in  emergency 
situations,  this  aspect  is  barely  considered.  Most  of 
the  internal  medicine  section  is  accurate  and  up-to- 
date.  However,  too  little  regard  is  paid  to  the  relative 
importance  of  the  subjects.  For  example,  an  elaborate 
diagnostic  outline  is  presented  for  actinomycosis  but 
no  mention  is  made  of  streptococci  or  their  sequelae. 
A large  section  is  devoted  to  allergenic  food  elimina- 
tion diets  but  no  mention  is  made  of  drug  hyper- 
sensitivity or  the  clinical  aspects  of  anaphylaxis. 

The  book  is  well  illustrated  and  adequately  in- 
dexed. Possibly  this  type  of  text  could  be  satisfactory 
if  it  were  longer  and  more  detailed.  However  in  its 
present  form  it  is  entirely  inadequate  for  its  goals. 

Charles  Banov,  M.  D. 


CLINICAL  PATHOLOGY,  APPLICATION 
AND  INTERPRETATION.  3rd  ed.  Benjamin  B. 
Wells,  M.  I).,  Ph.  D.  W.  B.  Saunders  Company, 
Philadelphia,  1962.  S16.50. 

This  book  is  designed  to  aid  the  medical  student 
and  the  busy  practicing  physician  by  acting  as  a 
guide  to  the  application  and  interpretation  of  lab- 
oratory procedures. 

The  introductory  chapter  of  the  book  is  very  timely 
since  it  discusses  and  describes  in  a short  concise 
manner  the  relationship  between  the  practicing  phy- 
sician and  the  laboratory.  The  ideas  of  quality  con- 
trol and  the  criteria  for  a well  run  clinical  laboratory 
are  clearly  outlined.  This  should  aid  the  physician 
who  has  to  depend  on  a small  laboratory  especially 
if  it  is  not  supervised. 

The  organization  of  the  rest  of  the  book  is  unique 
in  that  the  clinical  problems  involving  the  commoner 
disease  states  are  briefly  but  concisely  stated  and 
the  laboratory  procedures  which  pertain  to  these  are 
discussed  in  detail.  Except  in  the  last  chapter  the 
author  wisely  stays  clear  of  the  detailed  technical 
procedures  which  tend  to  make  so  many  of  the  books 
on  laboratory  medicine  boring  except  to  those  few 
who  are  concerned  with  it  as  a specialty.  No  at- 
tempt is  made  to  discuss  the  rarer  and  exotic  dis- 
eases. 

In  the  last  chapter  the  author  very  briefly  describes 
the  most  frequently  used  laboratory  procedures  in 
detail  and  the  commoner  pitfalls  which  accompany 
them. 

The  book  is  bound  well  and  the  paper  is  of  good 
quality.  The  print  is  very  legible. 

The  only  criticism  is  the  lack  of  a bibliography,  but 
this  is  not  considered  a major  defect  in  such  a book. 
The  text  is  well  written  and  very  understandable  and 
the  book  is  highly  recommended  to  those  busy 
clinicians  and  medical  students  for  whom  it  was  de- 
signed. 

Albert  Cannon,  M.  D. 
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MARTINI’S  PRINCIPLES  AND  PRACTICE 
OF  PHYSICAL  DIAGNOSIS.  By:  Kneeland  & 
Loeb.  3rd  Edition.  J.  B.  Lippincott  Co.,  Phil- 
delphia.  1962.  250  pages.  Price  $4.75. 

The  preface  to  this  third  edition  confirms  the  fact 
previously  stated  that  it  is  designed  as  an  introduction 
for  the  medical  student  to  the  subject  of  physical 
diagnosis  and  this  is  what  the  book  provides.  Its 
brevity  is  consonant  with  this  avowed  intent.  How- 
ever, because  of  this  very  fact,  one  may  question  the 
usefulness  of  such  an  effort.  It  is  almost  a synopsis 
of  physical  diagnosis  which  will  not  serve  as  a 
reference  work,  nor  will  it  serve  to  make  the  stu- 
dent an  accomplished  physical  diagnostician.  Ac- 
tually, the  subject  is  rather  well  covered  but  is  lack- 
ing in  detail.  Many  important  answers  and  explana- 
tions which  are  to  be  found  in  more  comprehensive 
worKs  on  the  same  subject  have  been  omitted  here. 
A further  defect  is  the  lack  of  a bibliography  to  indi- 
cate where  these  answers  may  be  found. 

On  the  positive  side,  one  statement  from  the 
original  preface  bears  repeating.  “Innumerable  newly 
developed  diagnostic  procedures  have  been  described 
during  the  last  decades.  Yet  the  simpler  methods  of 
the  practicing  physician  have  remained  the  same.” 
Surelv  this  emphasis  is  not  misplaced  when  one  re- 
views his  own  ineptitude  in  physical  diagnosis  and 
contemplates  the  present  day  reliance  on  more  ex- 
pensive and  elaborate  methods  of  laboratory  diag- 
nosis. 

The  material  contained  in  this  volume  is  sound 
and  as  an  introduction  to  an  orderly  pattern  of 
behavior  it  probably  has  merit.  However,  because  of 
its  lack  of  detail  and  completeness,  the  book  seems 
to  have  relatively  little  value  for  medical  students, 
interns,  or  practicing  physicians. 

Leon  P.  Andrews,  M.  D. 


DEVELOPMENTS  IN  PSYCHOANALYSIS. 
By  Leon  Salzman.  Grune  and  Stratton,  Inc.,  New 
York.  1962.  $7.75. 

“This  book  is  directed  to  all  students  in  the  be- 
havioral sciences  who  are  cognizant  of  the  formid- 
able meanings  and  applications  of  Freud’s  psycho- 
analytic theories  and  are  concerned  with  their  early 
development  and  expansion.”  In  the  290  pages  Dr. 
Salzman  presents  some  ot  the  “ramblings  of  the 
quakes  and  convulsion”  which  are  attempting  to 
transform  classical  psychoanalytic  theory. 

A review  of  the  accepted  and  disputed  Freudian 
concepts,  the  protagonist  and  antagonist  theories  of 
both  concepts  is  pursued  by  the  author.  Special  inter- 
ests and  space  are  given  to  “Karen  Homey,”  “Eric 
Fromn,”  and  “Harry  Stack  Sullivan.” 

“Sex,  Homosexuality,  Female  Psychology,  Love, 
Hostility,  and  Depression,”  and  “Masochism”  are 
topics  of  chapters  in  which  the  author  gives  both 
the  Neo-Freudian  and  Freudian  concepts.  Lucidity 
of  material  is  noted  in  the  chapter  on  “Therapy.” 


Considering  the  few  pages  the  quantity  of  material 
covered  by  this  book  is  monumental.  It  is  felt  that 
too  much  subject  material  is  overviewed  and  a bet- 
ter form  of  structuralization  witli  less  repetition  and 
notes  would  enhance  the  readability  of  this  book. 
The  bibliography  is  excellent.  The  reviewer  feels 
that  the  assets  of  the  book  outweigh  the  liabilities. 

R.  Ramsey  Mellette,  Jr.,  M.  D. 


SLTRGERY.  By  Richard  Warren,  M.  I).  1st  Edi- 
tion, W.  B.  Saunders,  Company,  Philadelphia. 
1963,  I»p  1397,  Price  $19.50. 

Dr.  Warren  in  collaboration  with  the  members  of 
the  Department  of  Surgery  of  the  Harvard  Medical 
School  has  provided  an  up-to-date  text  on  general 
surgery  somewhat  more  concise  than  others  now 
available.  Throughout,  the  book  provides  unity  of 
thought  and  describes  vividly  the  nature  of  surgical 
diseases  and  their  clinical  management.  Principles 
rather  than  technique  are  stressed.  Attractively  set  out 
in  the  book  is  information  offering  a fuller  under- 
standing of  the  wound  and  its  effect  on  the  human 
organism,  of  the  body’s  reaction  to  hemorrhage  and 
other  losses  of  body  substance,  to  infections,  to  tumor, 
burns,  anesthesia,  and  such  influences  that  comprise 
the  real  substance  of  surgical  diseases.  The  nature 
of  pain  and  the  effects  of  shock  are  clearly  de- 
scribed. For  tlie  medical  practitioner,  surgical  prac- 
titioner, house  staff  and  medical  students,  this  ap- 
proach offers  a basis  for  better  understanding  of 
surgical  problems.  These  considerations  are 
thoroughly  delineated  in  the  first  fourth  of  the  book. 

The  major  portion  of  the  text  concerns  the  sur- 
gical disease  entities  of  every  area  of  the  body. 
Clearly  presented  are  the  important  points  of  history, 
surgical  anatomy,  symptoms,  examination,  differ- 
ential diagnosis,  indications  for  surgery,  and  prin- 
ciples of  surgical  management.  The  contents  are 
generously  illustrated. 

In  style  and  content  the  book  compares  favorably 
with  all  other  current  surgical  texts  and  distinguishes 
itself  in  being  the  most  modern,  having  great  empha- 
sis on  physiopathological  mechanisms  and  being  the 
product  of  surgeons  from  one  institution. 

Henry  B.  Gregorie,  Jr.,  M.  D. 


THE  SURGEON.  By  W.  G.  Heinz.  Doubleday 
& Co.,  Inc.  Garden  City,  N.  Y.  1963.  $3.95. 

The  interest  of  the  reading  public  in  books  dealing 
with  medical  matters  seems  to  be  almost  unlimited. 
For  those  who  seek  accounts  of  what  goes  on  in  the 
practice  of  medicine,  and  particularly  in  the  practice 
of  surgery,  this  book  will  probably  offer  information 
and  entertainment.  It  is  essentially  a series  of  case 
reports  derived  from  the  activities  of  a thoracic  sur- 
geon who  lives  a life  of  stress  in  the  performance  of 
his  exacting  type  of  surgery. 

The  book  is  almost  entirely  conversational  and 
paints  pictures  familiar  to  the  surgeon.  The  style  is 
purely  narrative,  sometimes  colloquial,  and  some- 
times marked  by  those  infractions  of  the  English 
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OIUIHTI  |®  ANTIDIARRHEAL 

LUIVIU  I I “TABLETS/LIQUID 


brand  of  Diphenoxylate  Hydrochloride  with  Atropine  Sulfate 

PROMPT  • SAFE  • EFFICIENT 


IN  DIARRHEAS 


Patient:  W.  0. Age:  45 Sex:  F Weight  96 

Diagnosis:  Functional  diarrhea 

Results:  Definite Side  Effects:  None 

Comment:  Patient  has  been  on  R-1132  (Lomotil)  for  fifteen  months 
with  definite  improvement. 


Lomotil  directly  controls  the  mecha- 
nism of  diarrhea.  Therefore,  it  acts  to 
give  symptomatic  relief  in  all  diarrheas. 

Lomotil  promptly  arrests  acute  diar- 
rhea and  controls  chronic  or  refractory 
diarrhea  with  a high  degree  of  safety. 

Pharmacologic  considerations  indi- 
cate that  Lomotil  acts  on  the  smooth 
muscle  of  the  intestines  and  thus  lowers 
the  excessive  propulsive  motility  respon- 
sible for  increased  fluidity  and  frequency 
of  stools.  This  localized  action  makes 
Lomotil  unusually  free  of  secondary 
effects. 

By  reducing  excess  propulsive  motil- 
ity, Lomotil  assures  safe,  selective  symp- 
tomatic control  of  virtually  all  diarrheas. 


maintenance  dosage  may  be  as  low  as 
two  tablets  daily. 

Lomotil  is  supplied  as  unscored,  un- 
coated white  tablets  of  2.5  mg.  and  as 
liquid  containing  2.5  mg.  in  each  5 cc. 
A subtherapeutic  amount  of  atropine  sul- 
fate (0.025  mg.)  is  added  to  each  tablet 
and  each  5 cc.  of  the  liquid  to  discour- 
age deliberate  overdosage.  Recom- 
mended dosage  schedules  should  not  be 
exceeded. 

Note:  Lomotil  is  an  exempt  preparation 
under  Federal  narcotic  statutes. 

Detailed  information  and  directions 
for  use  in  children  and  adults  are  avail- 
able in  Physicians’  Product  Brochure  No. 
81.  G.  D.  Searle  & Co.,  P.  O.  Box  5110, 
Chicago  80,  Illinois. 


Dosage:  For  adults  the  recommended 
initial  dosage  is  two  tablets  (2.5  mg. 
each)  three  or  four  times  daily.  Lomotil 


e.  d.  SEARLE  & co. 
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language  which  are  common  among  physicians.  There 
is  not  much  to  be  found  in  it  which  the  busy  surgeon 
does  not  already  know.  The  philosophical  questions 
which  are  occasionally  posed,  for  instance  as  to  the 
morality  of  certain  surgical  procedures,  are  not 
answered  any  better  than  they  are  elsewhere. 

“The  Surgeon”  is  a selection  of  the  Literary  Guild 
of  America. 

J.  I.  W. 


ENDOCRINE  ANI)  METABOLIC  ASPECTS 
OF  GYNECOLOGY,  by  Joseph  Rogers,  M.  I). 
1st  Edition.  W.  B.  Saunders  Company,  Phila- 
delphia and  London.  1963.  Pp.  176.  $8.00. 

As  far  as  I know,  this  is  the  only  book  dealing  ex- 
clusively with  this  subject  and  it  is  well  done.  The 
style  of  writing  makes  for  comfortable  reading  and 
the  information  is  presented  succinctly.  The  chap- 
ters on  steroid  metabolism  and  on  chromosomal  and 
gonadal  disorders  are  particularly  good.  Although  I 
disagree  with  the  author’s  use  of  the  terms  functional 
and  dysfunctional  uterine  bleeding,  this  is  primarily 
a matter  of  personal  opinion.  The  sections  on  pre- 
marital and  marriage  counselling  are  the  best  I’ve 
seen.  For  one  interested  primarily  in  endocrinology, 
this  book  would  not  be  adequate.  However,  for  the 
gynecologist  desiring  a handy  reference  book  on  the 


endocrine  and  metabolic  aspects  of  his  specialty,  it 
will  serve  admirably. 

J.  Richard  Sosnowski,  M.  D. 


DOCTOR  AND  PATIENT  AND  THE  LAW.  By 
C.  Joseph  Stetler  and  Allen  R.  Moritz,  M.  D.  C. 
V.  Mosby  Co.  St.  Louis.  $14.75. 

Written  by  a lawyer  in  collaboration  with  a doctor, 
this  book  is  a successor  of  the  original  book  authored 
by  Louis  J.  Regan  who  held  both  a medical  and 
law  degree  and  the  present  book  is  called  the  Fourth 
Edition. 

The  book  represents  the  best  piece  of  work  I have 
seen  to  date  on  the  subject  of  the  relation  of  law 
and  medicine  and  how  it  affects  the  physician  and 
I would  say  that  every  doctor  would  do  well  to  have 
a copy  of  this  book  on  his  shelf  if  he  has  an  exten- 
sive practice.  It  is  well  indexed  and  it  should  not  be 
difficult  for  him  within  a reasonable  time  to  find  the 
problem  which  concerns  him.  I believe  the  book  is 
too  technical  and  complex  to  decide  a serious  prob- 
lem without  consultation  with  an  attorney  before 
taking  definite  action. 

The  authors  have  included  in  the  book  a number 
of  forms  which  the  physician  or  surgeon  could  use 
in  order  to  protect  himself  under  certain  conditions 
and  these  forms  are  clearly  set  forth  and  would  be 
quite  understandable  to  the  physician  or  surgeon 
without  reference  to  a lawyer. 

B.  Allston  Moore 


W.  B.  SAUNDERS  COMPANY  features 

the  following  new  editions  in  their  full  page  ad- 
vertisement appearing  elsewhere  in  this  issue: 

BEESON  and  McDERMOTT— CECIL-LOEB  TEXT- 
BOOK OF  MEDICINE 

The  New  (11th)  Edition  of  a world-famous 
text,  with  contributions  by  173  noted  authori- 
ties and  details  of  over  800  diseases 

ANDREWS  and  DOMONKOS  — DISEASES  OF 
THE  SKIN 

A thorough  revision  of  a classic  text  offering 
sound  advice  in  dermatologic  diagnosis  and 
treatment 

AEGERTER  and  KIRKPATRICK  — ORTHOPEDIC 
DISEASES 

An  up-to-the-minute  book  to  aid  you  in  the 
accurate  diagnosis  of  bone  disease 
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MANAGEMENT  OF  ALCOHOL  WITHDRAWAL 


J.  B.  FLOYD,  M.  D.* 

M.  C.  COLLINS,  Th.  M." 

Ridgeway,  South  Carolina 


Treatment  of  alcohol  withdrawal  presents 
many  problems.  While  acute  alcoholic 
intoxication  is  rarely  the  direct  cause 
of  death,  the  severity  and  distressing  nature 
of  withdrawal  symptoms  and  the  possible 
presence  of  serious  complicating  illness  war- 
rant adequate  medical  care  and  often  hos- 
pitalization for  the  patient  with  acute  alcohol- 
ism. These  patients  create  many  problems 
when  admitted  to  general  hospitals.  They  are 
often  noisy  and  abusive  and  very  disturbing 
to  other  patients.  Physical  examination,  treat- 
ment, and  nursing  care  at  times  become  very 
difficult  if  not  impossible.  Introduction  of  the 
tranquilizers  and  their  subsequent  use  in  al- 
cohol withdrawal  and  rehabilitation  repre- 
sented a major  advance  in  the  treatment  of 
alcoholism.1' 2 Through  their  calming  action, 
these  drugs  are  extremely  effective  in  con- 
trolling agitation  and  anxiety  of  alcohol  with- 
drawal without  heavily  sedating  the  patient. 

Reports  of  the  effectiveness  of  chlordia- 
zepoxide00  in  the  management  of  alcohol 

"Medical  Director  and  Hospital  Director,  re- 
spectively, Fairview  Alcoholic  Rehabilitation  Cen- 
ter. 

0 "Librium, ©product  of  Hoffmann-La  Roche  Inc., 
Nutley,  New  Jersey. 


withdrawal3-9  prompted  us  to  employ  it  in 
our  patients  admitted  to  the  hospital  division 
of  Fairview  Alcoholic  Rehabilitation  Center. 
Located  at  Ridgeway,  South  Carolina,  the 
Center  has  been  in  operation  for  10  years  and 
consists  of  a hospital  division  for  the  with- 
drawal of  alcohol  and  a rehabilitation  divi- 
sion which  offers  a 30-day  program  to  men 
and  women  following  the  withdrawal  period. 
At  Fairview  it  is  believed  that  alcoholism  is 
a disease  of  unknown  etiology  which  is  pro- 
gressive, permanent,  and  with  present  knowl- 
edge incurable,  and  which  may  be  defined  as 
a physiological  - psychological  - personality 
change  that  causes  the  alcoholic  to  react 
compulsively  to  alcohol.  In  addition  to  this 
compulsive  reaction,  there  is  a spiritual,  moral, 
and  physical  deterioration  of  the  person 
afflicted.  Total  and  immediate  withdrawal  of 
alcohol  is  practiced  at  Fairview  and  treat- 
ment is  approached  from  three  directions. 
Physical  illness  is  treated  first,  being  the  re- 
sponsibility of  the  physician.  Emotional  and 
mental  disorders  are  then  treated  by  psy- 
chiatrists, psychologists,  or  lay  therapists,  and 
the  spiritual  deficiency  treated  by  ministers 
or  lay  religious  therapists.  Drug  therapv  is 


ALCOHOL  WITHDRAWAL 


employed  whenever  indicated,  both  in  the 
acute  stages  of  withdrawal  and  in  rehabilita- 
tion. 

Chlordiazepoxide,  the  drug  employed  in 
the  present  study,  is  reported  to  be  highly 
effective  in  disorders  in  which  anxiety  is  a 
major  symptom.10  In  alcoholic  patients  it  has 
been  effective  in  relieving  anxiety  and  agita- 
tion associated  with  alcohol  withdrawal  as 
well  as  in  rehabilitation.3'9  In  a double-blind 
studv,  Rosenfeld  and  Bizzoco"  administered 
chlordiazepoxide  to  30  patients  and  placebo 
to  30  patients,  all  for  5 days.  Marked  or  mod- 
erate improvement  was  observed  in  22  pa- 
tients who  had  received  chlordiazepoxide  and 
in  8 who  had  received  placebo.  All  others 
showed  only  slight  or  no  improvement.  Chlor- 
diazepoxide did  not  shorten  the  period  of  de- 
lusions and  hallucinations,  but  it  calmed  the 
patients  markedly,  reducing  anxiety  and  rest- 
lessness. The  authors  stated  "It  appears, 
therefore,  that  chlordiazepoxide  can  be  used 
in  the  general  hospital  to  produce  quiet  and 
cooperative  alcoholic  patients.”6  Lawrence" 
found  chlordiazepoxide  promptly  effective  in 
quieting  restless,  disturbed,  or  incoherent 
hospitalized  alcoholics,  making  it  possible  to 
perform  physical  examinations  which  other- 
wise would  have  been  impossible.  The  drug 
was  also  effective  in  preventing  convulsions 
and  markedly  reduced  the  need  for  additional 
anticonvulsant  medication."  Karolus'  found 
the  drug  effective  for  acute  stages  of  with- 
drawal with  none  of  the  patients  experiencing 
convulsions  or  delirium  tremens.  In  a con- 
trolled study  with  80  patients,  Kissen5  re- 
ported that  those  who  received  chlordia- 
zepoxide showed  much  faster  improvement 
in  the  areas  of  sleep,  appearance,  appetite, 
tremor,  depression  and  nervousness  than  did 
controls,  and  that  the  drug  was  also  effective 
in  the  management  of  anxiety  in  non-drinking 
alcoholics  who  were  receiving  long-term 
psychotherapy. 

Owing  to  these  favorable  reports,  chlordia- 
zepoxide was  administered  to  patients  in  the 
present  trial. 

Material  and  Method 

Dosage  of  chlordiazepoxide  varied  widely 


among  patients  and  ranged  from  10  mg  to 
700  mg  per  day.  Patients  who  were  stuporous 
on  admission  required  no  calming  and  there- 
fore received  very  little  chlordiazepoxide  for 
the  first  24  to  36  hours.  Those  who  had  been 
drinking  for  long  periods  of  time  and  con- 
suming great  quantities  of  liquor  (2  pints  or 
more  a day)  usually  required  larger  doses  to 
obtain  desired  therapeutic  effects.  Patients 
with  pulmonary  or  other  infections  with  fever 
required  lower  doses  of  chlordiazepoxide  and 
very  little  sedation,  if  any.  Many  others  with 
insomnia  required  sedatives  to  promote  sleep 
during  the  first  two  days  of  therapy,  the  seda- 
tive effects  of  chlordiazepoxide  being  mini- 
mal. Table  I summarizes  the  doses  ad- 
ministered throughout  the  study.  As  can  be 
seen,  massive  doses  were  administered  for  the 
first  few  days  of  therapy,  followed  by  gradual 
reduction  of  dosage  on  subsequent  days.  Most 
patients  received  chlordiazepoxide  intra- 
muscularly on  the  first  and  second  days  of 
therapy,  and  orally  on  the  remaining  days. 
Duration  of  treatment  ranged  from  1 to  9 
days. 

Table  I 

Number  of  Patients,  Dosages  Administered  and 
Duration  of  Therapy 
Treatment  day 


mg 

chlordia-  1 2 3 4 56789 

zepoxide 


700 

1 

500 

3 

400 

5 

i 

350 

9 

1 

300 

23 

6 

1 

1 

250 

16 

3 

1 

200 

12 

10 

4 

2 

1 

1 

150 

9 

35 

11 

3 

2 

1 1 

100 

9 

22 

25 

7 

i 

75 

4 

15 

10 

50 

2 

4 

8 

9 

5 

1 

25 

3 

11 

18 

11 

5 2 11 

20 

1 

4 

1 

10 

4 

6 

Ninety  patients,  admissions  to  the  hospital 
division  of  Fairview  comprised  this  study. 
There  were  78  males  and  12  females  whose 
ages  ranged  from  23  to  68  years.  Average  age 
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was  44  years.  All  patients  were  in  the  acute 
stages  of  alcoholism,  and,  prior  to  admission 
to  the  hospital,  had  been  drinking  for  vary- 
ing periods  of  time,  ranging  from  1 day  to  20 
years.  Some  patients  were  stuporous  when 
admitted.  Four  were  suffering  from  delirium 
tremens  at  the  time  of  admission  and  medical 
histories  revealed  that  23  others  had  pre- 
viously had  delirium  tremens.  Four  patients 
were  addicted  to  drugs  and  one  other  had  a 
history  of  drug  addiction  but  in  all  alcohol- 
ism was  also  involved.  Fifteen  patients  had 
a history  of  convulsive  seizures  following  the 
withdrawal  of  alcohol.  Many  had  been  taking 
some  type  of  sedative  or  tranquilizer  prior  to 
admission.  Disorders  other  than  alcoholism 
and  drug  addiction  were  encountered  in  37 
patients  and  included  liver  damage,  ulcers, 
infection,  diabetes,  epilepsy,  heart  disease, 
asthma,  hypertension,  migraine,  neurosis,  and 
others. 

Concurrent  therapy  was  administered  to 
76  patients  and  consisted  of  promazine,  hy- 
droxyzine, paraldehyde,  pentobarbital,  di- 
phenhydramine, mephentermine,  tetracycline 
and  others. 

Evaluation  of  results  was  based  upon  the 
degree  of  relief  of  withdrawal  symptoms  and 
rated  as  “excellent”  if  withdrawal  symptoms 
were  not  present  and  “good”  if  symptoms 
were  mild,  not  bothersome  to  the  patient  and 
not  a hindrance  to  medical  and  nursing  care. 
Response  was  rated  as  “fair”  if  withdrawal 
symptoms  were  moderately  severe  and  “poor” 
if  symptoms  were  extremely  severe. 

Results 

Fifty-three  of  the  90  patients  had  an  excel- 
lent response  to  treatment  with  chlordia- 
zepoxide.  Response  was  rated  as  good  in  25 
patients,  fair  in  eight,  and  poor  in  three. 
There  was  no  follow-up  in  1 patient.  Dur- 
ing the  entire  treatment  period  there  was  no 
occurrence  of  delirium  tremens  or  convul- 
sions, even  in  several  patients  who  were  in 
DT’s  on  admission  and  others  who  had  had 
convulsive  seizures  just  before  admission. 
This  is  the  most  important  result  of  the  study. 
Prior  to  the  use  of  chlordiazepoxide,  the  in- 
cidence of  convulsive  seizures  or  delirium 


tremens  was  between  10  and  20  per  cent  of 
all  admissions.  We  feel  that  chlordiazepoxide 
is  the  best  drug  we  have  used  to  date  in  our 
hospital,  and  expect  to  continue  its  use  with 
all  patients  in  the  future.  Sixtv-two  patients 
were  ready  for  discharge  from  the  hospital 
after  4 days.  In  all  others  there  was  some 
complication  other  than  alcohol  which  neces- 
sitated further  stay.  Following  discharge  from 
the  hospital  to  the  home,  individual  main- 
tenance doses  of  chlordiazepoxide  were  given 
to  the  patients  who  were  advised  to  call  the 
family  physician  within  3 days. 

Patient  acceptance  of  the  drug  was  excel- 
lent in  two  patients,  good  in  66,  fair  in  15, 
poor  in  6,  and  in  one  there  was  no  follow-up. 
All  employees  noted  marked  improvement  in 
patient  morale  after  chlordiazepoxide  therapy 
was  begun.  In  practically  all  patients  who 
were  previously  treated  with  a tapering-off 
method  of  withdrawal,  patient  acceptance  of 
the  drug  was  poor  to  fair  although  therapy 
with  chlordiazepoxide  was  beneficial.  These 
patients  were  accustomed  to  the  tapering-off 
method  of  withdrawal  and  were  therefore 
apprehensive  about  complete  withdrawal 
without  either  paraldehyde  or  alcohol.  Paral- 
dehyde was  used  in  conjunction  with  chlor- 
diazepoxide in  onlv  a few  patients  but  in 
none  was  alcohol  used. 

Side  effect  were  encountered  in  8 patients. 
Ataxia  occurred  in  two,  mild  vertigo  and 
and  ataxia  in  one,  mild  vertigo  in  one,  hy- 
steria in  two,  and  marked  vertigo  and  ataxia 
in  two  patients,  one  of  whom  had  to  dis- 
continue the  drug.  In  all  but  the  one  patient 
who  discontinued  chlordiazepoxide,  side 
effects  were  not  bothersome  or  were  reduced 
in  severity  when  dosage  was  lowered. 

Discussion 

The  total  absence  of  delirium  tremens  and 
convulsions  which  previously  occurred  in  10 
to  20  per  cent  of  all  our  admissions  was  the 
most  striking  result  observed  in  this  study. 
Chlordiazepoxide  was  also  effective  in  quiet- 
ing agitated  patients  — a particularly  im- 
portant drug  effect  in  patients  admitted  to 
hospitals  or  institutions  caring  for  alcoholics 
where  noise  and  abusiveness  are  often  a prob- 
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lem.  A drug  with  quieting  properties, 
capable  of  calming  the  patients  and  making 
them  less  of  a disturbance  to  other  patients 
on  the  ward  without  heavily  sedating  them 
is  extremely  useful.  Chlordiazepoxide  has 
previously  been  reported  to  have  a calming 
effect  on  alcoholic  patients, 10  to  reduce 
anxiety  and  restlessness  and  enormously  mini- 
mize the  need  for  restraints  and  deep  seda- 
tion.8 In  the  present  study,  sedatives  were 
administered  for  insomnia  rather  than  for 
calming  properties.  Chlordiazepoxide  was 
effective  in  calming  patients  and  reducing 
anxiety  without  sedating  them  too  heavily. 
They  were  easily  aroused  when  necessary 
which  greatly  facilitated  medical  and  nursing 
care.  Another  important  drug  effect  in  this 
study  was  the  marked  improvement  noted  in 
patient  morale,  willingness  to  cooperate  with 
hospital  personnel,  cheerful  attitudes,  and 
emotional  stability.  Despite  the  administra- 
tion of  massive  doses  of  chlordiazepoxide, 
side  effects  were  not  a serious  drawback  to 
achieving  beneficial  therapeutic  effects.  Of 
the  8 patients  with  side  effects,  only  one  dis- 
continued the  drug  due  to  severity  of  the 
reaction.  Side  effects  in  the  other  7 were 
not  bothersome  or  were  reduced  in  severity 
when  dosage  was  lowered.  Dosages  ad- 
ministered in  the  present  study  were  very 
high  compared  to  doses  of  chlordiazepoxide 
given  to  alcoholics  in  other  trials,  the  usual 
dosages  in  these  trials  being  100  to  200 
mg.3' 6’ 8 There  did  not  appear  to  be  any  cor- 
relation between  dosage  and  severity  of  side 
effects  in  the  present  study.  Intensity  of  side 
reactions  was  no  greater  with  larger  doses 
than  with  smaller  doses. 

Treatment  of  alcohol  withdrawal  is  only 
one  part  of  the  total  therapy  for  the  alcoholic. 
Rehabilitation  of  the  individual  following 
withdrawal  is  a major  part  of  treatment.  At 
Fairview,  a voluntary  30-day  rehabilitation 
program  offers  a variety  of  treatment  meth- 
ods aimed  at  achieving  relatively  permanent 
sobriety  for  the  alcoholic.  Patients  discharged 
from  the  hospital  may  transfer  voluntarily  to 
the  rehabilitation  division  of  Fairview.  They 
must  be  ambulatory  and  over  the  withdrawal 


stage  of  alcohol  and  drugs.  The  program  in- 
cludes a medical  examination,  chest  x-ray 
films,  and  psychological  tests  for  every  pa- 
tient. Those  found  to  have  tuberculosis  or 
other  contagious  diseases  are  transferred  to 
outside  treatment  centers,  and  average  less 
than  one  per  cent  of  all  admissions.  Re- 
habilitation of  the  alcoholic  is  directed  jointly 
toward  curing  physical  illness  and  easing 
emotional  conflicts  which  create  a compulsive 
reaction  to  alcohol.  Since  alcoholism  affects 
no  single  personality  type  and  occurs  at  all 
sociological  levels,  there  are  a variety  of 
means  that  may  be  effective  in  rehabilitation 
of  the  alcoholic.  Some  persons  are  greatly 
helped  by  religious  guidance,  others  by  Al- 
coholics Anonymous,  others  by  psychiatric 
help  and  drug  therapy  and  others  by  a com- 
bination of  these.  Group  meetings  are  held 
daily  at  Fairview  and  consist  of  worship  pro- 
grams, films,  and  lectures.  Alcoholics  Anony- 
mous holds  weekly  meetings  at  the  Center. 
Patients  able  to  do  so  are  required  to  work  6 
hours  a day.  Constructive  work  therapy  is 
done  on  a farm  on  the  premises  which  pro- 
vides foodstuffs  consumed  by  the  patients.  A 
variety  of  recreational  facilities  are  also  pro- 
vided for  patients. 

The  results  that  we  have  observed  with 
chlordiazepoxide  have  been  so  encouraging 
that  we  plan  to  continue  using  it  in  all  our 
hospital  admissions,  and,  when  indicated,  for 
patients  in  the  rehabilitation  division. 

Summary 

Ninety  patients  with  alcoholism  who  were 
in  the  hospital  received  chlordiazepoxide  for 
the  management  of  withdrawal  symptoms. 
Prior  to  admission,  patients  had  been  drink- 
ing for  varying  periods  of  time,  ranging  from 
1 day  to  20  years.  Some  were  stuporous  and 
others  were  suffering  from  delirium  tremens 
at  the  time  of  admission. 

Dosage  of  chlordiazepoxide  ranged  from 
10  mg  to  700  mg  per  day.  Large  doses  were 
administered  the  first  few  days  of  therapy 
with  gradual  reduction  of  doses.  Most 
patients  received  the  drug  intramuscularly  on 
the  first  and  second  days  of  therapy,  and 
orally  on  remaining  days.  Duration  of  treat- 
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ment  ranged  from  one  to  nine  days.  Con- 
current therapy  was  administered  to  76  pa- 
tients and  consisted  of  promazine,  hydro- 
xyzine, paraldehyde,  pentobarbital,  diphenhy- 
dramine, mephentermine,  tetracycline  and 
others. 

Fifty-three  of  the  90  patients  had  an  excel- 
lent response  to  treatment  with  chlordia- 
zepoxide.  Response  was  good  in  25  patients, 
fair  in  8,  and  poor  in  3.  There  was  no  follow- 
up in  one  patient.  Delirium  tremens  and  con- 
vulsions did  not  occur  in  any  patient,  and  in 
several  patients,  delirium  tremens  on  admis- 
sion was  rapidly  controlled.  Patient  ac- 
ceptance of  the  drug  was  excellent  in  2 pa- 


tients, good  in  66,  fair  in  15,  poor  in  6,  and  in 
one  there  was  no  follow-up. 

Side  effects  were  encountered  in  8 patients 
and  included  ataxia,  vertigo,  and  hysteria.  In 
all  but  one  patient  who  discontinued  the  drug 
due  to  severity  of  the  reaction,  side  effects 
were  not  bothersome  or  were  reduced  in 
severity  when  dosage  was  lowered. 

Effectiveness  in  preventing  delirium 
tremens  and  convulsions  and  the  lack  of  seri- 
ous side  reactions  despite  administration  of 
massive  doses  has  made  this  drug  extremely 
valuable  in  the  management  of  our  hospital 
patients.  It  is  the  most  effective  drug  we  have 
used  to  date  in  this  hospital. 
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Pneumatic  rupture  of  the  stomach  in  a newborn 
infant  with  esophageal  atresia  and  tracheoesophageal 
fistula,  bv  H.  B.  Othersen,  Jr.,  M.  D.  and  H.  B. 
Gregorie,  Jr.,  M.  D.  (Charleston)  Surgery  53:  362, 
March  1963. 

The  first  case  of  survival  of  pneumatic  rupture  of 
the  stomach  associated  with  tracheoesophageal  fistula 
is  reported.  The  five  day  old  girl  admitted  to  the 
Medical  College  Hospital  had  prompt  closure  of  the 
gastric  rent  and  immediately  thereafter  thoracotomy 
was  performed  with  trans-pleural  repair  of  the  trach- 
eoesophageal fistula.  The  etiology  and  mechanisms 
of  gastric  rupture  are  reviewed  and  discussed.  Gas- 
tric perforation  can  occur  from  a variety  of  causes, 
important  among  which  is  perforation  of  the  normal 
stomach  by  forceful  distention.  A plea  is  made  for 
care  in  oxygen  administration  and  in  resuscitation  of 
infants.  Prompt  recognition  and  surgical  repair  of 
gastric  perforations  are  imperative.  Similar  attention 
to  congenital  tracheoesophageal  fistulae  is  generally 
recognized.  The  rare  association  of  these  two  dis- 
orders is  emphasized. 
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Eradication  of  tuberculosis  is  the  new 
theme  and  philosophy  of  authorities 
working  with  the  disease.  To  eradicate 
means  to  pluck  from  the  roots  and  in  order  for 
eradication  of  tuberculosis  to  become  in  fact 
a reality,  all  forces,  medical  and  others,  must 
be  mobilized  to  attack  the  immediate  prob- 
lems on  all  fronts. 

In  South  Carolina  the  treatment  of  known 
active  cases  of  tuberculosis  in  sanatoria  and 
the  continuation  of  anti-tuberculosis  therapy 
on  an  out-patient  basis  have  been  strength- 
ened and  improved  over  the  years.  This  is 
progress,  but  it  is  not  enough.  Unknown  cases 
of  tuberculosis  are  being  discovered  every 
day.  This  still  is  not  enough.  Unless  and  until 
all  cases  of  tuberculosis  are  discovered  and 
adequately  treated,  eradication  will  continue 
to  be  a myth.  We  must  seek,  and  seek  dili- 
gently, if  we  are  to  find  all  unknown  cases 
of  tuberculosis. 

With  the  above  goal  in  mind,  the  Section 
of  Tuberculosis  Control  of  the  South  Carolina 
State  Board  of  Health  with  the  cooperation  of 
the  U.  S.  Public  Health  Service  and  local 
health  departments  in  seven  counties  in  the 

“This  project  was  supported  in  part  by  a Tuber- 
culosis Special  Project  Grant  from  the  U.  S.  Public 
Health  Service. 

Acknowledgment:  The  authors  are  indebted  to  Miss 
Miriam  Parrott,  Record  Analyst,  Tuberculosis  Section, 
South  Carolina  State  Board  of  Health,  for  her  interest 
and  help  in  assembling  and  reviewing  the  case 
registers  in  the  project  counties. 


lower  part  of  South  Carolina  began,  in  March, 
1961,  a special  project*  aimed  at  the  eradica- 
tion of  tuberculosis.  The  counties  selected 
were  Beaufort,  Berkeley,  Charleston,  Colleton, 
Dorchester,  Hampton,  and  Jasper. 

The  land  area  of  the  seven-county  project 
area  is  5474  square  miles  and  represents  18% 
of  the  total  land  area  of  South  Carolina.  The 
population  of  the  area  is  380,626  with  58% 
white  and  42%  colored.  South  Carolina’s  total 
population  is  2,382,594  with  65%  white  and 
35%  colored.  Population  density  per  square 
mile  in  the  seven-countv  project  area  ranges 
from  a high  of  229.9  in  Charleston  County  to 
a low  of  26.5  in  Colleton  County.  The  annual 
per  capita  income  ranges  from  a high  of  $1523 
in  Charleston  to  a low  of  $835  in  Jasper 
County. 

The  specific  objectives  of  this  special 
project  were  ( 1 ) to  determine  the  number  of 
known  active  cases  of  tuberculosis  and  the 
number  who  are  under  medical  supervision 
and  treatment  (2)  to  determine  the  number 
of  known  active  cases  of  tuberculosis  at  home 
who  have  had  a bacteriological  examination 
within  a six-months’  period  (3)  to  determine 
the  number  of  individuals  suspected  of  having 
tuberculosis  and  the  number  who  have  had 
an  adequate  diagnosis  and  disposition  within 
a six-months’  period  (4)  to  determine  the 
number  of  contacts,  closely  associated  with 
newly  reported  active  cases  of  tuberculosis 
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and  the  number  who  have  had  a satisfactory 
examination  and  evaluation  within  a six- 
months’  period. 

The  purpose  of  this  paper  is  to  present 
some  characteristics  of  the  reported  active 
cases  of  tuberculosis  during  1961  and  some 
findings  among  the  close  contacts  of  these 
cases  in  the  above-mentioned  project  area. 
Characteristics  of  Newly  Reported  Active 
Tuberculosis  Cases  Reported  in  Project  Area 

In  1961,  146  new  active  cases  of  tuberculosis 
were  reported  in  the  project  area.  (See  Table 
I).  Forty  of  these  new  active  tuberculosis 
cases  were  white  (29  males  and  11  females), 
and  106  were  Negro  (63  males  and  43  fe- 
males). For  males,  both  white  and  Negro,  the 
incidence  of  newly  reported  active  cases  of 
tuberculosis  in  1961  increased  with  age.  For 
white  females  the  peak  was  reached  in  the 
40-59  age  group  and  for  Negro  females  the 
highest  incidence  occurred  between  ages  20- 
29  years  and  40-49  years.  Reported  incidence 
of  active  cases  of  tuberculosis  by  race,  sex, 
and  age  groups  provides  valuable  information 


for  planning  a tuberculosis  case-finding  pro- 
gram. 

Active  pulmonary  tuberculosis  accounted 
for  84%  of  the  new  active  tuberculosis  cases 
reported  in  the  project  area  during  1961.  (See 
Table  2).  It  is  significant  that  of  the  active 
reinfection  cases  of  tuberculosis  (34  white 
and  99  Negroes),  79%  of  the  whites  and 
89%  of  the  Negroes  had  advanced  disease 
when  first  discovered.  Included  in  “All  Other 
Forms”  of  active  tuberculosis  are  six  whites  (3 
males  and  3 females)  who  fall  into  the  follow- 
ing classifications: 

(Lymphadenitis  3 

Pleurisy  with  Effusion  2 

Primary  active  1 

Seventeen  Negroes  (9  males  and  8 females) 
were  reported  to  have  active  other  forms  of 
tuberculosis  and  they  fall  into  the  following 
classifications: 


Pleurisy  with  Effusion  5 

Primary  active  4 

Lymphadenitis  4 

Hematogenous  2 

Tuberculosis  of  Knee  1 

Tuberculous  Peritonitis  1 


TABLE  1 

Rate  per  100,000  Population  of  146  Newly  Reported  Active  Cases  of  Tuberculosis 

By  Race,  Sex,  and  Age 
South  Carolina  Project  Area,  1961 


RACE 

WHITE 

NEGRO 

SEX 

MALE 

FEMALE 

MALE 

FEMALE 

AGE 

No. 

Rate 

No. 

Rate 

No. 

Rate 

No. 

Rate 

0 - 4 

1 

6.9 

2 

14.6 

5 - 9 

1 

8.2 

1 

8.4 

10  - 14 

2 

18.3 

15  - 19 

1 

6.9 

5 

59.5 

4 

49.6 

20  - 29 

6 

28.4 

3 

18.3 

9 

117.1 

12 

137.6 

30  - 39 

6 

36.7 

1 

6.3 

12 

163.3 

8 

85.2 

40  - 49 

5 

40.5 

3 

24.9 

14 

190.3 

11 

132.0 

50-59 

5 

60.6 

2 

23.8 

9 

180.2 

3 

52.6 

60  - 69 

2 

42.2 

8 

268.7 

1 

24.3 

70+ 

3 

110.7 

5 

258.7 

1 

36.0 

TOTAL 

29 

24.7 

11 

10.4 

63 

82.7 

43 

52.4 
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TABLE  2 

Distribution  of  146  Newly  Reported  Active  Cases  of  Tuberculosis 

By  Stage  of  Disease,  Race  and  Sex 
South  Carolina  Project  Area,  1961 


RACE 

WHITE 

NEGRO 

TOTAL 

SEX 

MALE 

FEMALE 

MALE 

FEMALE 

WHITE 

NEGRO 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Far  Advanced 

9 

31.0 

1 

9.1 

34 

54.0 

20 

46.5 

10 

25.0 

54 

50.9 

Moderately  Advanced 

14 

48.8 

3 

27.3 

17 

27.0 

8 

18.6 

17 

42.5 

25 

23.6 

Minimal 

3 

10.3 

4 

36.4 

3 

4.8 

7 

16.3 

7 

17.5 

10 

9.4 

All  Other  Forms 

3 

10.3 

3 

27.3 

9 

14.1 

8 

18.6 

6 

15.0 

17 

16.0 

TOTAL 

29 

100.0 

11 

100.0 

63 

100.0 

43 

100.0 

40 

100.0 

106 

100.0 

The  sputum  findings  are  important  indices 
of  the  infectiousness  of  tuberculosis.  The 
sputum  status  of  120  newly  reported  re- 
infection tuberculosis  cases  is  presented  in 
Table  3 according  to  the  stage  of  the  disease. 
It  was  observed  that  22  of  the  25  white  males 
with  active  pulmonary  tuberculosis  had  spu- 
tum positive  by  smear  or  culture.  Three  of 
the  8 newly  reported  white  females  with 
active  reinfection  tuberculosis  had  sputum 
positive  by  either  smear  or  culture.  Of  the  52 
newly  reported  active  reinfection  cases  of 
tuberculosis  among  Negro  males,  43  had 
sputum  positive  by  either  smear  or  culture. 
There  were  3 additional  cases  of  active  re- 
infection tuberculosis  reported  by  death  cer- 
tificates among  Negro  males  in  1961  for  which 
information  is  not  complete.  Available  in- 


formation on  these  was  as  follows: 

1 C/M  age  67,  died  July  3,  1961 — moderate- 
ly advanced,  unknown  sputum  status 
1 C/M  age  35,  died  March  22,  1961 — far  ad- 
vanced, unknown  sputum  status 
1 C/M  age  37,  died  April  2,  1961 — pulmon- 
ary tuberculosis,  stage  and  sputum  status 
unknown 

Twenty-three  of  the  newly  reported  Negro 
females  with  active  reinfection  tuberculosis 
had  sputum  positive  by  smear  or  culture. 
Tuberculin  Status  of  Contacts  Under  20  Years 
of  Age  in  Project  Area 

The  Section  of  Tuberculosis  has  for  years 
recommended  that  all  tuberculosis  contacts 
under  16  years  of  age  be  tuberculin  tested  be- 
fore they  are  examined  by  x-ray  unless  they 
are  known  to  be  positive  reactors.  Contacts 


TABLE  3 


Distribution  of  120  Newly  Reported  Active  Cases  of  Reinfection  Tuberculosis 
By  Stage  of  Disease,  Sputum  Status,  Race,  and  Sex 
South  Carolina  Project  Area,  1961 


FAR 

MODERATELY 

TOTAL 

STAGE 

ADVANCED 

ADVANCED 

MINIMAL 

WHITE 

NEGRO 

RACE 

WHITE 

NEGRO 

WHITE 

NEGRO 

WHITE 

NEGRO 

MALE 

FEMALE 

MALE 

FEMALE 

SEX 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Pos.  S 
Pos.  C 

7 

1 

29 

17 

9 

2 

9 

3 

1 

1 

1 

17 

68.0 

3 

37.5 

39 

75.0 

21 

60.0 

Neg.  S 
Pos.  C 

1 

1 

5 

2 

1 

1 

5 

20.0 

4 

7.7 

2 

5.7 

Neg.  S 
Neg.  C 

1 

3 

2 

1 

5 

4 

2 

4 

1 

6 

3 

12.0 

5 

62.5 

9 

17.3 

12 

34.3 

TOTAL 

8 

1 

33 

20 

14 

3 

16 

8 

3 

4 

3 

7 

25 

100.0 

8 

100.0 

52 

100.0 

35 

100.0 
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with  induration  of  5 mm.  or  more  in  diameter 
have  been  considered  tuberculin  reactors  in 
this  report.  Further,  it  has  been  our  observa- 
tion, as  well  as  that  of  others,  that  an  indura- 
tion greater  than  9 mm.  is  more  likely  to  de- 
note active  tuberculosis  in  contacts.  This  lat- 
ter observation  holds  true  in  this  study. 

Our  discussion  of  the  tuberculin  status  of 
contacts  of  the  146  newly  reported  active 
tuberculosis  cases  ( 106  Negroes  and  40 
whites)  in  the  project  area  in  1961  has  been 
limited  to  those  contacts  under  20  years.  It  is 
well  to  keep  in  mind  that  the  tuberculin  status 
presented  for  those  contacts  in  the  15  - 19  year 
group  predominantly  represents  15  and  16 
year  olds. 


White  Contacts 

The  tuberculosis  patient  with  positive  spu- 
tum is  of  paramount  importance  in  the  spread 
of  tuberculosis.  More  detailed  information  re- 
garding the  findings  among  contacts  who  were 
positive  reactors  is  presented  in  Table  5.  Of 
the  50  contacts  under  20  years  of  age  to  white 
tuberculosis  source  cases  whose  sputum  was 
positive  by  smear  and  culture,  10  were  posi- 
tive reactors,  but  all  had  negative  chest  x-ray 
films  and  no  clinical  evidence  of  extra-pul- 
monary tuberculosis.  Of  the  7 contacts  to 
white  source  patients  with  active  tuberculosis 
whose  sputum  was  negative  by  smear  but 
positive  by  culture,  2 were  positive  reactors 
but  had  negative  chest  films  and  no  clinical 


TABLE  4 

Positive  Reactors  on  First  Examination  of  357  Contacts  0-19  Years  of  Age 
By  Race  and  Sex  of  Index  Case 
South  Carolina  Project  Area,  1961  - 1962 


INDEX 

CASE 

WHITE  MALE 

WHITE  FEMALE 

NEGRO  MALE 

NEGRO  FEMALE 

CONTACT 

AGE 

No. 

Test. 

No. 

React. 

% 

React. 

No. 

Test. 

No. 

React. 

% 

React. 

No. 

Test. 

No. 

React. 

7c 

React. 

Test. 

No. 

No. 

React. 

% 

React. 

0 - 4 

18 

12 

58 

21 

36.2 

41 

17 

41.5 

5-9 

15 

1 

6.7 

10 

1 

10.0 

45 

14 

31.1 

37 

10 

27.0 

10  - 14 

10 

6 

60.0 

4 

1 

25.0 

44 

15 

36.4  | 26 

12 

46.1 

15  - 19 

10 

2 

20.0 

2 

1 

50.0 

14 

7 

50.0  | 11 

5 

45.4 

TOTAL 

53 

9 

17.0 

28 

3 

10.7 

161 

57 

36.0  j 115 

44 

38.3 

A total  of  357  close  contacts  under  20  years 
of  age  were  tuberculin  tested.  One  hundred 
and  thirteen  or  31.9%  of  these  contacts  were 
positive  reactors  on  first  examination.  Among 
the  81  close  contacts  of  the  newly  reported 
white  cases  of  active  tuberculosis  who  were 
tuberculin  tested,  12  or  14.8%  were  positive 
reactors.  Among  the  276  close  contacts  to 
newly  reported  Negro  cases  of  active  tuber- 
culosis, 101  or  36.6%  were  positive  reactors. 
(See  Table  4).  The  greater  percentage  of 
positive  reactors  found  among  Negro  contacts 
was  not  surprising  and  can  be  explained  by 
environmental,  economic,  and  social  factors. 
However,  it  was  unexpected  that  there  were 
no  tuberculin  reactors  found  among  the  white 
contacts  under  5 years  of  age. 


evidence  of  extra-pulmonary  tuberculosis. 
There  were  no  reactors  among  contacts  to 
white  active  tuberculosis  source  patients  with 
sputum  negative  by  smear  and  culture  or 
among  contacts  to  source  cases  with  other 
forms  of  active  tuberculosis. 

Negro  Contacts 

This  same  comparison  in  Negroes  reflects  a 
different  picture.  There  were  165  contacts 
under  20  years  of  age  to  60  Negro  tuberculosis 
source  patients  whose  sputum  was  positive  by 
smear  and  culture.  Seventy -seven  or  46.7  r/( 
were  positive  reactors,  31  of  whom  were  found 
to  have  active  tuberculosis.  Although  not 
shown  in  Table  5,  an  additional  10  contacts 
had  x-ray  evidence  of  inactive  pulmonary 
tuberculosis.  Of  the  19  contacts  under  20  years 
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of  age  to  Negro  source  patients  who  had 
sputum  negative  bv  smear,  but  positive  by 
culture,  7 were  positive  reactors.  Six  of  these 
seven  positive  reactors  had  negative  chest 
x-ray  films,  but  the  remaining  one  had  x-ray 
evidence  of  active  primary  tuberculosis. 
Eleven  of  the  45  contacts  to  21  Negro  active 
tuberculosis  source  patients  whose  sputum 
was  negative  by  smear  and  culture  were  posi- 
tive reactors.  Of  the  eleven,  eight  had  nega- 
tive chest  films  and  three  had  x-ray  evidence 
of  active  primary  tuberculosis.  The  latter  find- 
ing emphasizes  the  importance  of  examining 
contacts  of  active  cases  of  tuberculosis  whose 
sputum  is  reported  as  negative  by  smear  and 
culture.  Apparently  these  active  pulmonary 
source  cases  of  tuberculosis  with  sputum  re- 
ports negative  by  smear  and  culture  were  in- 
termittently expectorating  tubercle  bacilli. 

Of  the  47  contacts  under  20  years  of  age  to 
source  cases  with  other  forms  of  tuberculosis, 
seven  were  positive  reactors.  Three  active 
primary  cases  of  tuberculosis  were  found 
among  the  seven  reactors,  and  four  had  nega- 
tive chest  films.  All  three  new  cases  were  con- 
tacts of  a Negro  female  who  had  hemato- 
genous tuberculosis. 

Table  5 provides  a breakdown  of  the  tuber- 
culin findings  and  number  of  active  cases 


found  on  first  examination  among  the  357 
contacts  under  20  years  of  age. 

Summary 

A total  of  205  close  contacts  of  all  ages  were 
associated  with  the  40  white  active  source 
cases  of  tuberculosis.  This  is  an  average  of 
5.1  contacts  per  white  source  case.  Of  the  205 
contacts  identified,  190  or  92.7%  were  ex- 
amined. Three  cases  of  active  tuberculosis  and 
one  inactive  case  were  uncovered  among  these 
contacts.  Two  of  the  active  cases  of  tuber- 
culosis in  contacts  were  found  on  first  ex- 
amination. Both  were  white  males,  ages  48 
and  50  years,  respectively,  who  were  contacts 
of  a white  female  patient  whose  sputum  was 
positive  by  smear  and  culture.  A third  case  of 
active  tuberculosis  was  uncovered  as  a result 
of  a second  examination  of  a contact  of  a white 
male  whose  sputum  was  positive  by  smear 
and  culture.  The  inactive  case  of  pulmonary 
tuberculosis  was  a 40  year  old  white  male  who 
was  a contact  of  a white  male  patient  with 
sputum  positive  by  smear  and  culture.  It  is 
significant  that  there  were  no  new  cases  of 
tuberculosis  found  among  contacts  of  white 
active  pulmonary  tuberculosis  cases  who  had 
negative  sputum  by  smear  and  culture  or  to 
active  extra-pulmonary  tuberculosis  source 
cases. 


TABLE  5 

Tuberculin  Findings  and  Number  of  Cases  of  Active  Tuberculosis  Found 
on  First  Examination  Among  357  Contacts  0-19  Years 
By  Sex,  Race,  and  Sputum  Status 
South  Carolina  Project  Area,  1961  - 1962 


Bact. 

Index 

Case 

Pos.  Smear 
Pos.  Culture 

Neg.  Smear 
Pos.  Culture 

Neg.  Smear 
Neg.  Culture 

All  Other 
“Index” 
Cases 

TOTAL 

Tbn. 
React. 
Act.  Dis. 

Tbn. 

Test. 

Re- 

act. 

Act. 

Dis. 

Tbn. 

Test. 

Re- 

act. 

Act. 

Dis. 

Tbn. 

Test. 

Re- 

act. 

Act. 

Dis. 

Tbn. 

Test. 

Re- 

act. 

Act. 

Dis. 

Tbn. 

Test. 

Re- 

act. 

Act. 

Dis. 

White 

Male 

35 

7 

7 

2 

8 

3 

53 

9 

White 

Female 

15 

3 

4 

9 

28 

3 

Negro 

Male 

115 

49 

21 

12 

3 

17 

3 

17 

2 

161 

57 

21 

Negro 

Female 

50 

28 

10 

7 

3 

1 

28 

8 

3 

30 

5 

3 

115 

44 

17 

TOTAL 

215 

87 

31 

26 

8 

1 

57 

11 

3 

59 

7 

3 

357 

113 

38 
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There  was  a total  of  624  close  contacts  of 
all  ages  associated  with  the  106  Negro  active 
source  cases  of  tuberculosis.  This  was  an 
average  of  5.9  contacts  per  Negro  source  case. 
Of  the  624  contacts  identified,  509  or  81.6% 
were  examined. 

Among  a total  of  699  contacts  examined  to 
146  newly  reported  active  cases  of  tuber- 
culosis, 62  additional  active  tuberculosis  cases 
were  found.  The  stage  of  disease  and  age  of 
the  62  new  active  cases  of  tuberculosis  found 
as  a result  of  contact  examination  of  146 
active  source  cases  ( 106  Negroes  and  40 
whites)  is  presented  in  Table  6 according  to 
race  of  the  source  case.  As  will  be  seen  45 
of  these  cases  were  diagnosed  as  active  pri- 
mary tuberculosis.  The  early  identification 
and  treatment  of  early  cases  of  tuberculosis 
discovered  by  contact  examinations  is  a big 
step  towards  the  eradication  of  tuberculosis 
as  a public  health  problem. 

If  new  active  cases  of  tuberculosis,  in  the 
Negro  race,  found  as  a result  of  contact  ex- 
amination, are  expressed  in  age  specific  rates 
per  100,000  population,  it  will  be  seen  that  the 
risk  of  developing  tuberculosis,  for  contacts, 
was  greatest  for  the  age  group  under  4 years. 

The  106  Negro  patients  with  active  tuber- 
culosis yielded  59  new  active  cases,  indicating 


an  active  tuberculosis  case  rate  of  116.0  per 
1,000  Negro  contacts  examined.  Forty-one  or 
69.5%  of  these  new  active  cases  of  tuber- 
culosis among  contacts  were  found  on  first  ex- 
amination and  18  or  30.5%  were  found  on 
subsequent  examination.  This  emphasizes  the 
importance  of  repeated  examinations  of  close 
contacts  of  patients  with  active  tuberculosis. 
Of  the  59  new  active  cases  of  tuberculosis 
found  in  Negroes  by  contact  examination,  34 
were  found  among  contacts  to  Negro  male 
source  cases,  and  25  were  found  among  con- 
tacts of  Negro  female  source  cases.  There  were 
39  Negro  male  source  cases  of  active  tuber- 
culosis who  had  sputum  positive  by  smear 
and  culture.  (See  Table  3).  All  34  new  active 
tuberculosis  cases  found  among  Negro  con- 
tacts were  contacts  of  16  of  these  39  Negro 
patients.  A breakdown  of  the  16  Negro  male 
source  cases  and  the  34  new  active  cases  of 
tuberculosis  found  among  the  contacts  is  as 
follows: 

Two  source  patients  produced  5 and  6 
cases,  respectively,  among  contacts  or  a total 
of  11  new  active  cases.  The  remaining  14 
Negro  male  source  patients  produced  23 
active  tuberculosis  cases  among  their  contacts. 

It  is  of  interest  that  there  was  one  case 
found  among  contacts  closely  associated  with 


TABLE  6 

Distribution  of  62  New  Active  Cases  of  Tuberculosis  Found  Among  699  Contacts 
Examined  to  146  Newly  Reported  Active  Tuberculosis  Index  Cases 
|By  Race,  Age,  and  Stage  of  Disease 
South  Carolina  Project  Area,  1961  - 1962 


TAGE 

FAR 

ADV. 

MOD 

ADV. 

MINIMAL 

PRIMARY 

EXTRA  PUL. 

TOTAL 

RATE/100,000 

1ACE 

White 

Negro 

White 

Negro 

White 

Negro 

White 

Negro 

White 

Negro 

White 

Negro 

White 

Negro 

lGE 

- 4 

1 

27 

4 

32 

131.3 

-9 

1 

1 

12 

1 

1 

14 

3.5 

58.1 

0 - 14 

1 1 

4 

1 

6 

27.4 

5 - 19 

1 

1 

6.1 

0 - 29 

2 

1 

3 

18.3 

0-39 

1 

1 

6.0 

0 - 49 

1 

1 

1 

1 

2 

4.1 

12.7 

0 - 59 

1 

1 

6.0 

'OTAL 

2 

1 

2 

1 

2 

1 

44 

9 

3 

59 

1.6 

40.3 
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a Negro  source  case  whose  sputum  was  nega- 
tive by  smear  but  positive  by  culture.  Three 
new  cases  of  active  tuberculosis  were  found 
among  contacts  of  the  Negro  female  patient 
with  hematogenous  tuberculosis.  Three  cases 
of  active  tuberculosis  were  found  among  con- 
tacts of  a Negro  female  patient  with  active 
tuberculosis  whose  sputum  was  negative  by 
smear  and  culture.  However,  there  was  a pre- 
vious history  of  tuberculosis  in  this  particular 
family. 

Conclusions 

The  results  of  this  study  — 62  new  active 
cases  including  2 far  advanced,  3 moderately 
advanced,  3 minimal,  9 extra-pulmonary,  and 
45  primary  active  cases  discovered  as  a result 


of  the  examinations  of  699  contacts  — re- 
affirms the  fact  that  the  initial  and  subsequent 
examination  of  close  contacts  of  newly  re- 
ported active  tuberculosis  cases  in  all  age 
groups  is  a most  worthwhile  procedure  from 
a case  finding  standpoint.  In  Negroes,  it  is 
crystal  clear  that  infant  and  pre-school  con- 
tacts to  known  active  cases  of  tuberculosis  are 
especially  vulnerable. 

Not  only  is  the  examination  of  contacts  of 
patients  with  newly  reported  active  tuber- 
culosis continuing  in  the  seven  counties 
named,  but  it  is  also  being  expanded  to  in- 
clude other  counties  in  this  State.  This,  we  be- 
lieve, will  bring  us  closer  to  the  objective  of 
tuberculosis  eradication  in  South  Carolina. 


Indications  for  esophagectomy  and  esophagocolo- 
plasty,  by  Harry  B.  Gregorie,  Jr.,  M.  D.,  (Charleston) 
Geriatrics  18:  73-81,  January  1963. 

With  modifications,  esophagectomy  and  eso- 
phagocoloplasty  are  appropriately  applied  to  the 
treatment  of  certain  benign  esophageal  disorders. 
These  include:  corrosive  strictures,  congenital  eso- 
phageal atresia,  esophageal  varices,  benign  tumors, 
tracheoesophageal  fistula,  and  reflux  esophagitis. 

Treatment  of  esophageal  carcinoma  for  cure  or 
palliation  by  supervoltage  irradiation  therapy  and 
subsequent  total  esophagectomy  with  esophagocolo- 
plasty  appears  to  be  an  improved  method  of  ap- 
proach. The  plan  is  modified  for  each  patient  ac- 
cording to  the  level  of  the  lesion,  regional  status  of 
the  neoplasm,  distant  metastases,  systemic  effects  of 
the  neoplasm,  and  general  physical  condition.  Opera- 
tive excisional  therapy  is  recommended  for  all  pa- 
tients except  those  who  are  desperately  ill,  those 
having  nonresectable  regional  or  distant  esophageal 
carcinoma,  or  those  suffering  severe  cardiac,  pul- 
monary, hepatic,  renal,  or  other  complicating  dis- 
orders. The  criteria  of  resectability  are  considered. 
Staging  of  procedures  and  the  use  of  colon  bypass 
operations  without  esophagectomy  to  restore  swallow- 
ing function  are  discussed.  The  need  for  vigorous 
attention  to  be  applied  to  correcting  malnutrition  is 


stressed  since  malnutrition  is  the  outstanding  factor 
affecting  risk  status. 


Cataract  surgery  as  an  outpatient  procedure.  J.  W. 
Jervey,  Jr.,  M.  D.  and  Robert  A.  Brown,  M.  D. 
(Greenville)  Trans  Amer  Ophthal  Soc,  1962. 

The  authors  have  had  several  years  experience  in 
which  selected  cases  for  cataract  extraction  have  been 
operated  on  in  a private  surgery  and  immediately 
allowed  to  return  home.  Advantages  of  this  procedure 
are  pointed  out  and  postoperative  methods  are  de- 
scribed. It  is  felt  that  this  report  suggests  a way  of 
reducing  costs  and  of  cementing  a most  desirable 
bond  of  friendship  and  understanding  between  pa- 
tient and  physician.  A few  statistics  are  presented. 
On  the  basis  of  a comparison  between  this  series  of 
some  250  cases  so  managed  and  an  equal  number  in 
a control  group  operated  by  the  same  techniques  but 
done  in  hospital  and  kept  there  for  the  usual  post- 
operative care,  it  appears  that  outpatient  care  offers 
as  good  a chance  or  perhaps  a better  one  for  unevent- 
ful recovery  and  desired  results.  The  known  risks  are 
calculated  and  have  been  worth  while.  The  authors 
hope  that  this  work  may  pave  the  way  for  similar 
and  improved  methods  in  this  and  other  fields  of 
medicine  and  surgery  where  opportunities  abound 
for  greater  service. 
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COMPLICATIONS  ASSOCIATED  WITH 
SUPERVOLTAGE  IRRADIATION  FOR  MALIGNANT 
TUMORS  OF  THE  FEMALE  REPRODUCTIVE  SYSTEM 


KENNETH  J.  PARHAM,  M.  D. 

Medical  College  of  South  Carolina,  Charleston,  S.  C 


Supervoltage  irradiation  has  been  used  in 
the  treatment  of  malignant  tumors  of 
the  female  reproductive  system  at  the 
Medical  College  Hospital  since  May,  1957. 
From  this  date  until  July  1,  1961,  this  therapy 
was  administered  in  182  cases.  Before  super- 
voltage x-ray  was  available  at  the  Medical 
College  Hospital,  standard  orthovoltage  250 
kv  machines  were  used  in  a conventional 
manner.  The  techniques,  results,  and  com- 
lications  of  the  conventional  machines  are 
widely  known  as  well  as  the  limitations  of 
such  machines.  These,  along  with  other  fac- 
tors, led  to  the  feeling  of  necessity  of  obtain- 
ing a supervoltage  machine.  Notwithstanding 
the  merits  of  the  advancement  of  super- 
voltage irradiation  over  the  conventional 
machines,  one  must  accept  the  fact  that  along 
with  increased  dosage  of  irradiation  comes 
an  increased  incidence  of  complications  of 
therapy.  It  is  the  intent  of  this  discussion  to 
evaluate  the  frequency  and  severity  of  such 
complications. 

Since  there  is  no  real  difference  between 
x-rays  and  gamma  rays,  except  in  their  source, 
it  is  felt  necessary  to  enumerate  some  of  the 
advantages  and  disadvantages  of  supervoltage 
therapy.  One  such  advantage  is  that  through 
the  use  of  supervoltage  an  increased  depth 
dosage  is  obtained.  An  increased  skin  toler- 
ance is  found  with  supervoltage  x-ray.  There 
is  a decrease  in  roentgen  sickness,  in  that  the 


volume  dose  is  lowered  with  reference  to  a 
specific  tumor  dosage.  Bone  absorption  with 
supervoltage  is  negligible.  It  is  also  known 
that  radionecrosis  of  bone  such  as  the  hips, 
is  less  likely  with  supervoltage. 

One  outstanding  advantage  of  supervoltage 
lies  in  the  ability  to  place  a therapeutic  dos- 
age of  x-rays  in  the  areas  of  extension  of  a 
tumor,  the  extension  of  which  clinically  is  not 
palpable,  i.e.  the  pelvic  wall. 

Supervoltage  x-ray  is  most  effective  in 
areas  of  greater  vascularity  and  the  sensi- 
tivity of  tissue  is  governed  by  the  oxygen 
saturation  of  that  tissue.  Investigators  in  this 
field  have  recently  fed  hydrogen  peroxide 
into  such  tissues  prior  to  use  of  supervoltage 
to  prime  the  tissue  to  a greater  sensitivity. 

There  are  distinct  disadvantages  met  in  the 
use  of  supervoltage  x-ray.  As  the  voltage  in- 
creases, the  exit  dose  may  become  as  great 
or  greater  than  the  entrance  dose.  If  one  is 
to  use  opposing  portals  then  this  may  defeat 
any  skin  sparing  effect  that  supervoltage 
x-rays  may  have.  By  proper  beam  direction, 
so  that  exit  and  entrance  portals  do  not  coin- 
cide, this  disadvantage  may  be  obviated.  This 
is  not  a problem  in  the  voltage  range  used  in 
our  institution.  Damage  to  deep  seated  or- 
gans such  as  intestine,  bladder,  etc.,  should 
not  occur  if  comparable  tumor  doses  are  given. 
The  danger  exists  because  we  are  able  to  de- 
liver larger  tumor  doses  by  supervoltage 
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therapy.  It  should  always  be  remembered  that 
tumor  dosage  is  additive  and  radiation  de- 
livered externally  as  well  as  from  radium 
placed  internally  can  combine  to  yield  very 
definite  complications,  as  will  be  alluded  to 
later  in  this  discussion. 

The  machine  used  in  the  therapy  of  this 
present  series  of  patients  is  a 2 MeV  General 
Electric  Resonant  Transformer.  This  machine 
delivers  peaks  of  2,000,000  volts,  but  the 
majority  of  the  intensity  is  being  delivered  at 
approximately  1.3  MeV.  Two  ports  are  used, 
one  anterior  (AP)  and  the  other  posterior 
(PA)  directed.  Five  mm  of  lead  is  used  as  a 
filter.  The  half-value  is  7.8  mm  lead.  This 
machine  is  calculated  to  deliver  100  roentgens 
through  air  per  minute  at  the  surface  using 
a 100  cm  tube  skin  distance.  Patients  under 
therapy  of  this  type  are  treated  daily  for  five 
days  each  week  for  four  weeks.  The  dosage 
delivered  per  day  is  calculated  for  each  in- 
dividual patient  and  depends  upon  the  thick- 
ness of  the  patient  as  well  as  many  other  fac- 
tors. If  the  gynecologist  anticipates  the  use 
of  intra-cavitary  radium  after  supervoltage 
therapy,  the  midline  of  the  patient  is  shielded 
during  the  latter  one-half  of  the  supervoltage 
therapy.  The  shield  consists  of  a lead  strip 
used  in  the  midline  of  the  PA  directed  port. 
Ports  are  alternated  every  day. 

Unfortunately,  the  cervix  is  also  shielded  in 
this  use  of  lead  to  shield  the  rectum.  This  be- 
came necessary  because  of  the  incidence  of 
proctitis  which  occurred  in  the  first  two  years 
of  use  of  supervoltage  in  our  hands. 

In  such  a case  the  calculated  tumor  dosage 
delivered  to  point  B is  5,000  roentgens.  By 
shielding  the  midline  the  calculated  dosage 
to  point  A would  approximate  3,000  roent- 
gens. If  no  radium  or  intra-cavitary  source 
is  anticipated,  the  midline  is  not  shielded  and 
the  patient  is  treated  to  a tumor  dose  of 
5,000  roentgens  at  points  A and  B over  a four 
week  period.  If  there  is  no  skin  breakdown 
or  evidence  of  rectal  complications,  then  ad- 
ditional dosage  is  calculated  to  be  delivered 
over  approximately  10  days  to  two  weeks  to 
obtain  6,000  to  6,500  roentgens  total  tumor 
dose  to  points  A and  B.  If  radium  is  used  in 


the  above  mentioned  patients  then  the  addi- 
tive tumor  dose  to  point  A would  approximate 
7,500  roentgens  and  the  tumor  dosage  at 
point  B would  be  approximately  6,800  roent- 
gens. Ernst  and  Campbell  applicators  are 
used  in  this  institution  according  to  standard 
techniques  and  dosages  for  intra-cavitary 
radiation. 

In  the  discussion  to  follow  it  will  be  noted 
that  many  patients  had  one  or  more  complica- 
tions either  during  or  after  supervoltage  ther- 
apy. This  is  expected.  One  such  example  was 
a patient  who  experienced  nausea  and  vomit- 
ing, hemorrhagic  proctitis,  and  hemorrhagic 
cystitis,  as  well  as  vaginal  stenosis.  Another 
such  patient  experienced  nausea  and  vomit- 
ing, mild  diarrhea,  rectal  tenesmus,  hemor- 
rhagic proctitis,  and  a rectal  stricture.  Table 
1 shows  the  total  cases  and  breakdown  as  to 


TABLE  I SUPERVOLTAGE  IRRADIATION  - TOTAL  CASES 


GAMMA  R TO  POINT  A 
5000 

4000-5000 
5000-4000 
!•••  Ihon  3000 
RETREATED 


OVART 


UTERUS  CERVIX 
4 120 

3 12 


8 156 


VAGINA  CERVICAL  STUMP 

I 8 


TOTAL 

139 

15 

6 

5 

17 
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components  of  the  reproductive  system.  It 
will  be  noted  that  there  are  cases  of  ovarian 
malignancy  as  well  as  carcinoma  of  the  uterus, 
cervix,  vagina,  and  cervical  stump.  To  qualify 
the  use  of  supervoltage  in  all  of  these  cate- 
gories, it  must  be  stated  that  it  is  felt  that 
ovarian  malignancy  is  primarily  a surgical 
disease  and  supervoltage  irradiation,  if  used, 
should  be  reserved  for  post-operative  cases. 
Likewise,  it  is  felt  that  carcinoma  of  the  endo- 
metrium is  primarily  a surgical  disease  but 
supervoltage  can  and  has  been  used  in  the 
inoperable  cases.  Supervoltage  was  used  in 
one  case  of  carcinoma  of  the  vagina,  but  this 
was  used  as  a supplement  to  intravaginal 
radiation.  There  were  182  instances  where 
supervoltage  radiation  was  used.  The  major- 
ity of  the  patients  received  from  4,000  to 
5,000  roentgens  to  point  A.  One  hundred 
seventy-one  of  the  182  cases  received  more 
than  4,000  roentgens.  Of  the  total  cases,  165 
were  of  the  cervix.  All  of  the  17  cases  re- 
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treated  with  supervoltage  irradiation  were 
for  cervical  cancer. 


TABLE  2 S'JPERVOITAGE  IRRADIATION  WITH  COMPLICATIONS 


GAMMA  R TO  POINT  A OVARY  UTERUS 

5000  A 2 

4000-5000  3 

3000-4000 

last  "ion  3000  l 

RETREATED 

5 5 


CERVIX  VAGINA  CERVICAL  STUMP 

69  I 6 

e 

2 

2 

6 I 

87  I 7 


TOTAL 

82 


Table  2 depicts  the  number  of  cases  treated 
with  supervoltage  which  experienced  com- 
plications. There  were  105  cases  experiencing 
complications,  100  of  which  were  associated 
with  a dose  greater  than  4,000  roentgens. 

A total  of  212  complications  were  found  in 
the  105  patients  experiencing  complications, 
with  an  average  of  approximately  two  com- 
plications per  patient.  Vaginal  stenosis  ac- 
counted for  25%  of  the  complications,  diar- 
rhea 18.8%,  and  hemorrhagic  proctitis  18.1 
per  cent.  Along  with  these  three,  nausea  and 
vomiting,  urinary  urgency  and  frequency, 
and  rectal  tenesmus  completed  the  list  of 
most  common  complications.  Of  the  182  pa- 
tients, 105  exhibited  complications  for  a com- 
plication rate  of  57.6  per  cent.  There  were  139 
patients  who  received  5,000  roentgens,  and 
of  these,  82  had  some  complication.  Fifteen 
patients  received  4,000  to  5,000  roentgens 
and,  of  these,  11  had  some  complication. 
Supervoltage  was  used  in  20  cases  of  Stage  I 
epidermoid  carcinoma  of  the  cervix  with  com- 
plications seen  in  16  of  the  20  cases.  Seventy- 
one  cases  of  Stage  II  epidermoid  carcinoma 
were  treated,  with  complications  seen  in  42. 
There  were  14  cases  with  complications  in 
Stage  III  epidermoid  carcinoma  of  the  cervix 
out  of  34  cases.  There  were  seven  cases  of 
adenocarcinoma  of  the  cervix  treated  with 
supervoltage  and  complications  were  seen  in 
four. 


table  5 


MINOR  GI-GU  TRACT  COMPLICATIONS 


initial  n a v 

SEVERE  N|y 
MILO  OiARRmEA 
SEVERE  OiARRmEA 
■ECTAi  TENESMUS 

URinaRy  TREOUENCY 
URGENCY 


5000*  4000-5000  • 3000-4000"  < 3000"  "ETRCATC0 


l*  4 |2 


The  complications  must  be  divided  into 
minor,  less  significant  complications,  and 
major  and  even  debilitating  complications. 
Table  3 lists  the  minor  GI  tract  and  GU  tract 
complications.  It  is  noted  that  again  most  of 
the  complications  occurred  in  those  cases 
receiving  more  than  4,000  roentgens  super- 
voltage. The  most  frequently  occurring  minor 
complication  was  a mild  diarrhea  which  was 
generally  controlled  by  paregoric  and  Kao- 
pectate.  Seven  patients  experienced  a severe 
diarrhea,  and  25  patients  experienced  nausea 
and  vomiting  to  some  extent  during  therapy. 
It  will  be  noted  that  rectal  tenesmus  and 
urinary  frequency  and  urgency  are  common 
complaints  during  therapy. 

Grouped  in  Table  4 are  miscellaneous  com- 


TABLE  4 MISCELLANEOUS  COMPLICATIONS 

5000  R 4000-5000"  3000-4000"  <3000"  RETREATED 

VAGINAL  STENOSIS  46  7 II 

ANEMIA  (nol  from  blood  lost)  6 I 

RAOIATiON  NECROSIS  5 I 

FIBROSIS  ABDOMINAL  WALL  3 I I 

ACTIVATION  PIO  I 

OSTEOPOROSIS  I 

TRANSVERSE  MYELITIS  0 


plications  consisting  of  several  minor  as  well 
as  some  rather  severe  complications.  Vaginal 
stenosis  occurred  in  55  patients  out  of  105 
who  experienced  complications.  All  but  one 
case  of  vaginal  stenosis  occurred  in  patients 
receiving  more  than  4,000  roentgens.  Radia- 
tion necrosis  occurred  in  six  cases  and  fibrosis 
of  the  abdominal  wall  in  five  cases.  It  should 
be  noted  that  there  were  no  cases  of  sub- 
cutaneous lignification  experienced  in  this 
series.  We  are  fortunate  in  that  we  have  seen 
no  cases  of  transverse  myelitis  associated  with 
supervoltage  to  date,  and  such  cases  should 
never  be  seen  with  x-ray  directed  to  the  pel- 
vis. 

There  were  171  patients  which  received 
more  than  4,000  roentgens  by  supervoltage. 
One  hundred  of  these  experienced  complica- 
tions. Of  these  100  cases,  95  instances  of 
severe  complications  occurred.  This  is  shown 
in  Table  5.  Of  course,  more  than  one  com- 
plication has  been  seen  in  the  same  patient. 
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TABLE  5 


SEVERE  COMPLICATIONS  WITH  3- 4000  R 
(includes  coses  retreateo) 

TOTAL  OF  100  CASES 


HEMORRHAGIC  proctitis 
hemorrhagic  cystitis 

RECTAL  STRICTURE 
RADIATION  NECROSIS 
VAGINAL  STENOSIS 


29 


54 


Hemorrhagic  proctitis  occurred  29  times  in 
this  group.  This  is  a debilitating  complication 
frequently  requiring  multiple  blood  trans- 
fusions. Hospitalization  is  required  on  occa- 
sion. This  has  been  shown  to  last  for  months 
and  even  into  years.  Rectal  stricture  was  seen 
four  times.  Hemorrhagic  cystitis  occurred 
three  times. 

It  is  also  of  interest  to  evaluate  the  num- 
ber of  months  after  therapy  that  these  com- 
plications generally  appeared.  From  Table  6 
it  will  be  noted  that  most  of  the  complications 
have  occurred  during  therapy,  with  some 
complications  appearing  as  late  as  two  years 
after  therapy.  Again,  the  direct  relationship 
between  total  dosage  of  radiation  and  com- 
plications is  noted. 


TABLE  6 MONTHS  AFTER  THERAPY  THAT  COMPLICATIONS  APPEARED 


4000-5000  R 5000- 4000  R 


OURING  Therapy 
Cl  MONTH 
I- 5 MONTHS 

5 - G MONTHS 

6 MONTHS  - I YEAR 
I-  2 YEARS 

NOT  COOEO 


Through  the  use  of  supervoltage  the  skin 
is  spared  to  a considerable  degree,  but  it  is 
still  possible  to  cause  rather  extensive  skin 
damage  with  supervoltage.  Apparently  this 
is  most  apt  to  happen  when  the  skin  over  the 
sacral  area  has  been  the  focus  of  cross  fire 
from  multiple  pelvic  ports  or  either  straight 
posterior  ports  with  a pre-existing  but  pre- 
viously unrecognized  pilonidal  sinus  which 
perhaps  has  become  infected  with  extensive 
breakdown  in  radiated  skin.  We  have  seen 
two  cases  of  sacral  slough,  and  this  poses  a 
very  perplexing  problem.  The  subcutaneous 
tissue  is  known  to  receive  the  maximum  tissue 
dosage  with  the  2 MeV  machine;  but  skin 
tolerance  to  the  supervoltage  machine  per- 


mits deeper  and  greater  dosages  to  the  tumor 
area  which,  until  the  advent  of  supervoltage, 
was  limited  by  skin  tolerance  to  the  ortho- 
voltage machine. 

Acute  cystitis,  like  proctitis,  is  a necessary 
complication  of  supervoltage  therapy  and 
usually  does  no  harm  to  the  patient  other  than 
causing  considerable  discomfort  which  at 
times  may  prove  very  difficult  to  control. 
There  have  been  cases  of  late  damage  to  the 
bladder  such  as  mucosal  atrophy  or  telangi- 
ectasia with  severe  bleeding  following  super- 
voltage radiation,  but  this  has  not  been  ex- 
perienced in  our  series.  A mild  cystitis,  and 
in  some  cases  a mild  hematuria,  will  be  noted 
in  a high  percentage  of  cases  treated  by 
supervoltage,  but  severe  hemorrhagic  cysti- 
tis, which  can  occur,  is  a hazardous  complica- 
tion requiring  multiple  blood  transfusions  for 
up  to  one  year  post-therapy.  These  on  occa- 
sion progress  to  vesicovaginal  fistulae.  Accord- 
ing to  Corscaden1  the  urinary  epithelium  is 
less  susceptible  to  x-ray  than  is  the  recto-sig- 
moid area. 

The  epithelial  cell  of  the  intestine  is  one 
of  the  most  radio  sensitive  cells  in  the  bodv. 
The  process  of  proctitis  actually  starts  as  an 
enterocolitis  characterized  by  nausea  and 
vomiting,  diarrhea,  blood  in  the  stool  and 
perhaps  a degree  of  prostration.  These  symp- 
toms are  detected  early  in  the  course  of  ther- 
apy or  perhaps  in  the  immediate  post-therapy 
period,  and  these  are  thought  to  be  due  to 
the  specific  effect  of  irradiation  upon  the  in- 
testinal mucosa. 

Nerve  tissue  generally  poses  no  problem 
in  that  no  damage  is  expected.  The  occasional 
case  of  transverse  myelitis  which  appears  in 
the  literature  is  said  to  occur  if  the  spinal 
cord  dosage  of  supervoltage  reaches  5,000 
roentgens  in  a period  of  five  weeks.  This  has 
not  been  experienced  in  this  series. 

It  is  not  uncommon  to  see  a subcapital 
fracture  in  the  hip  but  it  is  assumed  that 
proper  technique  should  avoid  this  in  that 
bone  poses  no  problem  in  supervoltage  radia- 
tion. 

By  use  of  proper  psychologic  handling  of 
these  patients  as  well  as  the  maintenance  of 
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an  adequate  food  and  fluid  intake,  the  fre- 
quently associated  systemic  roentgen  reaction 
or  roentgen  sickness  is  allayed.  This  can  gen- 
erally be  controlled  by  pyridoxine  and 
Dramamine,  but  it  is  felt  that  the  most  favor- 
able prophylactic  factor  is  the  use  of  proper 
psychologic  handling  of  these  patients. 

Cases  of  blood  changes  in  patients  treated 
with  supervoltage  have  been  reported,  but 
this  should  not  be  frequent  because  of  the 
relatively  small  volume  of  bone  marrow  which 
is  irradiated  in  pelvic  irradiation. 

It  will  be  noted  that  there  were  17  cases 
retreated  with  a high  complication  rate.  We 
should  remember  that  a tumor  resistent  to 
a 200  Kv  machine  will  be  resistent  also  to  a 
2 MeV  machine  provided  the  same  depth 
dosage  of  radiation  is  given.  Ralston  Pater- 
son2 demonstrated  in  patients  with  carcinoma 


of  the  cervix  uteri  that  the  peak  survival  rate 
resulted  when  the  tumor  dose  at  point  A was 
8,000  roentgens.  By  increasing  the  dosage, 
survival  rate  fell  and  likewise,  by  decreasing 
the  dosage  the  survival  rate  fell. 

At  the  present  time  the  five  year  survival 
rate  of  our  patients  treated  only  by  super- 
voltage has  not  been  tabulated.  A goodly 
number  of  the  patients  in  this  present  dis- 
cussion have  had  intra-cavitary  radiation  as 
well  as  supervoltage  radiation  and  a small 
percentage  of  these  patients  have  had  surgery 
as  well  as  radiation.  This  discussion  is  given 
to  emphasize  the  frequency  and  severity  of 
complications  that  are  directly  associated 
with  supervoltage  therapy,  and  in  essence  is 
a brief  summary  of  our  experience  using  this 
supervoltage  machine  at  the  Medical  College 
Hospital. 
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Grouped  psychotherapy  for  parents  of  disturbed 
children,  by  Al  B.  Harley,  \1.  D.  (Charleston)  Men- 
tal Hospitals,  V.  14:  14-19,  (January,  1963.) 

It  has  been  evident  in  working  with  disturbed 
children  that  many  times  the  disorder  apparent  in 
the  child  is  actually  a symptom  of  pathology  in  the 
child’s  environment.  The  essential  elements  of  this 
environment  for  a child  is  usually  the  parents.  Witli 
this  approach  in  mind,  two  groups  of  parents  were 
seen  in  group  psychotherapy  at  weekly  intervals.  The 
purpose  for  doing  this  was  two-fold,  namely  to  learn 
what  the  disorder  in  the  family  group  had  led  to 
the  child’s  difficulty  and  also  to  assist  in  the  treat- 
ment and  eventual  recovery  of  the  child.  The  general 
content  of  the  sessions  is  discussed  and  implications 
are  made  as  to  their  dynamic  significance. 

The  experience  gained  in  the  group  implied  that 
improvement  in  the  parents  in  therapy  reflected  it- 
self by  improvement  in  the  child,  therefore,  it  ap- 
pears that  in  the  psychiatric  treatment  of  children, 
the  simultaneous  treatment  of  parents  is  highly  de- 
sirable if  not  essential. 


Cerebellar  ataxia,  congenital  cataracts,  and  re- 
tarded somatic  and  mental  maturation,  by  Milton 
Alter,  M.  D.,  O.  R.  Talbert,  M.  D.,  and  George 
Croffead,  M.  D.  (Charleston)  Neurology  12:836- 
847,  Dec.  1962. 

The  cases  of  4 patients  with  the  Marinesco-So- 
jogren  syndrome,  an  extremely  rare  heredo-degenera- 
tive  disorder,  are  presented.  The  clinical  features  of 
cases  previously  described  are  analyzed.  Salient  fea- 
tures of  this  disorder  include  cerebellar  ataxia,  con- 
genital cataracts,  and  retarded  mental  and  physical 
maturation.  In  addition,  skeletal  anomalies  are 
usually  observed.  Pyramidal  signs  or,  alternatively, 
areflexia  may  be  present  and  muscle  atrophy  has 
been  noted,  especially  in  older  patients.  This  con- 
dition is  inherited  as  a simple  autosomal  recessive 
trait  and  is  compatible  with  a reasonable  life  span. 
The  cases  in  this  report  represent  the  first  to  be  de- 
scribed in  Negroes  and  the  first  reported  from  the 
United  States.  A descriptive  label  for  the  condition 
is  “hereditary  oligophrenic  cerebello-lental  degenera- 
tion.” 
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DERMATOLOGICAL  DON’TS 

Kathleen  Riley,  M.  D. 
Department  of  Dermatology 

Case  #10 — Bullous  Erythema  Multiforme 
from  phenolphthalein 

Colored,  Male,  age  28 

HISTORY 

Ten  days  previously  the  patient  noticed  a sore  in  his 
mouth. 

Within  the  next  24  hours  he  developed  other  mouth 
lesions,  genital  sores  and  blisters  over  his  arms 
and  legs  associated  with  malaise. 

The  bullae  progressed  to  cover  large  areas  of  his 
body  and  he  was  acutely  ill. 

Past  history  was  negative,  he  had  been  healthy  all  of 
his  life  except  for  constipation. 

He  had  taken  Feen-A-Mint  for  several  years  twice  a 
week.  Other  drug  history  was  negative. 

PHYSICAL  EXAMINATION 

The  patient  was  acutely  ill. 

The  lips  were  swollen  with  large,  denuded  areas, 
some  being  hemorrhagic  in  the  mouth,  on  the 
tongue  and  lips. 

The  penis  showed  tender  crusted  denuded  annular 
lesions. 

Over  the  trunk  and  extremities  were  multiformed, 
erythematous,  macular,  and  wheal-like  lesions, 
interspersed  with  small  bullae  unruptured  and 
large  denuded  ruptured  bullae.  Some  were 
hemorrhagic  and  crusted. 

Temperature  was  103°  F. 

CBC  showed  leucocytosis  and  eosinophilia. 

Urinalysis  was  negative. 


DIAGNOSIS 

BULLOUS  ERYTHEMA  MULTIFORME 

TREATMENT 

Don’t 

1.  Don’t  forget  to  consider  in  the  diagnosis,  pemphi- 
gus or  bullous  dermatitis  herpetiformis. 


2.  Don't  forget  to  get  drug  history. 

3.  Don’t  forget  there  is  a variant  of  bullous  erythema 
multiforme  called  Stevens- Johnson  syndrome 
which  produces  rhinitis  and  acute  conjunctivitis. 
This  may  have  a more  serious  prognosis  than  the 
type  caused  by  a drug  which  is  a self-limiting  dis- 
ease of  six  to  eight  weeks. 

4.  Don’t  treat  conservatively. 

5.  Don’t  neglect  good  local  care,  especially  for  the 
mouth. 


Do 

1.  Do  use  systemic  steriods,  starting  with  large  doses 
varying  from  60  mg.  to  120  mg.  of  prednisone  or 
prednisolone  equivalent. 

2.  Do  give  adequate  analgesics  as  indicated. 

3.  Do  maintain  fluid  balance. 

4.  Do  clean  all  lesions  with  aqueous  Zephiran  or  if 
possible  starch  ( or  Aveeno ) baths. 

5.  Do  apply  Neosporin  ointment  or  Vioform  cream 
to  open  lesions. 

6.  Do  clean  mouth  every  few  hours  with  diluted 
peroxide  or  1 /10,000  aqueous  Zephiran. 

7.  Do  use  mucous  membrane  anesthesia  such  as 
local  Pyribenzamine  or  Benadryl  so  the  patient  can 
eat  more  comfortably. 

8.  Do  warn  patient  on  discharge  against  all  phenol- 
phthalein laxatives.  The  best  way  is  to  give  him 
a list  of  laxatives  he  can  safely  take. 
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Conferences  conducted  by  the  American  Medi- 
cal Association  are  always  thoughtfully  conceived, 
thoroughly  prepared  and  well  executed;  the  recent  two 
day  “work  shop”  held  in  Chicago  May  18th  and  19th 
on  AMPAC  was  no  exception.  Representatives  were  on 
hand  from  49  states,  and  four  South  Carolinians  were  in 
attendance  — Harrison  Peeples,  Joel  Wyman,  Jack 
Meadors  and  myself.  The  program  covered  many  aspects 
of  the  activities  of  Political  Action  Committees,  both  on 
national  and  state  levels,  and  was  particularly  helpful 
to  all  of  us  interested  in  the  South  Carolina  Committee, 

SCALPEL. 

SCALPEL  is  a voluntary  organization  for  the  education  of  interested  individuals  in  all 
phases  of  active  mature  participation  in  practical  politics.  Contributions  by  individuals  are 
never  tax  deductible  items,  but  funds  from  these  sources  are  used  exclusively  for  political 
purposes.  Contributions  from  corporations  cannot  be  used  in  this  way,  but  such  funds  can  be 
used  for  educational  and  organizational  expenses,  so  that  individual  contributions  are  freed 
for  purely  political  purposes. 

Such  an  organization  of  individuals  is  a necessity  because  of  the  fact  that  corporations  as 
such  cannot  take  active  part  in  political  activities.  This  means  that  neither  the  American  Medi- 
cal Association  nor  the  South  Carolina  Medical  Association  can  engage  in  or  spend  money  in 
this  way  and  because  of  this  fact  the  voluntary  unincorporated  association  such  as  SCALPEL 
has  come  into  being. 

It  is  to  be  stressed  that  the  activities  of  SCALPEL  are  bi-partisan,  and  its  membership  in- 
cludes both  Democrats  and  Republicans.  However,  it  is  obvious  that  when  a candidate  for 
public  office  is  chosen  and  thought  to  be  suitable  for  support,  efforts  in  behalf  of  this  candi- 
date will  be  distinctly  and  intensively  partisan,  regardless  of  party. 

It  is  to  be  noted  that  neither  state  or  national  Political  Action  Committees  take  part  in 
national  politics  but  their  efforts  are  directed  solely  to  the  support  of  candidates  from  con- 
gressional districts,  and  occasionally  on  a state-wide  basis.  It  has  been  said  that  “power  is 
where  the  law  makers  are  made  — not  where  the  laws  are  made”  and  this  means  active  sup- 
port of  suitable  candidates  in  the  primary  elections.  In  the  1962  elections,  Political  Action 
Committees  were  successful  in  70%  of  the  districts  in  which  an  effort  was  made. 

An  air  of  enthusiasm  prevaded  the  entire  conference,  and  addresses  were  heard  from 
national  officers  of  both  parties.  It  is  rather  significant  that  the  National  Association  of  Manu- 
facturers has  seen  the  success  of  Political  Action  Committees,  and  is  organizing  a similar  group 
within  their  membership. 

Many  of  the  phases  of  practical  political  ativity  are  much  better  carried  out  by  women 
than  by  men,  and  their  membership  should  be  more  than  welcome.  Door  to  door  visitation, 
distribution  of  printed  material,  the  answering  of  questions,  and  the  routine  chores  connected 
with  a political  campaign  are  not  only  better  handled  by  women,  but  a busy  practitioner  of 
medicine  would  simply  not  have  the  time  for  this  type  of  routine  work.  Hence,  we  should  en- 
courage their  active  membership  and  participation. 

I would  urge  all  members  of  the  Association  to  consider  membership  in  SCALPEL,  and 
this  is  indeed  small  insurance  for  our  way  of  life. 


Robert  Wilson,  M.  D. 
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Architectural  Barriers 

For  some  time  many  people  concerned  with 
the  welfare  of  handicapped  people  have  felt 
that  arrangement  should  be  made  for  them  for 
easier  access  into  public  buildings,  and  that 
some  special  provisions  should  be  made  to 
reduce  their  difficulties  inside  such  buildings. 
On  May  7 a bill  was  made  law  providing  that 
within  South  Carolina  tax-supported  build- 
ings should  in  the  future  be  designed  to  pro- 
vide ready  access  to  the  physically  handi- 
capped. South  Carolina  is  the  first  state  in  the 
nation  to  pass  such  comprehensive  legislation. 

Credit  for  the  promotion  of  the  bill  and  the 
accomplishment  of  the  act  must  be  given  to 
the  South  Carolina  Society'  for  Crippled  Chil- 
dren and  Adidts,  which  has  worked  hard  to 
accomplish  its  desire  to  make  life  easier  for 
the  handicapped  person.  The  legislation  was 
passed  without  opposition.  The  medical  pro- 
fession should  feel  proud  of  the  Society  which 
can  interest  itself  in  this  type  of  betterment 
and  can  succeed  in  accomplishing  its  purpose. 


United  We  Fall 

Just  as  the  Annual  Meeting  at  Myrtle  Beach 
opened,  there  appeared  in  the  Columbia  State 
a report  which  said  in  effect  that  there  was  a 
tremendous  struggle  in  the  Association  be- 
tween the  “Old  Guard”  and  the  younger  mem- 
bers over  the  matter  of  election  of  a president- 
elect. The  article  implied  that  unpleasantness 
might  develop  at  the  meeting  and  that  a 
“fight"  would  be  likely  to  come  about,  with  a 
resulting  “split”  in  the  Association.  Along 
with  these  inaccuracies,  it  also  credited  the 
Association  with  a membership  of  5,000,  a 
somewhat  bloated  figure. 

Undoubtedly  any  member  of  the  Associa- 
tion (and  obviously  the  information  on  which 
this  article  was  based  must  have  come  from 
some  member  of  the  Association)  has  a right 
to  express  his  own  thoughts  and  convictions 


about  what  is  going  on.  However  much  this 
may  gratify  him,  it  serves  only  to  present  to 
the  public  a picture  of  discord  and  unrest  in 
the  Association  at  a time  when  a unified  front 
is  extremely  important  in  our  effort  to  con- 
vince the  public  that  our  political  position  is 
correct.  The  source  of  the  information  pro- 
vided to  the  press  has  not  been  determined. 
The  article  was  an  unfortunate  one  which  was 
built  on  an  entirely  unwarranted  assumption 
and  could  do  no  possible  good  to  anyone. 


New  Chairman  of  Council 


I 


Dr.  A.  F.  Burnside 
was  elected  chair- 
man of  Council  at 
the  Annual  Meeting 
at  Myrtle  Beach. 

Dr.  Burnside  was 
born  in  1897  at 
Lykesland,  South 
Carolina.  He  re- 
ceived his  A.B.  de- 
gree from  Wofford  College,  and  graduated 
from  the  Medical  College  of  South  Carolina 
in  1923,  thereafter  serving  an  internship  at  the 
Columbia  Hospital  and  a residency  at  the 
Baptist  Hospital  in  Columbia.  In  later  years 
he  has  served  as  Chief  of  Staff  at  the  Colum- 
bia and  Providence  Hospital,  Chief  of  Sur- 
gery at  these  hospitals  and  the  Baptist  Hos- 
pital. He  has  been  a very  active  member  of 
the  Columbia  Medical  Society  and  has  held 
many  offices  including  the  presidency. 

Dr.  Burnside  has  contributed  a number  of 
articles  to  medical  literature.  He  has  been  a 
member  of  the  Board  of  Trustees  of  the  Medi- 
cal College  since  1931,  and  he  is  a member  of 
the  Southeastern  Surgical  Congress,  and  the 
American  College  of  Surgeons,  International 
College  of  Surgeons  and  the  Southern  Medi- 
cal Association  as  well  as  of  his  local  medical 
organizations. 
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History  of  The  Woman’s  Auxiliary 

Our  active  Auxiliary  has  produced  a history 
of  its  career  since  its  origin  in  1923.  Ably  pre- 
pared by  Mrs.  Leon  Banov,  Jr.,  it  is  agreeably 
written  and  printed,  and  a credit  to  its  editor. 
It  recounts  the  activities  of  the  Auxiliary  in 
the  many  fields  which  have  interested  this 
valuable  organization,  such  as  annual  physical 
examinations,  the  Marion  Sims  memorial,  stu- 
dent loan  funds,  health  education,  assistance 
in  many  drives,  particularly  the  effort  against 
the  King-Anderson  bill,  and  many  others.  This 
pleasing  booklet  is  well  worth  reading  by  our 
Association  members. 


Highway  Safety 

At  its  last  Annual  Meeting  the  Association 
went  on  record  as  endorsing  active  efforts  to 
promote  highway  safety  and  to  reduce  our 
very  high  death  rate  in  the  state.  South  Caro- 
lina’s rate  is  7.6  per  hundred  million  miles,  just 
about  the  highest  in  the  whole  country.  In  the 
past  year  760  persons  were  killed  on  the  high- 
ways and  15,000  were  injured.  Based  on  cold 
calculations  of  economic  loss,  this  comes  to 
about  $35,000,000  a year.  While  unavoidable 
accidents  must  be  considered,  all  evidence 
points  to  the  fact  that  87%  of  the  results  were 
caused  by  the  failings  of  the  drivers,  rather 
than  mechanical  difficulties  or  highway  condi- 
tions. Increasing  age  seems  to  offer  some  in- 
creasing attention  to  careful  driving;  the  high- 
est incidents  occurred  with  drivers  between 
the  ages  of  16  and  34. 

The  selfish  concern  of  a small  minority  of 
people  who  fear  that  they  or  their  families  will 
be  excluded  from  the  highways  because  of 
inability  to  drive  properly  apparently  has  been 
the  reason  for  expressed  opposition  against  the 
bill  introduced  to  provide  for  reexamination 
of  drivers.  These  people  are  concerned  only 
with  their  own  interests,  and  obviously  impose 
a tremendous  risk  on  the  driving  public.  They 
have  been  very  vocal  and  have  produced  a 
barrage  of  letters  and  propaganda  against 
passage  of  the  bill.  Certainly  there  will  be  no 
lessening  of  the  death  and  accident  rate  until 
the  irresponsible  and  unfit  driver  can  be  re- 
moved from  the  highways. 

It  should  be  the  obligation  of  the  voters  in 


every  community  to  work  upon  their  legisla- 
tive delegations  to  promote  proper  measures 
for  the  reduction  of  a preventable  mortality 
and  to  making  the  highways  less  hazardous. 

John  M.  Pratt,  M.  D. 

Dr.  John  M.  Pratt, 
newly  elected  Coun- 
cilor from  the  Fifth 
District,  was  b o r n 
June  16,  1912  at 
Hickory  Grove,  York 
County,  S.  C.  He  re- 
ceived his  B.  S.  de- 
gree from  the  Uni- 
v e r s i t y of  S.  C., 
1934,  and  his  M.  D.  degree  from  the  Medical 
College  of  South  Carolina,  1939.  He  was  an 
intern  at  Baker  Sanatorium  and  Columbia 
Hospital  and  later  on  the  staff  of  the  S.  C. 
State  Hospital.  He  served  in  the  Medical 
Corps,  U.  S.  Army  during  World  War  II  with 
the  rank  of  major  and  was  the  first  psy- 
chiatrist, Base  Hospital,  Continental  Europe. 

Throughout  World  War  II  he  was  Secretary’ 
of  the  Mediterranean  Neuro-Psychiatric  Asso- 
ciation. Following  the  war  he  was  the  original 
director  for  the  Mental  Hygiene  Clinic, 
Spartanburg.  For  the  past  16  years  he  has 
been  in  general  practice,  including  neuro- 
psychiatry, at  York. 

He  is  past  president  of  the  York  Rotary 
Club,  the  York  County  Medical  Society,  the 
Crustbreakers  Club,  the  District  Gamecock 
Club,  and  past  Chief  of  Staff,  Divine  Saviour 
Hospital,  York.  At  present  he  is  a member  of 
the  Board  of  Trustees  of  the  Medical  College, 
vice-president  of  the  Alumni  Association  of 
the  Medical  College,  medical  representative 
of  the  Upper  State  Appeal  Board  of  the 
Selective  Service,  Surgeon  of  the  Southern 
Railway  Co.,  a member  of  the  Maternal 
Health  Committee  of  the  State  Medical  Asso- 
ciation, a member  of  the  A.A.G.P.  and  the 
A.P.A.,  the  York  County  Medical  Society,  S.  C. 
Medical  Association,  and  A.M.A.  He  is  an 
elder  of  the  A.  R.  Presbyterian  Church,  York, 
and  a Shriner.  He  is  married  to  Dorcas 
Cromer  of  Blacksville,  S.  C.  and  has  four  chil- 
dren. 
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MINUTES  OF  COUNCIL  MEETING 
MAY  7,  1963 


The  first  session  of  Council  in  conjunction  with 
the  1 15th  annual  session  of  the  South  Carolina  Medi- 
cal Association  was  held  on  Tuesday,  May  7,  1963 
at  9:00  A.  M.  in  the  Woodside  Room  of  the  Ocean 
Forest  Hotel,  Myrtle  Beach,  South  Carolina. 

Dr.  A.  F.  Burnside,  Vice-Chairman  of  Council, 
called  tile  meeting  to  order.  A moment  of  silent  prayer 
was  observed  in  memory  of  Dr.  John  Brewer,  de- 
ceased Chairman.  Those  members  present  included 
tlie  following:  Dr.  James  H.  Gressette,  President;  Dr. 
Robert  Wilson,  President-Elect;  Dr.  Samuel  E.  Miller, 
Vice-President;  Dr.  J.  Howard  Stokes,  Treasurer;  Dr. 
J.  I.  Waring,  Editor  of  Journal;  Mr.  M.  L.  Meadors, 
Executive  Secretary;  Dr.  George  Dean  Johnson  and 
Dr.  Joseph  P.  Cain,  Jr.,  Delegates  to  the  A.  M.  A.; 
Dr.  J.  Arthur  Siegling,  President,  South  Carolina 
Medical  Care  Plan;  and  Dr.  Ben  N.  Miller,  Secretary. 
The  following  Councilors  were  present:  Dr.  Clay  W. 
Evatt,  1st  District;  Dr.  A.  F.  Burnside,  2nd  District; 
Dr.  C.  J.  Scurry,  3rd  District;  Dr.  John  P.  Booker, 
4th  District;  Dr.  William  L.  Perry,  6th  District;  Dr. 
Norman  O.  Eaddy,  7th  District;  Dr.  Joseph  D. 
Thomas,  8th  District;  Dr.  John  M.  Fleming,  9th 
District. 

On  unanimous  consent  Dr.  Burnside  was  asked  to 
act  as  Chairman  throughout  the  sessions  until  after  the 
election  ol  officers  bv  the  House  of  Delegates  and 
subsequent  re-organization  of  Council. 

The  previous  Minutes  of  Council  had  been  pub- 
licized and  were  adopted  without  further  review. 

Dr.  Lawson  Bowling,  South  Carolina  State  Hospital, 
appeared  representing  Dr.  W.  P.  Beckman,  Director, 
South  Carolina  Mental  Health  Commission.  He  re- 
quested Council  to  endorse  a long-range  study  plan 
on  mental  health.  Dr.  Bowling  indicated  that  this 
studv  had  gotten  underway  in  April,  1963,  and  should 
be  culminated  in  June,  1964. 

This  study  should  not  necessitate  additional  per- 
sonnel except  for  certain  specialists  in  the  field  of  in- 
vestigation of  mental  sickness.  The  overall  cost  is  to 
be  shared  by  the  state  with  federal  matching  funds. 
The  emphasis  is  to  be  placed  on  utilization  of  local 
facilities  in  the  treatment  of  the  mentally  ill. 

Dr.  Gressette  moved  that  Dr.  Bowling’s  report  be 
referred  to  the  Committee  on  Public  Health  so  that 
it  could  be  viewed  in  the  light  of  Dr.  Galloway’s  re- 
port, South  Carolina  Medical  Association  Committee 
on  Mental  Health  Legislation.  The  motion  was 
seconded  by  Dr.  Eaddy,  put,  and  carried. 

Dr.  Harrison  Peeples  representing  SCALPEL  was 
introduced  next,  and  he  requested  that  Council  allow 
a maximum  of  twenty  minutes  on  the  general  program 
for  the  presentation  of  SCALPEL’s  filmstrip.  He  also 
requested  permission  to  distribute  badges  and  litera- 
ture regarding  the  work  ot  his  organization.  Dr.  Eaddy 
moved,  Dr.  Gressette  seconded  the  motion,  that  the 
program  time  and  other  requests  be  permitted.  This 
was  put  and  carried  in  the  affirmative. 


Mr.  Ellis  C.  MacDougall,  Director  of  the  State  of 
South  Carolina  Department  of  Correction,  presented 
plans  for  purchasing  blood  plasma  from  prisoners. 
This  is  to  be  on  a voluntary  basis  with  the  remunera- 
tion going  to  the  prisoners  and  to  the  rehabilitation 
fund.  Dr.  Stough  of  the  Stough  Wisdom  Company  of 
McAlister,  Oklahoma  appeared  to  describe  the  pro- 
cedure by  which  blood  is  withdrawn  and  how  under 
refrigeration  the  cells  are  separated,  resuspended  in 
saline  and  given  back  to  the  patient.  The  plasma  is 
used  for  the  preparation  of  by-products  by  commercial 
companies.  The  motion  was  offered  by  Dr.  Joe  Cain, 
seconded  by  Dr.  Booker,  to  appoint  a committee  of 
knowledgeable  men  to  formulate  opinions  and  give 
this  information  to  Mr.  MacDougall.  This  technical 
information  covering  the  plasma  program  would  con- 
stitute an  endorsement  in  principle  and  an  opinion. 
This  motion  was  carried  in  the  affirmative. 

On  the  report  of  the  President  to  Council,  Dr. 
Gressette  reported  on  a series  of  events  as  follows: 

Dr.  Groom  had  communicated  with  Dr.  Gressette 
indicating  that  he  would  like  support  of  Council  in 
spirit  as  well  as  financial  support  in  carrying  out  the 
medical  television  teaching  program.  Dr.  Bob  Wilson 
indicated  that  in  his  report  he  would  request  that  a 
committee  on  postgraduate  education  be  formulated 
by  the  South  Carolina  Medical  Association;  and  after 
considerable  discussion  it  was  decided  to  wait  until 
after  the  report  of  the  House  of  Delegates’  special 
committee,  “To  Study  Medical  Education  and  All 
State  Agencies  Having  Medical  Advisory  Committees.” 
Council  will  take  action  after  this  is  reported  to  the 
House  of  Delegates. 

Dr.  Gressette  reported  a request  by  medical  stu- 
dents for  resolutions  from  Council  endorsing  increased 
stipends  for  interns  and  residents.  On  motion  by  Dr. 
Johnson  and  duly  seconded.  Council  voted  to  refer 
this  to  the  Committee  on  Medical  Education  for  Hos- 
pitals. This  was  put  and  carried.  An  additional  request 
by  the  medical  students  was  that  Council  appropriate 
from  the  general  funds  of  the  Association  the  amount 
of  one  hundred  dollars  to  pay  the  expense  of  mem- 
bership in  the  Student  A.M.A.  This  motion  was 
placed  by  Dr.  Johnson,  seconded,  put  and  carried, 
granting  this  request. 

On  Dr.  Gressette’s  suggestion  Dr.  Fleming  moved, 
seconded  by  Dr.  Eaddv,  that  the  South  Carolina  Med- 
ical Association  Advisory  Committee  to  the  South 
Carolina  Industrial  Commission  be  made  a per- 
manent committee.  This  was  put  and  carried. 

Dr.  Gressette  reported  on  the  joint  meeting  of  doc- 
tors and  lawyers  recently  held.  He  commented  on  the 
excellence  of  the  meeting  and  suggested  that  such  a 
joint  conference  should  be  held  every  three  to  four 
years.  He  further  stated  that  the  published  Lawyer- 
Doctor  Code  of  Ethics  should  be  restudied  and  if 
necessary  be  revised  and  then  re-affirmed  by  both 
professions. 
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Dr.  Gressette  reported  on  pending  legislation  re- 
garding the  re-examination  and  re-registration  of 
drivers  in  South  Carolina.  Apparently  this  bill  is  ade- 
quate and  satisfactory. 

Dr.  Gressette  further  remarked  on  the  matter  of  in- 
spection of  nursing  homes  and  the  possibility  of 
creating  a committee  of  the  South  Carolina  Medical 
Association  to  work  with  groups  in  this  area.  It  was 
commented  that  the  A.M.A.  Joint  Commission  on 
Hospital  Accreditation  had  turned  down  the  task  of 
making  such  inspections.  It  was  further  commented 
that  the  State  Board  of  Health  was  doing  an  excel- 
lent job  of  inspection  and  licensing.  Dr.  Cain  com- 
mented on  the  idea  that  when  an  agency  or  a com- 
mission asked  for  a medical  advisory  committee  from 
the  South  Carolina  Medical  Association  this  should 
be  furnished.  No  definite  action  was  taken. 

Dr.  Cressette  next  reported  on  a meeting  with  the 
Governor’s  Committee  on  Nursing  Education.  Dr. 
Gressette  moved,  seconded  bv  Dr.  Samuel  Miller,  that 
the  President  of  the  South  Carolina  Medical  Associa- 
tion appoint  a Committee  on  Nursing  Education  to 
guide  and  direct,  for  the  betterment  of  patient  care. 
This  motion  was  put  and  carried.  As  discussion,  not  a 
part  of  the  motion,  Dr.  Joe  Cain  suggested  that  the 
medical  members  of  the  Board  of  Nursing  Examiners 
report  to  the  South  Carolina  Medical  Association 
Council  at  regular  intervals. 

Dr.  Perry  moved,  and  it  was  seconded,  that  Dr. 
Gressette  be  made  Chairman  of  the  Committee  on 
Nursing  Education  of  the  South  Carolina  Medical 
Association.  This  was  put  and  carried. 

The  President-Elect,  Dr.  Bob  Wilson,  reported  to 
Council  and  reiterated  a remark  that  he  had  made 
earlier  in  the  meeting  on  the  advisability  of  establish- 
ing a Committee  of  the  South  Carolina  Medical  Asso- 
ciation on  Postgraduate  Medical  Education.  He  com- 
mented on  the  permanent  home  fund  indicating  that 
the  possible  purchase  of  real  estate  should  be  made 
with  the  view  in  the  future  of  permanent  construc- 
tion. He  felt  that  Council  should  have  yearly  reports 
from  this  fund  and  progress  of  the  plan.  Dr.  Wilson 
further  reported  on  misleading  advertisements. 

Dr.  Eaddy  moved,  and  it  was  duly  seconded,  that 
Dr.  Wilson’s  report  be  received  as  information. 

iDr.  Howard  Stokes  next  presented  the  Treasurer’s 
report.  This  was  sent  to  all  members  of  Council  on 
April  26,  1963  and  is  quoted  in  full  as  follows: 

Enclosed  is  a statement  of  the  revenue  and  ex- 
penses of  the  Association  for  the  year  1962.  You  will 
note  that  the  total  expense,  $78,390.99,  exceeded  our 
total  revenue,  $74,288.32,  by  $4,102.58.  Following 
our  usual  custom,  the  interest,  $5,435.33,  was  re-in- 
vested, so  that  this  amount  was  not  available  for  pay- 
ment of  current  expense.  This,  added  to  the  deficit  of 
$4,102.58,  amounts  to  a total  of  $9,537.91,  reflecting 
the  minus  position  of  our  cash  account  for  the  past 
year’s  operations. 

You  will  recall  that  in  January,  1962,  we  withdrew 
$5,000.00  from  the  account  in  the  Savings  and  Loan 
Association  to  pay  obligations  incurred  in  1961  and 


to  complete  payment  of  that  year’s  expenses.  The 
amount  was  replaced  in  the  savings  account  a few 
months  later,  in  May,  from  1962  receipts.  Then,  in 
December,  pursuant  to  Council’s  authorization  at  the 
October  meeting,  a bank  loan  of  $10,000.00  was  ob- 
tained to  complete  the  year’s  operation.  Half  of  the 
amount — $5,000.00 — has  been  repaid  and  the  bal- 
ance will  be  repaid  before  the  Annual  Meeting  next 
month. 

It  is  certain,  however,  that  we  will  have  to  again 
obtain  a loan  or  withdraw  funds  from  the  savings  ac- 
count to  finish  out  the  current  year.  The  necessity  of 
borrowing  $10,000.00  in  December,  you  will  note, 
was  not  because  the  deficit  doubled  last  year,  but  on 
account  of  the  fact  that  $5,000.00  of  our  1962  re- 
ceipts had  been  used  to  replace  the  amount  with- 
drawn from  the  Savings  and  Loan  Association  earlier 
in  the  year.  In  other  words,  we  are  currently  operating 
at  a deficit  of  around  $4,000.00  to  $5,000.00  annually, 
and  this  is  continuing  for  the  third  year. 

While,  of  course,  expenses  have  necessarily  in- 
creased in  the  past  few  years,  the  principal  reason 
why  this  situation  has  arisen  is  the  absence  of  profit 
from  the  Journal.  Whereas,  formerly,  we  realized  net 
gains  of  from  $4,000.00  to  $6,000.00  or  $7,000.00 
from  the  Journal,  this  has  not  been  true  the  last  few 
years.  Advertising  revenue  has  fallen  off  substantially, 
and  this  is  not  only  true  of  our  Journal.  It  is  common 
to  practically  all  of  the  State  Medical  Journals  since 
the  drug  manufacturers  have  made  substantial  reduc- 
tions in  their  budgets  for  advertising  through  these 
periodicals.  The  prospect  is  that  this  will  continue  for 
the  time  being,  so  we  are  advised  by  the  State  Medical 
Journal  Advertising  Bureau. 

This  information  is  furnished  you  at  this  time  so 
that  you  may  have  an  opportunity  to  give  some  con- 
sideration to  the  matter  prior  to  the  annual  meeting. 
It  appears  that  some  step  should  be  taken  to  provide 
more  revenue  for  general  expenses,  if  we  are  to 
avoid  the  gradual  depletion  of  our  reserve.  If  the 
Association  is  to  continue  to  maintain  its  enlarged 
program  on  the  present  scale,  and  progress  gradually 
with  the  demands  of  the  times,  some  additional  in- 
come obviously  will  have  to  be  provided. 

REVENUE 

JOURNAL 

Advertising  $26,728.47 

Subscriptions  4,123.50 


Total  Revenue  from  Journal 


GENERAL 
State  Dues 
Interest 
Directories 
Emblems 
Miscellaneous 


$36,249.50 

5,435,33 

550.24 

13.60 

652.68 


Benevolence  Fund  535.00 


$30,851.97 


Total  General  Revenue  43,436.35 

TOTAL JOl  li\ \L  \ M ) 

GENERAL  REVENUE  $74,288.32 

PERMANENT  HOME  FUND  6,717.50 
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EXPENSES 


JOURNAL 


Printing  $25,363.89 


Salaries 
Editor  and  PR 
Committee 
Chairman 

4,200.00 

Expense 
Clippings  and 

2,085.21 

Engravings 

132.94 

EXECUTIVE  OFFICE 
Telephone  and 

Telegraph 

1,718.00 

Postage 

957.24 

Rent 

1,500.00 

Office  Supplies 

1,202.32 

Insurance 

1,228.00 

Newsletter 
Executive  Secre- 

35.90 

tary’s  Travel 
Bookkeeping  and 

2,139.09 

Audit 

Taxes  ( Soc.  Sec. 
and  Unemploy- 

419.00 

ment ) 

S.  C.  Employment 
Security  Com- 

576.22 

mission 

40.51 

Legislative  Service 

500.00 

Miscellaneous 

758.40 

Salaries 
Furniture  and 

20,133.75 

Fixtures 

228.43 

Total  Executive  Office 
Expense 

GENERAL 

A.M.A.  Meetings 
Dues  and  Sub- 

1,659.69 

Kcriptions 
President’s  Ex- 

436.69 

pense 

1,200.00 

Public  Relations 
Woman’s  Auxiliary 

234.00 

iBulletin 

Maternal  Welfare 

821.86 

Committee 
Historical  Com- 

200.00 

mittee 

500.00 

Committee  on  Infant 

and  Child  Health  55.16 
Secretary  Expense  126.64 
Treasurer’s  Ex- 
pense 100.00 

Directories  1,874.25 

Committee  on 

Public  Relations  4,810.36 
Conference  on 

Aging  147.35 


31,782.04 


31,436.86 


Benevolence  Fund  1,700.00 

Woman’s  Auxiliary  1,306.00 

Total  General 

Expenses  $15,172.00 

Total  Expenses  $78,390.90 

ITEMS  HANDLED  WHICH  ARE  NOT 
REVENUE: 

A.M.E.F.  6,773.00 

A.M.A.  Dues  44,509.00 

County  Dues  400.00 

In  summary,  expenditures  exceeded  income  by  ap- 
proximately five  thousand  dollars.  This  represents 
deficit  spending  which  has  been  going  on  for  some 
two  to  three  years.  During  discussion  of  the  Treas- 
urer’s report,  a motion  was  made  by  Dr.  Booker, 
seconded  by  Dr.  Gressette,  that  there  be  a temporary 
suspension  of  the  permanent  home  fund  and  that  five 
dollars  per  member  be  diverted  to  the  general  fund 
for  making  up  the  deficit  in  the  budget.  This  would 
amount  to  a change  in  the  By-Laws,  Section  One, 
Chapter  Ten,  as  follows:  At  the  end  of  the  first 
sentence  delete  the  words,  “and  five  dollars  per  mem- 
ber shall  be  set  aside  for  permanent  building  pur- 
poses to  be  used  at  the  discretion  of  Council  in  the 
future.”  This  change  is  to  be  effective  beginning  with 
the  next  fiscal  year.  This  motion  was  put  and  carried. 

Dr.  Stokes  was  thanked  for  his  report,  and  this  was 
received  as  information. 

Mr.  Meadors,  Executive  Secretary,  next  made  his 
report  to  Council.  He  referred  to  the  status  of  the 
membership  of  the  Association  and  the  substantial 
gain  in  number  of  members  over  the  last  few  years. 
He  clarified  a number  of  facts  regarding  finances  in- 
cluding investments,  investment  yields,  etc. 

Mr.  Meadors  indicated  that  re-registration  of  doc- 
tors has  passed  the  Legislature  and  possibly  now 
has  been  signed  by  the  Governor.  The  first  registra- 
tion would  be  due  in  August,  1963. 

Mr.  Meadors  indicated  that  Dr.  C.  A.  Mitchell  had 
introduced  legislation  to  allow  himself  to  register  as 
an  osteopath.  On  motion  by  Dr.  Perry  and  second  by 
Dr.  Evatt,  Council  opposed  special  legislation  permit- 
ting Dr.  Mitchell  to  be  registered  as  an  osteopath. 
This  opposition  is  to  be  conveyed  by  the  Executive 
Secretary  to  the  appropriate  legislative  committee  of 
the  South  Carolina  General  Assembly.  This  motion 
was  put  and  carried. 

Mr.  Meadors  indicated  that  a kit  put  out  by  the 
American  Medical  Association,  “Operation  Home 
Town,”  would  be  distributed  soon  at  the  county  level 
to  oppose  King-Anderson  legislation  through  public 
information. 

Mr.  Meadors’  report  was  accepted  as  information 
with  thanks  from  Council. 

Dr.  Joe  Waring  reported  on  the  state  of  the  South 
Carolina  Medical  Association  Journal.  He  reiterated 
what  had  been  shown  in  the  Treasurer’s  report,  that 
there  had  been  a decrease  in  revenue  from  advertising 
in  the  Journal.  He  further  commented  on  the  paucity 
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of  scientific  material  for  publication.  He  suggested 
that  some  sort  of  revolving  editorial  board  might  be 
of  value. 

It  was  moved  by  Dr.  Johnson  and  seconded  bv  Dr. 
Gressette  that  the  Editor-in-Chief  of  the  South  Caro- 
lina Medical  Association  Journal  shall  be  allowed  to 
re-appoint  the  editorial  staff  and  set  up  a system  of 
rotation  as  he  sees  fit.  This  motion  was  put  and  car- 
ried. 

Mr.  Meadors  announced  that  there  would  be  a 
fifteen  per  cent  increase  in  charges  for  advertising 
in  the  Journal. 

On  motion  of  Dr.  Stokes,  second  by  Dr.  Booker, 
Council  gave  a vote  of  thanks  to  Dr.  Waring  for  his 
good  work  in  managing  the  Journal. 

The  report  of  the  Benevolence  Fund  under  Dr.  W. 
Atmar  Smith’s  committee  was  published  in  the  Jour- 
nal. Dr.  Smith  was  not  present  to  report  to  Council, 
and  he  will  be  allowed  to  give  his  additional  report 
to  the  House  of  Delegates. 

Dr.  J.  Arthur  Siegling,  President  of  the  South  Caro- 
lina Medical  Care  Plan,  reported  to  Council.  The  de- 
tails of  his  report  wall  be  recorded  in  the  Minutes  of 
the  House  of  Delegates  under  the  annual  meeting  of 
the  corporation,  South  Carolina  Medical  Care  Plan. 
This  will  include  Dr.  Bozard’s  Nominating  Com- 
mittee report  to  fill  vacancies.  Nominations  for 
vacancies  will  be  presented  by  Dr.  Burnside  as  en- 
dorsed by  Council. 

Dr.  Gressette  offered  a motion,  seconded  by  Dr. 
Booker,  to  thank  the  lay  members  who  assist  so  faith- 
fully on  the  Board  of  the  Medical  Care  Plan.  On 
motion  by  Dr.  Evatt,  seconded  by  several  members, 
a vote  of  thanks  was  given  to  the  doctor  members  of 
the  Board  of  the  Plan  with  special  reference  to  Dr. 
Siegling.  The  motions  were  put  and  carried. 

By  constitutional  provision  certain  elected  officers 
are  to  be  nominated  by  Council  and  voted  upon  by 
the  House  of  Delegates.  Council  action  is  as  follows: 
Dr.  J.  Howard  Stokes  was  nominated  to  the  office  of 
Treasurer.  Councilors  in  whose  district  new  members 
are  to  be  elected  to  the  Mediation  Committee  ( 1st 
District:  Dr.  Evatt;  4th  District:  Dr.  Booker;  7th 
District:  Dr.  Eaddy)  are  to  report  to  Council  giving 
two  names  for  each  vacancy  occurring. 

To  the  Legislation  and  Public  Relations  Committee, 


Council  makes  the  following  nominations:  Dr.  Hugh 
H.  Wells,  Seneca,  to  replace  Dr.  Frank  C.  Owens, 
Columbia,  ( nominated  by  Dr.  Booker  and  Dr.  Flem- 
ing). Dr.  Henry  L.  Laffitte,  Allendale,  to  succeed 
himself  (nominated  by  Dr.  Gressette). 

To  the  Emergency  Medical  Care  Committee,  Dr. 
Charles  R.  May  was  nominated  to  succeed  himself. 
Dr.  W.  C.  Herbert  was  renominated  ( due  to  error  he 
was  not  renominated  by  Council  and  elected  by  the 
House  of  Delegates  last  year).  Dr.  Albert  B.  Wolfe 
was  nominated  to  succeed  Dr.  R.  E.  Ackerman,  who 
has  moved  out  of  state. 

Dr.  Joe  Waring  made  a report  on  his  public  rela- 
tions’ activities  during  the  year.  This  was  a very 
impressive  report.  Dr.  Eaddy  moved,  seconded  by 
Dr.  Stokes,  that  this  report  be  accepted  and  that  it 
be  discussed  at  a later  meeting. 

Dr.  Gressette  commented  on  the  report  of  the 
Special  Committee  to  Study  Medical  Education  and 
All  State  Agencies  Having  Medical  Advisory  Com- 
mittees. A motion  was  made  by  Dr.  Gressette, 
seconded  by  Dr.  Booker,  that  this  committee  report 
be  accepted  as  information  to  Council.  It  was  sug- 
gested that  should  such  a committee  be  continued  the 
President  of  the  South  Carolina  Medical  School  should 
be  an  ex-officio  member.  The  motion  was  put  and 
carried. 

Dr.  George  Johnson  has  made  a study  of  mutual 
funds  and  has  information  regarding  such  a plan  in 
New  England.  Dr.  Gressette  moved,  seconded  bv  Dr. 
Fleming,  that  a committee  be  formed  to  study  the 
matter  of  mutual  funds.  This  committee  is  to  be  set 
up  with  Dr.  Johnson  as  Chairman.  The  motion  was 
put  and  carried. 

Dr.  Tom  Parker  asked  that  the  Essay  Contest  be 
sponsored  again  by  the  South  Carolina  Medical  Asso- 
ciation. It  was  moved  by  Dr.  Gressette,  seconded  by 
Dr.  Fleming,  that  Council  so  endorse  the  program. 
It  was  put  and  carried  in  the  affirmative. 

The  next  meeting  of  Council  was  announced  for 
7:30  A.  M.  on  Wednesday,  May  8,  1963,  Woodside 
Room. 

Respectfully  submitted, 

Ben  N.  Miller,  M.  D. 

Secretary 


MINUTES  OF  COUNCIL  MEETING 

MAY  8,  1963 


The  second  session  of  Council  was  held  on 
Wednesday,  May  8,  1963  at  8:15  A.  M.  in  the  Wood- 
side  Room  of  the  Ocean  Poorest  Hotel. 

Dr.  A.  F.  Burnside,  Chairman  of  Council,  called 
the  meeting  to  order.  Those  members  present  included 
the  following:  Dr.  James  H.  Gressette,  President;  Dr. 
Robert  Wilson,  President-Elect;  Dr.  Samuel  E.  Miller, 
Vice-President;  Dr.  J.  Howard  Stokes,  Treasurer;  Dr. 
J.  I.  Waring,  Editor  of  Journal;  Mr.  M.  L.  Meadors, 
Executive  Secretary;  and  Dr.  Ben  N.  Miller,  Secre- 
tary. The  following  Councilors  were  present:  Dr. 

Clay  W.  Evatt,  1st  District;  Dr.  A.  F.  Burnside,  2nd 
District;  Dr.  C.  J.  Scurry,  3rd  District;  Dr.  John  P. 


Booker,  4th  District;  Dr.  William  L.  Perry,  6th 
District;  Dr.  Norman  O.  Eaddy,  7th  District;  Dr. 
Joseph  D.  Thomas,  8th  District;  Dr.  John  M.  Flem- 
ing, 9th  District.  Also  present  were  Dr.  George  John- 
son and  Dr.  Joe  Cain,  Delegates. 

As  part  of  the  concluding  business  of  the  first  ses- 
sion, Dr.  Burnside  appointed  Dr.  George  Johnson,  Dr. 
Joe  Cain,  and  Dr.  John  Booker  as  a committee  to 
study  mutual  funds  (see  Minutes  of  May  7,  1963). 
Dr.  Joe  Waring  concluded  his  report  on  public  rela- 
tions which  had  been  begun  during  the  former  meet- 
ing. 

In  summary.  Dr.  Waring  felt  that  the  present 
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arrangements  with  the  public  relations  firm  had  not 
been  all  that  was  desired  and  stressed  the  fact  that 
the  major  part  of  good  public  relations  must  begin  at 
home  in  the  local  medical  society,  possibly  sponsored 
by  and  spurred  on  by  the  councilor  from  the  district. 

Dr.  Joe  Cain  commented  that  he  was  aware  of  the 
circumstance  mentioned  by  Dr.  Waring  but  reiterated 
that  the  present  firm  of  Tobias  and  Company  had 
done  as  good  a job  as  could  be  done  tinder  the  cir- 
cumstances. Other  members  of  Council  commenting 
on  the  report  were  Dr.  George  Johnson,  Dr.  Norman 
Eaddy,  etc.  All  felt  that  a good  job  had  been  done 
but  expressed  the  opinion  that  special  help  was  not 
the  answer  and  that  ground  root  work  is  what  is  most 
desirable. 

Mr.  Nelson,  Field  Service  Representative  of  the 
American  Medical  Association,  was  now  introduced; 
and  he  reiterated  the  fact  that  experts  from  the  field 
of  public  relations  could  not  substitute  for  work 
done  in  local  societies.  He  did,  however,  volunteer 
the  fact  that  the  American  Medical  Association  Public 
Relations  Department  had  much  to  be  offered  in  the 
way  of  exhibits,  packaged  material  of  information, 
pamphlets,  etc.  Mr.  Nelson’s  area  covers  six  southern 
states,  and  he  stands  ready  to  assist  the  Council  and 
councilors  in  managing  good  public  relations. 

Dr.  Gressette  stressed  the  function  that  SCALPEL 
could  have  in  assisting  and  assuming  responsibility 
on  a local  level.  Mr.  Meadors  mentioned  assistance 
and  material  which  are  available  through  the  state 
office. 

At  this  point  Council  received  representatives  from 
the  Woman’s  Auxiliary  as  follows:  Mrs.  McMurry 
Wilkins,  Jr.,  President;  Mrs.  L.  Id.  Taylor,  Jr., 
Treasurer;  and  Mrs.  Ralph  P.  Baker,  President-Elect. 
Mrs.  Wilkins,  spokesman  for  the  group,  indicated  the 
need  of  the  state  Auxiliary  to  receive  one  dollar  per 
member  from  the  state  medical  membership  to  fi- 
nance the  Auxiliary  work.  The  Auxiliary  was  in  need 
of  some  printed  material,  the  cost  of  which  was  to 
be  included  in  the  Auxiliary  budget.  Mr.  Nelson, 
Field  Service  Representative  of  the  American  Medi- 
cal Association,  indicated  that  this  material  could  be 
furnished  directly  from  the  A.M.A.  headquarters  with- 
out expense  to  the  Auxiliary. 

A motion  was  made  by  Dr.  Gressette,  seconded  by 
Dr.  Booker,  to  include  the  following  item  in  the 
Medical  Association  budget:  one  dollar  for  each 

member  of  the  South  Carolina  Medical  Association 
is  to  be  paid  by  the  Treasurer  directly  to  the  Treas- 
urer of  the  state  Auxiliary  organization.  In  addition 
fifty  cents  per  state  member  may  be  paid  directly  to 
organized  district  or  county  auxiliaries.  This  money 
is  to  be  paid  direct  by  the  state  Treasurer  to  the 
Treasurer  of  the  organized  local  groups  mentioned. 
This  was  duly  discussed,  put,  and  carried. 

The  Chairman  of  Council  most  graciously  thanked 
the  Woman’s  Auxiliary  officers  for  their  good  work, 
and  they  were  dismissed. 

Discussion  on  Dr.  Waring  s public  relations’  report 


was  again  resumed.  On  motion  by  Dr.  Gressette  with 
a second  by  Dr.  Evatt,  Council  moved  that  Dr.  Joe 
Waring  would  work  with  the  A.M.A.  Field  Service 
Representative  to  carry  out  further  the  idea  of  ade- 
quate public  relations.  This  motion  was  put  and  car- 
ried. 

At  this  point  Dr.  Stokes  and  Dr.  Cain  indicated 
that  some  form  of  indoctrination  of  the  local  medical 
society  officers  should  be  carried  out  preferably  in 
January  of  each  year.  Comment  was  made  on  former 
meetings  held  in  the  form  of  workshops  for  these 
local  medical  officers,  and  it  was  felt  that  this  type 
of  study  should  be  resumed. 

The  problem  of  the  student  loan  fund  was  now 
brought  under  consideration.  On  motion  by  Dr. 
Stokes,  seconded  by  Dr.  Eaddy,  it  was  moved  that 
the  Chairman  of  Council  appoint  a committee  to 
study  the  use  of  the  present  A.M.A.  student  loan 
fund  and  to  study  the  needs  of  present  medical  stu- 
dents. In  discussion  of  the  motion  Dr.  Evatt  presented 
a part  of  a bill  before  Congress  which  would  allow 
substantial  loan  sums  to  medical  students  with  vari- 
ous escape  hatches  to  prevent  repayment.  Dr.  Joe 
Cain  commented  on  the  money  paid  to  the 
A.M.A.  for  the  student  loan  fund  in  that  it  could  be 
loaned  back  to  the  student  to  extremely  good  ad- 
vantage. 

The  motion  of  Dr.  Stokes  and  Dr.  Eaddy  was  put 
and  carried  in  the  affirmative.  The  following  people 
were  appointed  to  the  committee  mentioned  above: 
Dr.  Stokes,  Dr.  Waring,  and  Dr.  Joe  Thomas. 

As  designated  in  the  Constitution  and  By-Laws  of 
the  South  Carolina  Medical  Association,  certain 
nominations  must  come  from  Council.  These  nomina- 
tions were  compiled  to  be  presented  by  Dr.  Burnside, 
Chairman  of  Council,  to  the  House  of  Delegates  at 
the  time  of  the  election  of  officers. 

( 1 ) Treasurer,  Dr.  J.  Howard  Stokes. 

(2)  Mediation  Committee  (two  names  offered  for 
each  position  to  be  filled  and  from  separate  counties 
in  the  district): 

First  District:  Dr.  W.  A.  Black  and  Dr.  Henry 
C.  Robertson,  Jr. 

Fourth  District:  Dr.  J.  Anthony  White  and 
Dr.  Charles  H.  Browne. 

Seventh  District:  Dr.  Robert  B.  Bultman  and 
Dr.  Michael  Holmes. 

(3)  Legislation  and  Public  Relations  Committee: 

Dr.  Hugh  Wells  to  succeed  Dr.  Frank  C. 
Owens. 

Dr.  Henry  L.  Laffitte  for  renomination. 

(4)  Emergency  Medical  Care  Committee: 

Dr.  Charles  R.  May  for  renomination. 

Dr.  William  C.  Herbert,  Jr.  for  renomination. 

Dr.  Albert  B.  Wolfe  to  replace  Dr.  R.  E. 
Ackerman,  who  has  moved  out  of  state. 

Adjournment  was  at  9:30  A.  M. 

Respectfully  submitted, 

Ben  N.  Miller,  M.  D. 

Secretary 
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MINUTES  OF  COUNCIL  MEETING 

MAY  9,  1963 


The  third  session  of  Council  was  held  on  Thursday, 
May  9,  1963  at  9:00  A.  M.  in  the  Woodside  Room 
of  the  Ocean  Forest  Hotel. 

Council  was  called  to  order  by  Dr.  A.  F.  Burnside. 
The  chief  purpose  of  this  meeting  was  to  elect 
officers  of  Council  for  the  coming  year.  The  follow- 
ing officers  were  present:  Dr.  James  H.  Gressette, 
President  1962-1963;  Dr.  Robert  Wilson,  President 
1963-1964;  Newly  Elected  Vice-President:  Dr.  Asbury 
C.  Bozard,  Manning;  Dr.  Joseph  I.  Waring,  Editor 
of  Journal;  Mr.  \1.  L.  Meadors,  Executive  Secretary; 
and  Dr.  Ben  N.  Miller,  Secretary.  The  following 
Councilors  were  present:  Dr.  Clay  W.  Evatt,  1st 
District;  Dr.  A.  F.  Burnside,  2nd  District;  Dr.  C.  J. 
Scurry,  3rd  District;  Dr.  John  P.  Booker,  4th  District; 
Dr.  William  L.  Perry,  6th  District;  Dr.  Norman  O. 
Eaddy,  7th  District;  Dr.  Joseph  D.  Thomas,  8th 

District;  and  Newlv  Elected  Councilor  from  the  5th 
District:  Dr.  John  M.  Pratt. 

Dr.  Norman  O.  Eaddy  nominated  Dr.  A.  F.  Burn- 
side as  Chairman,  and  this  was  seconded  by  Dr. 
Perry.  At  this  point  Dr.  Gressette  took  the  chair  and 
put  the  motion,  and  Dr.  Burnside  was  elected 
unanimously  as  Chairman  of  Council. 

Dr.  Bozard  made  the  motion,  seconded  bv  Dr. 

Eaddy,  that  Dr.  Perry  be  nominated  as  Vice-Chair- 
man; and  his  election  was  unanimous. 

Dr.  Booker  made  the  motion,  seconded  by  Dr. 

Perry,  that  Dr.  John  M.  Pratt  be  nominated  as  Re- 

corder for  Council;  and  he  was  duly  elected. 

Dr.  Burnside  brought  to  the  attention  of  Council 
a resolution  from  the  Columbia  Medical  Society  re- 
garding “Recommendations  of  the  A.M.A.  Disciplin- 
ary Committee.  ’ 

This  is  reported  as  follows: 

“RESOLUTIONS  OF  THE  COLUMBIA  MEDICAL 
SOCIETY  OF  RICHLAND  COUNTY 

RE:  RECOMMENDATIONS  OF  THE  A.  \1.  A. 

DISCIPLINARY  COMMITTEE 
WHEREAS,  the  House  of  Delegates  of  the  American 
Medical  Association,  at  its  regular  meet- 
ing in  June,  1961,  adopted  overwhelm- 
ingly certain  recommendations  of  the 
A.  M.  A.  Disciplinary  Committee,  and 
WHEREAS,  several  of  these  recommendations  per- 
tain to  activities,  interests  and  responsi- 
bilities of  State  Medical  Associations, 
and 

WHEREAS,  there  is  a belief  that  there  is  room  for 
improvement  in  the  discharge  of  medi- 
cine’s disciplinary  obligations  and  a 
need  to  constantly  review  and  improve 
the  mechanisms, 

THEREFORE,  BE  IT  RESOLVED,  that  the  Council 
of  the  South  Carolina  Medical  Associa- 
tion be  requested  to  study  the  recom- 
mendations of  the  A.  M.  A.  House  of 
Delegates  and  report  to  the  House  of 


Delegates  of  the  South  Carolina  Medical 
Association  such  of  these  that  it  believes 
would  permit  the  South  Carolina  Medi- 
cal Association  to  more  completely  fulfill 
its  responsibilities  to  the  public  and  the 
profession  in  this  area.” 

After  a formal  reading  of  these  resolutions  it  was 
explained  to  Council  by  the  Secretary  that  this  resolu- 
tion was  to  bring  the  state  organization  in  line  with 
the  A.M.A.  in  the  field  of  discipline.  It  was  moved 
by  Dr.  Pratt,  seconded  by  Dr.  Booker  and  Dr.  Perry, 
that  the  Secretary  look  more  completely  into  the 
purpose  of  this  motion  and  procure  from  the  A.M.A. 
the  necessary  brochures  on  disciplinary  committees 
so  that  this  subject  can  be  acted  upon  at  the  fall 
meeting  of  Council.  Mr.  Meadors  was  asked  to  get 
these  brochures  and  to  mail  them  to  the  individual 
members  of  Council  to  expedite  this  work. 

Mr.  Meadors,  acting  on  the  vote  of  the  House  of 
Delegates,  indicated  that  he  had  checked  with  the 
Ocean  Forest  Hotel  regarding  the  annual  meeting  for 
1964.  Similar  dates  in  May,  1984,  corresponding  to 
the  present  meeting  would  be  May  5,  6,  and  7, 
1964.  This  date  is  open  for  the  hotel,  and  he  felt  it 
would  be  necessary  to  go  on  and  make  some  plans. 
On  motion  from  Dr.  Eaddy,  seconded  by  Dr.  Gres- 
sette,  it  was  proposed  that  the  Chairman  along  with 
the  incoming  President  and  the  Executive  Secretary 
of  the  Association  make  the  necessary  arrangements 
for  next  year’s  meeting  and  finalize  the  plans. 

On  questioning  when  the  fall  meeting  of  Council 
should  be  held,  it  was  indicated  to  the  Secretary  that 
the  meeting  would  be  in  October  or  November  at 
the  discretion  of  the  Chairman  of  Council. 

On  motion  of  Dr.  Eaddy,  seconded  by  Dr.  Evatt, 
Council  went  on  record  as  unanimously  thanking  and 
complimenting  Dr.  Gressette  on  his  outstanding  and 
successful  handling  of  the  Association  during  the  past 
year. 

On  motion  by  Dr.  Evatt,  seconded  by  Dr.  Eaddy, 
Council  likewise  voted  a unanimous  commendation 
and  thanks  to  Mr.  Meadors  for  his  excellent  work  in 
the  field  of  legislation  and  in  his  general  manage- 
ment of  the  office. 

On  motion  by  Dr.  Thomas,  seconded  by  Dr.  Eaddy, 
it  was  voted  that  the  Committee  on  Legislation  and 
Public  Relations  be  asked  to  look  into  the  feasibility 
of  a law  which  would  facilitate  the  employment  of 
individuals  having  some  defect  which  defect  could 
be  waived  to  make  such  an  individual  more  employ- 
able, yet  protect  the  employer.  In  explaining  the  mo- 
tion, Dr.  Thomas  indicated  that  in  his  area  often- 
times people  with  a history  of  some  minor  back  diffi- 
culty or  other  disability  found  the  field  of  employ- 
ment closed  to  them  because  of  the  employer’s  ex- 
p Tience  with  suits  when  these  people  became  dis- 
abled for  some  reason.  It  was  fell  that  if  these  people 
were  allowed  to  sign  a waiver  on  some  specific  de- 
fect then  they  would  be  in  a position  to  be  employed. 
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This  motion  was  put  and  carried.  This  motion  is  to 
be  put  into  the  hands  of  the  above  mentioned  com- 
mittee with  the  request  that  they  report  to  the  fall 
session  of  Council. 

Dr.  Joe  Thomas  explained  that  in  his  area  there 
was  still  a need  for  trained  mid-wives.  It  was  his 
feeling  over  the  last  few  years  that  the  training  of 
these  mid-wives  had  been  less  active;  and,  this 
being  the  case,  the  training  should  be  resumed.  Dr. 
Thomas  moved,  seconded  by  Dr.  Perry,  that  Council 


request  through  the  Maternal  Health  Committee  of 
the  South  Carolina  Medical  Association  that  the  mid- 
wife training  program  be  upgraded.  Dr.  John  Pratt 
is  on  this  committee,  and  he  in  turn  was  asked  to  take 
this  matter  up  with  his  group. 

On  motion  by  Dr.  Eaddv  Council  adjourned. 
Respectfully  submitted, 
iBen  N.  Miller,  M.  D. 

Secretary 


STANDING  COMMITTEES  1963-1964 


Term 

Name  ADDRESS  Ends 

COMMITTEE  ON  SCIENTIFIC  PRO- 
GRAM 


Dr.  Dale  Groom, 


Chairman 

Charleston 

1964 

Dr.  Forde  M elver 

Charleston 

1964 

Dr.  J.  L.  Wells 

Orangeburg 

1964 

Dr.  J.  C.  Vardell,  Jr. 

Columbia 

1965 

Dr.  Myers  H.  Hicks 
Ex-officio: 

Florence 

1966 

Dr.  Ben  N.  Miller 

Columbia 

Dr.  Robert  Wilson 

Charleston 

COMMITTEE  ON  LEGISLATION 

AND 

PURLIC  RELATIONS 
Dr.  D.  G.  Kilgore,  Jr., 

Chairman 

Greenville 

1964 

Dr.  C.  Tucker  Weston 

Columbia 

1964 

Dr.  Harold  Pettit 

Charleston 

1965 

Dr.  J.  D.  Gilland 

Conway 

1965 

Dr.  Hugh  Wells 

Seneca 

1966 

Dr.  H.  L.  Laffitte 
Ex-officio: 

Allendale 

1966 

Dr.  Frank  Owens 

Columbia 

Dr.  Ben  N.  Miller 

Columbia 

Dr.  Robert  Wilson 

Charleston 

MEMORIAL  COMMITTEE 
Dr.  Chapman  Milling, 

Chairman 

Columbia 

1964 

Dr.  H.  Parker  Jones 

Beaufort 

1964 

Dr.  Thomas  Parker 

Greenville 

1964 

COMMITTEE  ON  MATERNAL  HEALTH 
Dr.  E.  J.  Dennis, 


Chairman 

Charleston 

1964 

Dr.  Samuel  B.  Moyle 

Walhalla 

1964 

G.  P.  Edwards 

Gaffney 

1964 

Dr.  A.  R.  Johnston 

St.  George 

1964 

Dr.  J.  S.  Garner,  Jr. 

Mullins 

1964 

Dr.  Robert  B.  Bultman 

Sumter 

1964 

Dr.  Tucker  Laffitte 

Columbia 

1964 

Ex-officio: 

Dr.  Hilla  Sheriff  Columbia 

COMMITTEE  ON  INFANT  AND  CHILD 


HEALTH 

Dr.  J.  F.  Ott, 

Chairman  Greenville  1964 

Dr.  P.  A.  Carter  Charleston  1964 

Dr.  W.  J.  Bannen  Simpsonville  1964 

Dr.  C.  E.  Wiggins  Greenwood  1965 

Dr.  J.  A.  Salley  Columbia  1965 

Dr.  K.  D.  Lake  Whitmore  1965 

Dr.  J.  W.  Rhodes  Charleston  1966 

Dr.  G.  C.  Rippy,  Jr.  Anderson  1966 

Dr.  F.  R.  Huff'  St.  Matthews  1966 

Ex-officio: 

Dr.  Hilla  Sheriff  Columbia 


COMMITTEE  ON  CANCER 
Dr.  Edward  E.  McKee, 


Chairman  Charleston  1964 

Dr.  William  C.  Cantey  Columbia  1964 

Dr.  John  K.  Webb  Greenville  1964 

Dr.  James  R.  Young  Anderson  1964 

Dr.  E.  O.  DeVore,  Jr.  Honea  Path  1964 

Dr.  J.  K.  Owens  Bennettsville  1964 

Dr.  Rufus  K.  Nimmons, 

Jr.  Seneca  1964 

Dr.  Murray  T.  Jackson  Conway  1964 

Dr.  D.  G.  Kilgore,  Jr.  Greenville  1964 

MEDIATION  COMMITTEE 

Dr.  Samuel  Cantey, 

Chairman  Marion  1965 

Dr.  William  H.  Bridgers  Columbia  1964 

Dr.  Henry  C.  Robertson, 

Jr.  Charleston  1966 

Dr.  Ripon  LaRoche  Camden  1964 

Dr.  James  L.  Wells  Orangeburg  1964 

Dr.  Anthony  White  Easley  1966 

Dr.  Michael  Holmes  Kingstree  1966 

Dr.  Francis  Owings  Union  1965 

Dr.  Robert  Clark  Abbeville  1965 
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College  Gets  AMA  Grant  Of  $48,942 

The  Medical  College  of  South  Carolina  has  re- 
ceived a $48,942  grant  from  the  American  Medical 
Association  Education  and  Research  Fund.  Dr.  Pratt- 
Thomas,  president  of  the  Medical  College,  explained 
that  the  funds,  essentially  from  private  sources,  were 
contributed  by  the  physicians  of  the  South  Carolina 
Medical  Association,  members  of  the  college’s  alumni 
association,  faculty  members,  the  women’s  auxil- 
iary and  other  segments  of  the  medical  profession. 

Dr.  George  W.  Brunson,  chairman  of  the  Com- 
mittee on  the  Medical  Education  Foundation  of  the 
South  Carolina  Medical  Association  said  the  money 
is  donated  for  unrestricted  use  by  the  Medical  Col- 
lege for  whatever  needs  it  may  have  beyond  the  an- 
nual legislation  appropriations. 

It  will  be  used  essentially  for  personnel  and  faculty 
in  the  beneficial  support  and  development  of  medical 
education.  Dr.  Pratt-Thomas  said.  He  added  that  the 
grant  will  be  matched  proportionally  by  private 
enterprise  and  other  business  sources. 

The  American  Medical  Association  has  distributed 
more  than  $13  million  since  1951  through  its  Funds 
for  Medical  Schools  Program. 


South  Carolina  Chapter,  American  College 
of  Surgeons 

The  Chapter  met  at  the  William  Hilton  Inn, 
Hilton  Head,  on  June  1 and  2,  1963.  Papers 
were  presented  by  Drs.  E.  M.  Lunceford,  Richard 
Wilson,  Steve  Lang,  and  Louie  B.  Jenkins.  A panel 
discussion  on  Trauma  and  an  address  by  Hon.  Ged- 
ney  M.  Howe  on  Medico-legal  Problems  followed. 

Dr.  Richard  W.  Hanckel  of  Charleston  was  elected 
president  for  one  year.  Dr.  Douglas  Ellis  of  Florence 
was  named  vice-president,  and  Dr.  Louie  Jenkins  of 
Charleston  was  elected  secretary-treasurer.  The  tenta- 
tive date  for  the  next  meeting  is  on  the  second 
Monday  in  January  in  Columbia  in  conjunction  with 
a meeting  of  the  Richland  County  Medical  Society.  A 
discussion  on  cancer  is  planned. 


South  Carolina  Mental  Health  Commission 

Dr.  W.  P.  Beckman,  state  director  of  mental  health 
since  1952,  has  asked  to  be  relieved  of  that  position 
in  order  to  devote  his  full  time  to  promoting  mental 
health  at  the  community  level. 

The  new  state  mental  health  director  is  Dr.  Wil- 
liam S.  Hall,  superintendent  of  the  S.  C.  State  Hos- 
pital. Dr.  Hall  will  also  continue  as  head  of  the  hos- 
pital. 

The  changes  took  effect  July  1,  1963.  Dr.  Beckman 
will  become  deputy  director  of  mental  health  in 
charge  of  community  mental  health  services.  He  will 
be  the  first  to  fill  this  position  which  was  authorized 


by  the  legislature  in  a comprehensive  1961  Act  on 
community  mental  health  services. 

Dr.  Hall  became  superintendent  of  the  S.  C.  State 
Hospital  in  1952.  His  leadership  has  coincided  with 
the  greatest  progress  South  Carolina  has  made  in 
the  battle  against  mental  illness. 


Blood  Bank  of  Anderson  Hospital 
Is  Accredited 

Accreditation  of  the  Anderson  Hospital  Blood  Bank 
by  the  American  Association  of  Blood  Banks  was 
announced  recently  by  the  Association  and  the  blood 
bank’s  medical  director. 


New  Physician  Located  In  Aiken 

Dr.  James  A.  Gannon,  formerly  of  Washington, 
D.  C.,  has  moved  to  Aiken,  where  he  will  practice 
medicine  as  a general  practitioner.  Dr.  Gannon’s 
offices  will  be  located  at  the  corner  of  Greenville 
Street  and  Hayne  Avenue. 

After  concluding  his  medical  training  at  Johns 
Hopkins  Medical  School  and  Hospital,  Dr.  Gannon 
held  a teaching  appointment  at  Johns  Hopkins  for  a 
period  of  two  years.  He  then  spent  five  years  in  the 
United  States  Army  as  a medical  officer.  For  the 
past  ten  years  he  has  practiced  in  Washington,  D.  C., 
with  teaching  positions  at  Georgetown  University 
and  George  Washington  Medical  School.  In  addition 
to  his  teaching  appointment  at  Johns  Hopkins,  Dr. 
Gannon’s  medical  training  included  periods  at  the 
Women’s  Hospital,  Baltimore,  Maryland;  University 
of  Pennsylvania;  and  St.  Mary’s  Hospital  at  Kansas 
City,  Missouri. 

He  was  attracted  to  Aiken  by  the  good  climate  and 
opportunities  for  outdoor  sports  and  is  an  enthusiastic 
tennis  player  and  horseman. 

Also  listed  as  one  of  his  keen  interests,  besides  the 
medical  profession,  is  his  career  as  a musician.  He  has 
appeared  in  the  first  violin  section  in  the  symphony 
orchestras  of  Louisville,  Kentucky;  Baltimore,  Mary- 
land; and  Washington,  D.  C.  For  two  years  he 
served  as  the  permanent  conductor  of  the  Doctors’ 
Symphony  of  Washington,  D.  C.,  in  which  capacity 
he  has  served  with  several  orchestras. 


Emory  University 

A symposium  on  the  Management  of  Retinal  De- 
tachment will  be  presented  on  Thursday,  September 
26  and  Friday,  September  27,  1963,  at  the  Fulton 
County  Medical  Society’s  Academy  of  Medicine, 
Atlanta,  Georgia,  under  the  sponsorship  of  the  De- 
partment of  Ophthalmology,  Emory  University  School 
of  Medicine. 

The  lecturers  for  the  meeting  are  Dr.  Robert 
Brockhurst,  Boston,  Mass.;  Dr.  Edward  Norton, 
Miami,  Florida;  Dr.  Taylor  Smith,  Boston,  Mass.;  Dr. 
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Robert  Welch,  Baltimore,  Maryland;  and  Dr.  William 
Hagler,  Atlanta,  Georgia. 

Registration  for  the  meeting  will  be  limited  and 
registrations  will  be  accepted  in  the  order  in  which 
they  are  received.  The  registration  fee  for  the  course 
will  be  $50.00.  For  further  information,  write  to: 
Director,  Postgraduate  Education 
Department  of  Ophthalmology 
Emory  University  School  of  Medicine 
80  Butler  St.,  S.  E.,  Atlanta  3,  Georgia 


Dr.  John  Pratt 

Dr.  John  M.  Pratt  has  just  been  elected  to  the 
Board  of  Trustees  of  Erskine  College,  Due  West, 
S.  C. 


I)r.  George  E.  Bair,  education  director  of  the 
ETV  Center,  Columbia,  Gov.  Donald  S.  Russell 
and  Dr.  Dale  Groom,  director  of  postgraduate 
education  at  the  S.  C.  Medical  College,  discuss  a 
video  taped  film  they  have  recently  made  which 
describes  how  the  medical  profession  in  South 
Carolina  is  taking  advantage  of  the  state’s  ETV 
system  to  promote  continuing  medical  education. 


Leukemia  Committee 

An  organizational  meeting  of  the  American  Cancer 
Society's  newlv  created  state  Leukemia  Committee 
was  held  in  Columbia. 

Dr.  Albert  Cannon,  Charleston,  is  chairman  of  the 
committee,  with  the  following  members:  Dr.  C.  Wal- 
lace Harper,  Greenville;  Dr.  Frank  L.  Gant,  Spartan- 
burg; Dr.  Howard  Smith,  Conway;  James  P.  Sloan, 
Joanna;  Mrs.  F.  N.  Culler,  Pinewood;  Mrs.  Walter  B. 
Metts,  Charleston;  Mrs.  Robert  R.  Coker,  Hartsville; 
Mrs.  W.  C.  Flanagan,  Lancaster;  Dr.  B.  M.  Mont- 
gomery, Jr.,  Newberry,  and  Dr.  Hoyt  Bodie,  John  A. 
Montgomery,  Marguerite  Tolbert  and  Gloria  Gleaton, 
R.  N.,  all  of  Columbia. 


Dr.  Hugh  Wells 

Dr.  Hugh  H.  Wells,  Seneca  physician  and  a native 
of  Holly  Hill,  is  the  new  president  of  the  University 
of  South  Carolina  Alumni  Association. 


Dr.  Guy  S.  Blakely  Going  To  Woodruff 

Dr.  Guv  Smith  Blakely,  who  served  internship  at 
the  Spartanburg  General  Hospital  will  practice  in 
Woodruff  and  expects  to  move  there  after  July  1. 

Dr.  Blakely,  a native  of  Clinton  is  a graduate  of 
Clinton  High  School  and  The  Citadel.  He  served  two 
years  in  the  army  before  taking  a year  and  a half 
pre-medical  course  at  Presbyterian  College.  He  was 
graduated  from  the  Medical  College  of  South  Carolina 
last  year. 

Dr.  Blakely  will  be  associated  with  Dr.  Lewis  Bar- 
nett, Jr.,  in  the  East  Georgia  Street  Medical  Center 
in  Woodruff. 


Effects  of  Certain  Ophthalmic  Preparations 

Recent  information  gathered  by  the  medical  staff 
of  the  Food  and  Drug  Administration  with  the 
assistance  of  a number  of  outside  medical  experts 
shows  a need  to  warn  physicians  of  certain  contra- 
indications to  and  side  effects  in  the  Ophthalmic 
use  of  Topical  Corticosteroid  Preparations,  including 
their  combinations  with  antimicrobial  drugs. 

1.  The  following  are  the  contraindications: 

a.  acute  herpes  simplex,  vaccinia,  varicella,  and 
most  other  viral  diseases  of  the  cornea  and 
conjunctiva; 

b.  tuberculosis  of  the  eye; 

c.  fungal  diseases  of  the  eye; 

d.  acute  purulent  untreated  infections  of  the 
eye,  which,  like  other  diseases  caused  by 
microorganisms,  may  be  masked  or  enhanced 
by  the  presence  of  the  steroid.  Purulent  con- 
junctivitis and  purulent  blepharitis  are  not 
indications,  but  contraindications  for  topical 
steroid  or  steroid-antibiotic  combinations.  If 
conjunctivitis  and  blepharitis  are  listed  as 
indications,  they  should  be  qualified  as  non- 
purulent,  not  purulent. 

2.  The  following  are  two  important  “side  effects:” 

a.  extended  use  of  topical  steroid  therapy  may 
cause  increased  intraocular  pressure  in  cer- 
tain individuals.  It  is  advisable  that  intra- 
ocular pressure  be  checked  frequently; 

b.  in  those  diseases  causing  thinning  of  the 
cornea,  perforation  has  been  known  to  occur 
with  the  use  of  topical  steroids. 

All  manufacturers  of  Topical  Corticosteroid  Prepa- 
rations and  Steroid  Antimicrobial  Combinations  in- 
tended for  Ophthalmic  use  have  been  requested  to 
revise  the  labeling  and  advertising  of  these  prepara- 
tions to  include  warnings  concerning  the  above 
contraindications  and  side  effects. 


Dr.  Heller  At  Oconee  Hospital 

Dr.  John  Roderick  Heller,  nationally-known  can- 
cer authority,  was  guest  speaker  for  the  dedication 
of  the  new  $2.2  million  Oconee  Memorial  Hospital, 
held  May  26. 

Dr.  Heller,  an  Oconee  County  native  and  now  pres- 
ident of  the  Memorial  Sloan-Kettering  Cancer  Center 
of  New  York  City,  spoke  on  the  topic  of  “Medicine, 
Today  and  Tomorrow.” 
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Referring  to  the  five-story,  120-bed  modern  medi- 
cal facility  which  Oconee  County  opened  just  weeks 
ago.  Dr.  Heller  observed,  “This  institution  is  dedi- 
cated by  the  citizens  of  this  county  to  the  cure, 
elimination  and  prevention  of  disease.  The  successful 
cr  even  partial  conclusion  of  these  aims  will  confer 
on  mankind  the  greatness  of  physical  blessings.’’ 


Medical  College  of  South  Carolina 

SCHOOL  OF  MEDICINE  FACULTY 
Promotions 

John  Joseph  Kane,  M.  D. — from  Assistant  Professor  to 
/Associate  Professor  of  Radiology. 

Samuel  McBride  Witherspoon,  M.  D. — from  Asso- 
ciate to  Assistant  Professor  of  Anesthesiology. 

William  Steve  Lang,  Jr.,  M.  D. — from  Associate  to 
Assistant  Professor  of  Otolaryngology. 

William  Clyde  Miller,  Jr.,  \1.  D. — from  Associate  to 
Assistant  Professor  of  Psychiatry. 

Elmore  Gray  Herbert,  Ph.  D.  — from  Associate  to 
Assistant  Professor  of  Chemistry. 

John  David  Thomas,  M.  D. — from  Instructor  to  Asso- 
ciate in  Anesthesiology. 

Joseph  Louis  Kurtzman,  M.  D. — from  Clinical  In- 
structor to  Clinical  Associate  in  Ophthalmology. 

Margaret  Hunter  McCarthy,  M.  D. — from  Clinical 
Assistant  to  Instructor  in  Anesthesiology. 

Ervin  Eugene  Bagwell,  Ph.  D. — from  Research  Fellow 
to  Associate  in  Pharmacology. 

Walton  Lane  Ector,  M.  D. — from  Clinical  Instructor 
to  Clinical  Associate  in  Pediatrics. 

Jack  Wylan  Rhodes,  M.  D. — from  Clinical  Instructor 
to  Clinical  Associate  in  Pediatrics. 

William  Bruce  Newton,  \1.  D. — from  Clinical  Instruc- 
tor to  Clinical  Associate  in  Psychiatry. 

Charles  Pelot  Summerall,  III,  M.  D. — from  Teaching 
Fellow  in  Cardiology  to  Instructor  in  Medicine. 

New  Appointments 

Julian  Ray  Youmans,  M.  D. — Associate  Professor  of 
Neurosurgery. 

Gilbert  Flowers  Young,  M.  D. — Assistant  Professor 
of  Neurology. 

William  Hall  Lee,  Jr.,  M.  D. — Assistant  Professor  of 
Surgery. 

Jean  McNeil  Morgan,  M.  D. — Assistant  Professor  of 
Medicine. 

Hiram  Curry,  M.  D. — Associate  in  Neurology. 

Stuart  Nathan  Richardson,  M.  D. — Associate  in 
Medicine. 

Walter  M.  Bonner,  Jr.,  M.  D. — Associate  in  Medicine. 

Stephen  Elliott  Puckette,  M.  D. — Instructor  in  Radi- 
ology. 

Oscar  Samuel  Reeder,  M.  D. — Clinical  Instructor  in 
Orthopedic  Surgery. 

Daniel  Mengedoht,  M.  D. — Clinical  Instructor  in 
Pediatrics. 

William  Middleton,  Jr.,  M.  D. — Clinical  Assistant  in 
Anesthesiology. 

James  C.  Thrower,  M.  D. — Clinical  Assistant  in  Anes- 
thesiology. 


Douglas  C.  Appleby,  M.  D. — Clinical  Assistant  in 
Surgery. 

Paul  W.  Sanders,  III,  M.  D. — Clinical  Assistant  in 
Urology. 

Bartley  E.  Antine,  M.  D. — Teaching  Fellow  in 
Ophthalmology. 

Charles  Richard  F.  Baker,  M.  D. — Teaching  Fellow  fii 
Oncology. 

William  Simons  Bradham,  M.  D. — Teaching  Fellow 
in  Cardiology. 

Lucien  Edward  Brailsford,  M.  D. — Teaching  Fellow 
in  Surgery. 

Richard  M.  Carter,  M.  D. — -Teaching  Fellow  in  Oto- 
laryngology. 

William  Arthur  Cook,  M.  D. — Teaching  Fellow  in 
Cardiovascular  and  Thoracic  Surgery. 

Michael  Rodney  Culler,  M.  D. — Teaching  Fellow  in 
Medicine 

Willie  L.  Davis,  M.  D. — Teaching  Fellow  in  Ophthal- 
mology. 

Vivian  G.  Edwards,  M.  D. — Teaching  Fellow  in  Pedi- 
atrics. 

Donald  E.  Knaut,  M.  D. — Teaching  Fellow  in  Ob- 
stetrics and  Gvnecology. 

James  Anderson  McCarthy,  M.  D. — Teaching  Fellow 
in  Orthopedic  Surgery. 

Richard  Allen  Price,  Jr.,  M.  D. — Teaching  Fellow  in 
Surgery. 

Ollie  Macon  Smithwick,  M.  D. — Teaching  Fellow  in 
Surgery. 

Randolph  Duncan  Smoak,  M.  D- — Teaching  Fellow  in 
Oncology. 

Paul  Underwood,  Jr.,  M.  D. — Teaching  Fellow  in 
Obstetrics  and  Gynecology. 

Charles  M.  Webb,  M.  D. — Teaching  Fellow  in  Path- 
ology. 

John  Ward,  M.  D.— Research  Fellow  in  Pathology. 


Smallpox 

The  following  telegram  from  the  U.  S.  Public 
Health  Service  has  been  received  by  the  State 
Board  of  Health: 

“Ten  cases  suspect  and  confirmed  small- 
pox officially  reported  from  Sweden. 
Initial  case  arrived  Sweden  last  of  March 
with  onset  about  April  6.  Not  seen  by 
physician.  Four  additional  cases,  two 
deaths  in  known  contacts  with  onsets 
between  April  21  and  24.  Two  diag- 
nosed as  chickenpox,  one  as  hemorrhagic 
purpura.  Five  additional  cases  initially 
diagnosed  chickenpox  witli  onsets  May  3 
to  6.  Smallpox  suspected  and  confirmed 
May  13.  Many  visitors  to  Sweden  now 
in  U.  S.  could  have  been  exposed.  Press 
release  with  details  being  issued  by  For- 
eign Quarantine  today.” 

Please  notify  the  State  Board  of  Health  if 
any  suspects  come  to  your  attention. 
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The  Month  in  Washington 

The  Senate  has  approved  the  Kennedy  Administra- 
tion’s $848.5  million  mental  health  bill  by  a vote  of 
72  to  1.  Its  sponsors  were  confident  of  House  passage 
also. 

The  American  Medical  Association  had  testified 
in  support  of  the  legislation  when  it  was  before  the 
Senate  Labor  and  Public  Welfare  Committee. 

The  bill  would  provide: 

— A four-year  program,  costing  $230,000,000, 
under  which  Federal  grants  would  go  to  states  for 
construction  of  public  or  other  nonprofit  community 
mental  health  centers.  Funds  would  be  allocated  on 
the  basis  of  population  and  need. 

— An  eight-year  program,  costing  $427,000,000,  of 
Federal  grants  to  states  for  staffing  of  these  mental 
health  centers.  Federal  aid  would  gradually  decrease 
and  eventually  would  be  cut  off. 

— A five-year  program,  costing  $30,000,000,  of 

Federal  grants  to  public  or  other  nonprofit  institu- 
tions for  construction  of  research  centers  and  facili- 
ties for  the  mentally  retarded. 

— A five-year  program,  costing  $42,500,000,  of 

Federal  grants  for  constructing  college  or  university 
facilities  to  offer  services  to  the  mentally  retarded 
and  training  for  persons  dealing  with  the  retarded. 

- — A four-year  program,  costing  $67,500,000,  of 

Federal  grants  to  states  for  constructing  facilities  for 

the  mentally  retarded.  Funds  woidd  be  allocated  on 
the  basis  of  population  and  need. 

— A three-year  program,  costing  $45,500,000,  for 
training  of  teachers  of  the  mentally  retarded,  deaf, 
emotionally  disturbed,  crippled  and  other  handi- 
capped children. 

— A three-year  program  of  research  and  demon- 
stration projects  in  education  of  the  handicapped. 


Alcoholism  Bureau 

An  Alcoholism  Information  Center  was  opened 
about  June  3 on  the  first  floor  of  Greenville  Countv 
Courthouse. 

Dr.  Will  S.  Fewell,  active  with  Alcoholics  Anony- 
mous since  its  organization  here  17  years  ago,  will  be 
director. 

He  told  the  Greenville  Social  Workers  Luncheon 
Club  at  the  YWCA  that  the  center  would  educate  the 
public  and  provide  counselling  for  alcoholics  and 
members  of  their  families. 


Physicians  in  the  News 

Speaking  in  favor  of  Fluoridation,  Dr.  Clarence 
A.  Legerton  of  Charleston,  addressed  a forum 
sponsored  by  the  West  Ashley  Council  of  Civic 
Clubs  May  9.  Dr.  Frederic  A.  Zeidler,  a Canadian 
chemist  now  residing  in  Charleston,  opposed  Dr. 
Legerton.  Dr.  Zeidler  pointed  out,  among  other 
things,  that  99  percent  of  the  fluoridated  water 
would  be  wasted,  never  entering  a human  body. 
Rising  easily  to  the  defense,  Dr.  Legerton  said 
that  the  idea  was  not  “to  conserve  fluorine.  It’s 
to  save  teeth.”  ....  Dr.  Thomas  Parker  of  Green- 
ville was  guest  speaker  at  the  ladies  night  ban- 
quet of  the  Edisto  Medical  Society.  Dr.  Parker 
discussed  individual  rights  in  the  U.  S.  and  the 
battle  against  big  government.  . . . Word  comes 
from  Bamberg,  that  Dr.  Norris  J.  Knoy  has  re- 
cently returned  from  Los  Angeles,  Calif.,  where 
he  attended  the  meeting  of  the  International 
College  of  Surgeons  and  was  inducted  as  a fellow 
into  that  organization. 


Correspondence 


To  The  Editor: 

While  agreeing  heartily  with  Dr.  Guess’  diagnosis, 
I would  under  no  circumstances  participate  in  the 
treatment  he  recommends.  Hospital  staffs  can  make 
an  obviously  senile  doctor  an  Honorary  or  an 
Emeritus,  give  him  a dinner  and  an  address  of  ap- 
preciation, but  any  licensing  board  that  would  under- 
take to  deprive  him  of  his  license  against  his  wishes 
would  raise  a storm  the  like  of  which  has  not  been 
seen  for  many  a day.  And  any  member  of  “the  pro- 
fession in  general”  who  would  initiate  or  participate 
in  such  an  endeavour  would  thereby  convict  himself 
of  being  in  need  of  just  that  action. 

I wonder  how  long  it  has  been  since  the  essayist 
read  Esop’s  Fable  that  winds  up  with,  “Who  is 
going  to  bell  that  cat?” 

Cordially, 

James  M.  Northington,  M.  D. 


The  Editor: 

Dr.  Northington’s  remarks  regarding  my  article  on 
Medical  Mistakes  were  interesting.  I am  glad  that  he 
thought  enough  of  it  to  read  and  comment  on  it. 

However,  I regret  that  he  seemed  to  believe  that 
my  attitude  is  an  indication  of  my  senility.  Perhaps, 
he  is  right.  Senility  is  a sneaky  disability,  which  is 
easily  recognized  by  one’s  associates,  but  which  is 
overlooked  by  him  whose  judgment  is  impaired  by 
it.  Therein  lies  its  danger. 

Actually,  it  is  difficult  to  get  either  initiative  action 
or  effective  support  from  the  medical  profession  for 
efforts  to  revoke  license  to  practice  because  of  nar- 
cotic addiction,  chronic  alcoholism,  moral  turpitude, 
or  even  psychosis. 

Admittedly,  the  difficulties  would  be  compounded 
if  the  cause  of  action  seeking  revocation  of  license 
were  alleged  senile  incompetency. 
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Industry,  which  almost  universally  enforces  obliga- 
tory retirement  of  executives  at  age  65  at  times  seem 
to  be  too  harsh,  but  the  rule  is  widely  enforced. 
Preservation  of  human  life  and  health  are  more 
important  than  are  avoidance  of  unwise  decisions 
caused  by  senescence  of  industrial  executives. 

J.  Decherd  Guess,  M.  D. 


To  the  Editor: 

I recently  received  from  the  State  Board  of  Medi- 
cal Examiners  a demand,  under  penalty  of  the  law, 
for  money  and  for  information. 

When  this  proposal  was  first  made  there  was 
widespread  discussion  throughout  the  state  and  it 
was  twice  turned  down  at  the  state  meeting. 

Then  quietly  a small  determined  clique  obtained 
an  affirmative  vote  from  the  House  of  Delegates  and 
the  subsequent  enactment  of  a legal  statute  to 
enforce  their  desires. 

It  can  only  be  described  as  a step  in  the  direction 
of  state  control. 

In  a less  vituperative  vein,  why  is  such  legisla- 
tion necessary? 

1.  To  provide  funds? 


This  was  stated  to  be  the  case  in  a private  con- 
versation with  an  advocate  of  the  statute.  If  this 
is  so  and  if  the  medical  profession  should  finan- 
cially underwrite  the  examining  board,  it  were 
better  done  by  specific  assessment  for  this  pur- 
pose. 

2.  To  provide  information? 

Most  of  the  questionnaire  concerned  information 
already  on  file  with  the  State  Association. 

3.  To  provide  a means  of  discipline? 

This  has  always  been  and  should  be  the  preroga- 
tive and  the  duty  of  the  local  society. 

There  remains,  then,  no  alternative  but  to  feel  that 
a certain  group  desires  either  to  obtain  power  for 
itself  or,  in  the  vernacular,  to  make  a production  out 
of  its  job. 

The  crowning  feature  of  the  whole  fiasco,  of 
course,  is  the  requirement  of  a notarized  signature — 
to  authenticate  one’s  address  and  telephone  number! 

Unless  the  physicians  of  South  Carolina  are  in 
favor  of  State  Medicine,  it  behooves  each  local  so- 
ciety actively  to  campaign  for  rescinding  this  law  at 
the  next  annual  meeting. 

Respectfully, 

James  M.  Wilson,  M.  D. 


THE  RETURN  OF  THE  PLAGUE 

THOMAS  PARKER,  M.  D. 
Greenville,  S.  C. 


Our  topic  for  tonight  will  be  “The  Return  of  the 
Plague.”  The  disease  is  not  new,  but  it  is  not  the 
Black  Death. 

It  has  the  following  characteristics:  One,  it  is  en- 
demic. Cases  are  always  present.  Two,  it  is  epidemic. 
At  times  the  disease,  like  the  Asian  flu,  engulfs  whole 
populations.  Three,  it  is  mortal.  It  is  a disease  which 
produces  death  amongst  those  attacked.  Four,  it  is 
contagious.  Those  who  suffer  from  the  disease  trans- 
mit it  to  their  contacts.  Five,  it  is  not  self-limited. 
Unlike  measles  which,  uncomplicated,  will  run  a 
short  course  that  tends  to  recovery,  this  disease  will 
progress  steadily  to  death  unless  a cure  is  effected. 
Six,  it  is  hereditary.  It  undoubtedly  runs  in  families, 
although  its  manifestations  are  frequently  delayed 
until  the  second  or  third  decade  of  life.  Seven,  it  is 
chronic,  and  may  persist  throughout  one’s  adult  life. 
Eight,  it  is  curable,  though  the  cure  is  difficult  and 
expensive  and  there  may  be  residual  scarring.  Nine, 
it  creates  immunity.  Immunity  can  be  either  active 
or  passive;  active  immunity  being  that  which  one 
acquires  from  contact  personally,  and  passive  im- 
munity being  that  which  is  provided  by  the  activi- 
ties of  others.  Active  immunity  is  permanent  for  the 
individual  but  not  for  the  race. 

The  disease  is  statism. 


This  condition  was  well  known  to  our  ancestors 
before  they  came  to  this  country.  They  suffered  from 
it  in  Europe;  they  dreaded  it;  they  described  it 
minutely,  accurately,  and  in  writing;  they  came  to 
this  country  to  escape  it;  and  they  found  a cure.  Un- 
fortunately, as  is  so  often  the  case,  the  original  de- 
scriptions were  neglected  and  forgotten. 

When  our  ancestors  came  to  this  country  they 
sought  for  themselves  and  for  their  posterity  three 
things.  First,  they  sought  religious  freedom.  The  old 
countries  from  which  they  came  had  established 
churches.  An  established  church  leads  to  religious 
oppression  and  persecution  of  dissenters;  and  indeed 
we  witnessed  in  Europe  people  dying  for  their  faith, 
Christians  martyred  by  other  professing  Christians. 
Our  ancestors  wanted  freedom  of  worship.  They  did 
not  seek  freedom  from  religion,  but  freedom  of  re- 
ligion. They  therefore  established  separation  of 
church  and  state,  and  in  our  Constitution  prohibited 
an  established  church. 

Second,  they  wanted  economic  freedom,  freedom 
of  enterprise.  This  may  be  defined  as  the  right  of 
the  individual  to  the  fruits  of  his  own  labor.  We 
frequently  hear  discussions  of  human  rights  as  op- 
posed to  property  rights.  The  right  to  own  property 
is  a human  right;  there  is  no  conflict  between  them; 
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and  indeed  other  liberties  are  impossible  unless  there 
is  the  right  for  an  individual  to  own  property. 

Economic  freedom  entails  the  right  of  an  in- 
dividual to  succeed  and  also  his  right  to  fail.  In- 
herent in  this  right  is  the  moral  responsibility  of 
those  who  do  succeed  to  help  those  who  do  not. 
Help  freely  given  and  freely  received  is  based  upon 
the  concept  of  the  responsibility  of  each  individual 
to  do  what  he  is  able  to  do  for  himself  and  others. 

The  doctrine  of  individual  responsibility  is  the 
exact  reverse  of  the  Marxian  dogma,  “From  each 
according  to  his  ability;  to  each  according  to  his 
need.”  When  productive  people  can  receive  only 
their  needs  in  return  for  their  efforts,  naturally  they 
produce  less.  When  producers  cease  to  produce 
abundance,  there  is  only  less  to  share  with  the  entire 
population.  When  the  lack  of  production  becomes 
too  great,  since  production  for  reward  has  been 
eliminated,  the  only  recourse  is  production  enforced 
by  punishment  for  lack  of  production. 

Third,  they  sought  political  freedom.  When  our 
country  was  settled,  all  existing  nations  had  authori- 
tarian government.  Kings  claimed  to  rule  by  Divine 
Right.  Countries  had  subjects,  not  citizens.  The  sub- 
jects enjoyed  privileges,  not  rights.  In  these  days 
people  believed  that  God,  the  source  of  power,  dele- 
gated this  power  to  kings;  and  the  kings  in  turn 
granted  privileges  to  their  subjects,  who  had  no  rights 
in  their  own  persons. 

The  American  dream,  the  truly  revolutionary  idea 
of  America,  was  that  God  gave  to  each  individual 
rights  which  were  inalienable;  that  men  delegated 
certain  pow'ers  only  to  government,  and  that  govern- 
ment was  therefore  the  creature  and  servant  of  the 
people  and  not  their  master. 

From  these  three  freedoms,  freedom  of  religion, 
freedom  of  enterprise,  and  freedom  of  government, 
sprang  the  most  marvelous  civilization  the  world  has 
ever  seen,  characterized  not  only  by  undreamed-of 
material  advancement  and  scientific  progress,  but  by 
spiritual  enlightenment.  This  was  evidenced  by  local 
and  international  philanthropy  unheard  of  in  other 
lands.  The  possibility  for  continued  future  develop- 
ment seemed  unlimited. 

And  then  somehow  the  vision,  glorious  beyond 
compare  in  past  accomplishment  and  future  promise, 
began  to  dim.  Somehow  we  lost  a sense  of  patriotic 
pride  in  our  past.  We  lost  self-confidence  in  our 
present.  We  abandoned  our  unbounded  faith  in 
greater  things  to  come,  the  unshakable  conviction 
that  ours  was  the  best  country  that  had  ever  been — 
not  perfect,  but  the  best;  and  that  it  would  continue 
to  advance.  Instead,  our  patriotic  pride  was  replaced 
by  the  suspicion  that  our  heritage  was  tainted.  His- 
torians stressed  the  thought  that  our  culture  had  been 
built  upon  slave  labor,  and  the  sins  of  our  ancestors 
lay  heavy  upon  us. 

Next  we  lost  faith  in  the  rightness  of  the  idea  of 
the  American  Revolution,  and  became  unsure  of  our 
premises  as  guides  for  present  action.  Finally,  we 


felt  that  our  future  was  beset  with  overwhelming 
obstacles  of  superhuman  magnitude  soluble  onlv  by 
government. 

The  expression  “times  have  changed”  was  con- 
sidered adecjuate  justification  for  the  abandonment 
of  principles  established  for  centuries  as  the  only 
sure  guides  for  personal  happiness  and  public  wel- 
fare. 

Without  question  times  have  changed  and  things 
are  different,  but  the  question  might  well  be  asked 
whether  our  times  are  any  more  perilous  than  those 
of  old,  or  whether  our  spirits  are  less  hardy  and  less 
resourceful  than  those  of  our  ancestors. 

How  have  times  changed?  What  have  we  lost? 

Let  us  consider  the  freedoms  we  inherited. 

1.  Freedom  of  religion  and  separation  of  church 
and  state.  We  have  lost  much  in  this  area.  Sur- 
prisingly, our  loss  began  with  acceptance  of  the  idea 
of  compulsory  public  education,  which  was  intro- 
duced into  this  country  by  Horace  Mann  in  1835 
approximately.  Prior  to  this  time  the  education  of 
children  had  been  the  responsibility  of  parents.  With 
the  acceptance  of  the  idea  of  compulsory  public  ed- 
ucation, the  authority  of  the  state  replaced  parental 
authority  as  provider,  arbiter,  and  source  of  dis- 
cipline. 

Recent  research  into  textbooks  used  in  our  early 
schools  revealed  none  but  the  Bible.  It  seems  that 
primary  emphasis  in  these  schools  was  upon  reading; 
that  the  purpose  of  reading  was  to  read  the  Bible; 
and  that  the  textbook  was  the  Bible. 

We  have  come  full  circle.  Nowadays  children  are 
hardly  taught  to  read,  and  the  Bible  is  barred  from 
government  schools  by  law. 

Instead  of  freedom  of  religion,  we  have  prohibition 
of  religion  by  judicial  fiat.  Nobody  can  have  any 
more  religion  than  that  person  who  has  the  least  of 
all;  therefore,  ultimately,  no  one  can  have  any  at  all 
as  far  as  the  school  is  concerned. 

2.  We  have  lost  much  of  the  freedom  of  our 
economy.  This  has  been  immeasurably  weakened 
through  government  ownership,  competition,  control 
and  confiscatory  taxation.  In  view  of  President  Ken- 
nedy’s bludgeoning  of  the  steel  industry  it  seems  al- 
most superfluous  to  mention  that  the  federal  govern- 
ment owns  40%  of  the  land  area  of  the  continental 
United  States  and  20%  of  its  productive  capacity. 
It  owns  88%  of  the  state  of  Nevada. 

Moreover,  in  1962,  Undersecretary  of  State  George 
W.  Ball  in  a public  address  stated  that  to  meet  the 
demands  of  the  modern  world  we  must  have  “total 
mobility  of  capital  and  labor.”  Have  you  considered 
the  implications  of  the  phrase  “total  mobility  of 
labor?”  The  only  totally  mobile  labor  force  that  I 
can  think  of  is  the  military,  in  which  people  must  go 
where  they  are  sent,  live  where  they  are  billeted, 
eat  what  they  are  given,  and  accept  what  they  are 
paid.  Obviously,  this  requires  force  for  its  implementa- 
tion. 

Walt  Whitman  Rostow  states,  “You  can  have  free- 
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dom  or  you  can  have  an  effective  modern  govern- 
ment. You  cannot  have  both.”  The  choice  of  the  New 
Frontier  in  this  matter  seems  clear. 

3.  We  have  lost  much  of  our  political  freedom. 
We  used  to  refer  to  “Uncle  Sam”  and  to  “our  govern- 
ment.” Now  we  refer  to  “Uncle  Shylock”  and  to 
“the  government.”  This  seemingly  trifling  difference 
is  of  tremendous  psychological  importance. 

In  Mississippi  we  observe  the  raw  exhibition  of 
brute  federal  force.  We  observe  unproclaimed  martial 
law,  with  suspension  of  the  writ  of  habeas  corpus. 

We  observe  falsification  of  the  facts. 

We  observe  unlawful  arrest  and  character  assassina- 
tion by  allegation  of  insanity. 

We  have  come  a long  way  from  the  right  of  the 
people  to  be  secure  in  their  homes  and  their  pos- 
sessions, the  right  of  freedom  to  assemble  peaceably 
and  to  petition  for  redress  of  grievances,  the  right  to 
a speedy  and  public  trial  before  a jury  of  one’s  peers. 

So  finally  we  recognize  the  disease.  What  about 
cure?  Three  requirements  must  be  met. 

1.  If  you  have  sleeping  sickness,  you  must  wake 
up.  The  trouble  is  that  many  people  don’t  want  to 
wake  up.  You  may  recall  Ulysses’  visit  to  the  land  of 
the  lotus  eaters,  “A  land  where  all  things  seem  al- 
ways the  same.”  In  this  land  you  never  have  to  do 
anything  because  it  doesn’t  make  any  difference 
whether  you  do  anything  or  not. 

2.  You  must  have  courage. 

In  a tight  spot  there  are  three  choices:  (a)  ignore 
the  facts.  Many  people  do  this,  (b)  Change  sides. 
Some  people  do  this,  (c)  Dig  in  and  fight  it  out.  I 
hope  that  you  have  read  Whitaker  Chambers’  book, 
“Witness,”  surely  one  of  the  great  books  of  our  gen- 
eration. In  it  you  will  recall  that  he  explained  that  he 
left  the  side  he  thought  was  winning  in  this  world  in 
order  to  save  his  soul. 

3.  You  must  have  a positive  approach.  We  con- 
servatives are  not  against  everything,  although,  in- 
cidentally, the  Ten  Commandments  are  negative.  We 
are  not  against  progress;  we  just  want  to  be  sure  the 
progress  is  in  the  right  direction.  We  are  for  human 
dignity,  for  more  personal  responsibility,  for  less  gov- 
ernment interference. 

In  our  warfare  we  have  two  basic  weapons: 

1.  Non-participation.  This  is  probably  our  best  and 
most  trustworthy  weapon;  our  most  ethical;  the  least 
understood,  and  therefore  the  most  maligned.  It  is, 
however,  in  accord  with  the  principles  of  ethics  of 
the  American  Medical  Association,  and  has  been  ad- 
vocated for  years  by  the  Association  of  American 
Physicians  and  Surgeons.  It  does  not  mean  refusal 
to  treat  our  patients.  It  means  refusal  to  participate 
in  systems  of  medical  care  which  we  consider  to  be 
detrimental  to  the  best  interests  of  our  patients. 

In  Saskatchewan,  as  I understand  it,  doctors  had 
no  choice  of  non-participation  as  we  propose  it. 
Either  they  practiced  government  medicine,  or  they 
didn’t  practice. 

We  do  have  a choice.  We  can  refuse  to  participate 
in  any  plan  of  medical  service  which  we  consider 


contrary  to  the  best  interests  of  our  patients.  We  can 
continue  to  treat  our  patients  as  we  always  have,  but 
refuse  government  pay  and  government  regulation; 
for  you  must  realize  that  with  government  pay  must 
come  government  regulation.  If  the  government  does 
not  supervise  the  spending  of  public  money,  it  is 
negligent  of  its  fiscal  responsibility. 

At  the  Chicago  meeting  of  the  AAPS  in  October, 
1962,  Dr.  John  Argue  of  Pittsfield,  New  Hampshire, 
told  us  how  he  and  his  partner  had  started  non- 
participation now.  They  are  the  onlv  two  doctors  in 
his  community;  therefore,  they  do  all  the  charity  and 
welfare  work.  They  have  full-pay  patients,  part-pay 
patients  and  welfare  patients. 

When  their  consciences  became  disturbed  about 
the  possibilities  of  socialized  medicine,  they  con- 
sidered carefully  the  implications.  Having  reached 
a decision,  they  then  prepared  a statement  which 
they  disseminated  widely  throughout  the  com- 
munity. In  it  they  explained  how  government  sub- 
sidy brought  government  control  and  deterioration  of 
medical  standards  and  of  the  doctor-patient  relation- 
ship. They  also  pointed  out  that  they  felt  that  people 
on  service  in  the  armed  forces  were  protecting  them 
and  that  they  were  therefore  under  obligation  to 
such  persons.  For  this  reason  they  offered  to  treat 
welfare  patients  and  dependents  of  military  person- 
nel free.  They  state  that  their  rewards  in  gratitude 
and  public  esteem  have  more  than  offset  their  finan- 
cial loss.  More  specifically  speaking,  they  calculated 
that  the  cost  to  them  would  be  5%  of  their  gross. 
Now,  when  they  receive  government  authorizations 
for  treatment,  they  simply  mark  them  “No  Charge” 
and  treat  the  patient.  This  simplifies  their  paper 
work  tremendously.  It  also  nullifies  any  claim  of  any 
level  of  government  that  taxes  must  be  raised  in 
order  that  doctors’  bills  for  their  indigent  patients 
may  be  paid.  They  are  highly  pleased  with  the  re- 
sult of  their  non-participation. 

Of  course  if  you  are  going  to  do  this,  the  time  to 
start  is  now.  Don’t  wait  until  the  government  is  pay- 
ing you  more  than  you  can  do  without.  By  the  time 
the  government  is  paying  30%  or  50%  of  your  gross, 
you  are  hooked;  your  practice  has  been  socialized, 
and  you  can  only  anticipate  further  regulation  and 
control.  Government  is  constantly  offering  to  care 
for  another  segment  of  the  population  — the  blind, 
the  old,  the  young,  the  fatherless,  etc.,  etc.,  and  the 
alleged  purpose  is  always  “to  provide  care  for  the 
patient  and  pay  for  the  physician  at  government  ex- 
pense.” Where  do  you  think  government  gets  its 
money?  I can  anticipate  the  agonized  cry  — “But  this 
would  cost  me  money.”  What  ever  made  you  think 
that  freedom  was  a gift?  As  Tom  Paine  said,  “Heaven 
has  a way  of  fixing  values,  and  it  would  indeed  be 
passing  strange  if  so  precious  a commodity  as  liberty 
did  not  carry  a dear  tag.” 

2.  A second  reliable  weapon  is  the  individual  re- 
sponsibility plan  — IRP.  This  was  developed  by  the 
doctors  of  the  San  Fernando  Valley  district  in  Cal- 
ifornia. Briefly,  they  were  being  overwhelmed  by 
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forms  of  governmental  and  insurance  origin.  They 
noted  that  the  patients  did  not  appreciate  the  care 
that  they  were  getting  at  government  expense  and 
that  there  was,  moreover,  a distinct  deterioration  of 
doctor-patient  esteem  and  rapport.  Briefly,  they  or- 
ganized and  they  developed  one  set  of  forms.  These 
provide  on  a single  page  two  sets  of  information.  The 
physician  certifies:  the  patient’s  name,  age  and  rea- 
son for  visit;  2.  diagnosis;  3.  dates  of  visits;  4.  treat- 
ment; 5.  charges;  6.  period  of  disability. 

The  patient  provides  the  name  of  the  insured  and 
the  company  or  agency,  the  serial  number  of  the 
policy  certificate  or  OAS  ( DPW  number),  relation- 
ship of  patient  to  insured,  name  of  employer,  and  to 
whom  the  check  is  to  be  made  payable. 

On  completion  the  patient  sends  the  form  to  the 
insurance  company  or  agency  and  thereafter  deals 
directly  with  the  insurer. 

This  is  a simple  procedure  in  which  the  physician 
bills  his  patient,  the  patient  presents  his  claim  to 
the  insurance  company  or  welfare  agency,  and  the 
patient  is  responsible  to  the  doctor  for  payment. 

IRP  is  not  a rejection  of  cooperation  with  gov- 
ernment. Instead,  it  offers  a positive  approach  by 
which  the  interests  of  the  public  can  be  protected 
while  tlie  medical  profession  retains  its  freedom. 
IBP  can  bring  home  to  the  patient  the  fact  that  even 
if  he  is  reimbursed  for  an  entire  bill,  care  is  not  free; 
and  by  paying  his  own  bill  the  patient  learns  re- 
sponsibility to  himself  and  to  others. 

It  is  obvious  that  both  non-participation  and  IRP 
are  based  upon  the  concept  of  personal  integrity. 

The  doctor  refuses  to  furnish  inferior  medical  care, 
and  protects  his  own  freedom  and  that  of  his  pa- 
tients from  government  control. 


The  patient  refuses  something  for  nothing,  and  ac- 
knowledges his  own  responsibility  to  pay  for  the 
benefits  received. 

The  confidential,  trusting  doctor-patient  relation- 
ship is  preserved  and  the  do-gooders  and  the  prvers- 
into-other-people’s  affairs  are  thwarted. 

This  is  no  time  for  melodrama.  I have  no  wish  to 
frighten  you.  We  must,  however,  face  the  fact  that 
we  are  in  a battle  for  survival,  and  our  enemies  play 
for  keeps. 

In  other  days  wars  were  of  a material  nature;  na- 
tions fought  for  limited  gains  and  the  conflict  was 
physical.  If  a combatant  was  unfortunate,  he  might 
lose  his  life. 

We  are  constantly  told  that  our  present  conflict  is 
a conflict  for  the  minds  of  men.  It  is  much  more 
than  this;  this  is  a spiritual  war.  It  is  a conflict  for 
our  bodies  and  our  souls.  We  dare  not  lose,  for  if  we 
do,  we  may  lose  our  souls;  and  what  shall  a man  give 
in  exchange  for  his  soul  once  he  has  lost  it? 

The  words  of  brave  men  in  times  of  peril  come 
down  to  us  across  the  years  to  encourage  us  in  our 
moments  of  trial.  I give  you  the  words  of  Marshal 
Foch  at  the  Battle  of  the  Marne  in  World  War  I. 
You  will  recall  that  the  Germans  were  overrunning 
France  rapidly  and  that  the  fall  of  Paris  seemed  im- 
minent Headquarters  sent  a messenger  to  Marshal 
Foch  to  ask  for  his  assessment  of  the  situation  and 
what  he  proposed  to  do  about  it.  He  replied,  “My 
right  is  broken.  My  center  is  collapsing.  My  left  is 
crushed.  I shall  attack.” 

An  address  presented  at  the  annual  ( November  6, 
1962)  meeting  of  the  Medical  Society  of  South  Caro- 
lina, Charleston. 


Annual  Scientific  Session 
Self  Memorial  Hospital,  Greenwood,  S.  C. 
Wednesday,  August  14,  1963 

9:45  A.  M.  Self  Memorial  Hospital  Case  Reports 

1.  Dr.  R.  Brooks  Scurry 
Endometrioma  of  Rectum 

2.  Dr.  Wiley  Price 
Erythema  Multiforme 

3.  Dr.  Mims  Mobley 
Histoplasmosis 

4.  Dr.  Roland  McKinney 
Hypoglycemia 

5.  Dr.  Stanley  C.  Baker,  Jr. 
Leiomyoma  of  Esophagus 
Dr.  Philip  Thorek,  Chicago. 
Intestinal  Obstruction 

Dr.  Elbert  L.  Persons 
Gout 

Dr.  Christopher  J.  Murphy,  Jr., 
Virginia. 

The  Use  of  Nitrous  Oxide  Gyneco- 


gram  in  the  Differential  Diagnosis  of 
Pelvic  Pathology 
Dr.  A.  D.  Brashear,  Virginia. 
Infections  of  Head  and  Neck 
2:30  P.  M.  Dr.  Philip  Thorek 

Common  Duct  Obstruction 
3:00  P.  M.  Dr.  John  E.  Steinhaus,  Georgia. 

Toxic  Reactions  to  Local  Anesthetics 


DENTAL 
Dr.  A.  D.  Brashear 
Infection  Pathways  of  Head  and 
Neck 

Dr.  A.  D.  Brashear 
Pertinent  Anatomy  for  Local  Anes- 
thesia 

Dr.  John  E.  Steinhaus 

Toxic  Reaction  to  Local  Anesthesia 

SOCIAL  HOUR 
Greenwood  Country  Club 
6:15  P.  M.  Cocktails 

7:00  P.  M.  Barbecue 
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Deaths 


DR.  G.  L.  BOYKIN 

Dr.  Gary  L.  Boykin,  77,  of  Lamar  died  in  the 
Lamar  hospital  May  16. 

Dr.  Boykin  was  born  in  Newman  Swamp  Com- 
munity on  Nov.  27,  1885,  a son  of  the  late  Frank  and 
Harriet  McLendon  Boykin.  After  completing  school 
in  Darlington  County,  he  attended  the  University  of 
Nashville  (which  later  became  a part  of  the  Univer- 
sity of  Tennessee).  It  was  there  he  received  his  Doc- 
tor of  Medicine  degree.  In  1957,  Dr.  Boykin  was 
asked  to  return  to  the  University  of  Tennessee  where 
he  was  honored  by  being  presented  a certificate  of 
accomplishment  for  50  years  of  distinguished  medical 
service. 

For  two  years  Dr.  Boykin  practiced  general  medi- 
cine in  Lamar,  and  accepted  a position  as  physician 
at  a private  hospital  in  Norfolk,  Va.  During  1911, 
Dr.  Boykin  returned  to  his  home  town  of  Lamar. 

Dr.  Boykin  decided  that  Lamar  needed  a small 
hospital  and  in  1955  he  built  one  according  to  the 
State  Board  of  Health  specifications.  He  operated 
this  hospital  in  the  town  of  Lamar  for  five  years. 
As  of  July  1,  1960,  he  sold  the  hospital  to  Dr.  S.  T. 
Griffin  of  Florence  and  Dr.  L.  W.  Heriot  of  Colum- 
bia. 

Dr.  Boykin  retired  as  a practicing  physician  after 
57  years  of  service  to  the  people  of  the  Lamar  section 
of  Darlington  County.  He  was  a charter  member  of 
the  Lamar  Civitan  Club,  a member  of  the  County 
Board  of  Education  and  a charter  member  and  past 
post  commander  of  Lamar  Post  No.  94  of  the  Ameri- 
can Legion. 


DR.  F.  A.  BELL 

Dr.  Francis  Arthur  Bell,  longtime  dean  of  the  medi- 
cal profession  in  Georgetown,  died  April  26  at  the 
age  of  81.  Dr.  Bell  began  practice  in  Georgetown 
County  in  1906.  He  had  continued  active  practice 
until  before  his  death. 

Dr.  Bell  recently  reported  that  he  had  treated  six 
generations  of  one  Georgetown  County  family,  the 
great-great-great  grandmother  of  one  of  his  youngest 
patients  having  been  the  first  Georgetonian  to  call  on 
him  for  medical  aid. 

Dr.  Bell  was  widely  known  for  his  keen  interest  in 
Southern  history.  He  had  became  a popular  speaker 
on  Georgetown  lore  and  possessed  a wide  store  of 
anecdotes  illustrative  of  Lowcountry  life  and  tradi- 
tion. 

His  interest  in  his  adopted  hometown  caused  him 
to  describe  himself  as  “the  only  Reconstructed  Rebel 


in  Georgetown  County.  The  rest  of  them  are  still 
Confederates  and  the  only  reason  I was  reconstructed 
is  that  I was  a Yankee  to  begin  with.” 

Dr.  Bell,  a native  of  Lawrence,  Mass.,  was  a gradu- 
ate of  the  Virginia  Medical  College,  class  of  1905. 
After  his  internship,  he  began  practice  in  the  Sampit 
section  of  Georgetown  County,  then  a flourishing 
agricultural  and  mercantile  center.  He  set  up  an 
office  in  Georgetown  in  1910.  His  practice  has  been 
continuous,  except  for  service  as  a lieutenant  in  the 
Medical  Corps  on  the  Mexican  Border  in  1916. 

He  had  been  a member  of  the  AMA  50  years  and 
was  a member  of  the  American  Academy  of  General 
Practice.  He  was  president  of  the  Georgetown  County 
Medical  Association. 

Dr.  Bell  was  also  active  in  civic  affairs,  having 
served  twice  as  president  of  the  Chamber  of  Com- 
merce. 

At  the  time  of  his  death,  he  was  chairman  of  the 
board  of  directors  of  Brookgreen  Gardens. 

Dr.  Bell  also  held  the  highest  offices  in  the  Rotary 
Club,  Winyah  Indigo  Society,  Historical  Society  and 
Society  for  the  prevention  of  Crueltv  to  Animals. 

The  doctors  and  staff  of  Georgetown  County  Mem- 
orial Hospital,  where  he  died,  had  recently  paid 
tribute  to  him  for  “long  and  unselfish  service  to  man- 
kind.’ At  that  time,  a portrait  was  unveiled. 


DR.  J.  C.  PEARCE 

Dr.  J.  C.  Pearce  of  408  Ergle  Street,  Graniteville, 
died  at  an  Augusta  infirmary  Thursday,  May  30. 

One  of  the  most  distinguished  humanitarians  of 
Graniteville,  Dr.  Pearce,  75,  had  practiced  his  pro- 
fession for  half  a century,  retiring  late  last  year  when 
stricken  by  a fatal  illness. 

Born  August  22,  1888,  lie  was  graduated  from  the 
Medical  College  of  South  Carolina  in  1911. 

His  first  choice  for  practicing  medicine,  Granite- 
ville, proved  to  be  a lifetime  decision.  Not  content  to 
serve  his  community  only.  Doctor  Pearce  volunteered 
his  services  with  the  American  Expeditionary  Forces 
in  World  War  I and  was  one  of  a select  group  of 
medical  men  to  serve  with  British  forces  during  that 
war. 

At  the  end  of  the  war,  Doctor  Pearce  returned  to 
Graniteville  to  continue  his  interrupted  practice. 

The  South  Carolina  Senate  in  February  of  this 
year  passed  a resolution  commending  Doctor  Pearce 
for  his  faithful  and  devoted  practice  of  medicine  in 
Graniteville  for  a span  of  50  years. 


Jui.y,  1963 
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Book  Reviews 


OPHTHALMIC  PLAS- 
TIC SURGERY.  By  Dr. 
Sidney  A.  Fox.  Grune  and 
Stratton.  New  York.  3rd 
Edition.  1962.  $19.50. 

The  third  edition  of  “Oph- 
thalmic Plastic  Surgery"  by 
Dr.  Sidney  A.  Fox  represents 
an  extensive  expansion  and 
revision  of  the  second  edi- 
tion. New  Chapters  have 
been  included  on  the  lacri- 
mal system,  enucleation  and 
allied  procedures,  congenital  anomalies,  first  aid, 
irradiation  and  tattooing.  The  number  of  case  histories, 
especially  representing  lid  repairs,  have  been  in- 
creased to  give  representative  examples  of  many  vari- 
ous types.  Many  new  figures  and  illustrations  have 
been  added  to  illustrate  the  procedures  as  necessary. 

In  general,  this  is  an  excellent  compendium  of 
knowledge  based  on  the  author’s  own  experience 
with  a proper  and  honest  eye  for  the  possible  fail- 
ures as  well  as  successes.  Anyone  interested  in  this 
type  of  surgery  should  avail  himself  of  the  knowl- 
edge and  experience  which  this  book  so  generously 
contributes. 

Robert  F.  Hagerty,  M.  D. 


MALPRACTICE  LAW  DISSECTED  FOR 
QUICK  GRASPING.  By  C.  C.  Cusumano.  132 
pages.  New  York,  N.  Y.  Medicine-Law  Press,  Inc., 
1962.  $10.00. 

This  book  fills  a need  for  a concise,  brief  summary 
containing  enough  information  to  familiarize  the 
physician  with  the  essentials  of  malpractice  law.  The 
work  is  written  clearly  enough  so  that  the  doctor  who 
ordinarily  is  baffled  by  legal  composition  will  have 
little  difficulty  in  understanding  it.  Noteworthy  is  the 
avoidance  of  tedious  case  reports  of  legal  actions  to 
illustrate  obscure  points  of  law,  a common  failing  of 
books  on  malpractice.  Thorough  coverage  of  all 
aspects  of  malpractice  has  not  been  sacrificed  in  this 
dissection  for  quick  grasping. 

One  might  quarrel  with  the  inclusion  of  mal- 
practice law  for  dentists,  nurses  and  hospitals.  It  ap- 
pears redundant  in  a book  directed  for  the  most  part 
to  physicians,  since  the  liability  of  doctors  for  the 
acts  of  others  is  considered  in  Chapter  14.  The  book 
may  share  a fault  common  to  medical  books  of  the 
present  day  in  that  it  is  possibly  overpriced.  If  the 
protective  suggestions  outlined  in  Chapter  24  should 
save  the  physician  from  a malpractice  suit,  he  is  not 
likely  to  quibble  about  the  cost. 

As  medicine  loses  its  aura  for  the  average  person 
on  the  basis  of  the  better  education  of  the  layman 


and  his  clearer  understanding  of  medical  situations, 
it  is  inevitable  that  malpractice  suits  will  increase  and 
the  doctrine  of  res  ipsa  loquitur  (the  thing  speaks  for 
itself)  will  come  to  plague  the  actions  of  doctors.  It 
is  imperative  that  the  physician  arm  himself  with  the 
knowledge  so  clearly  put  forth  in  this  book. 

Louie  B.  Jenkins,  M.  D. 


PROGRESS  IN  MEDICAL  GENETICS,  Vol. 
II.,  Edited  by  Arthur  G.  Steinberg  and  Alexander 
G.  Bearn.  Grune  and  Stratton,  New  York  and 
London— 1962.  Pp.  378.  $12.75. 

In  this  volume,  as  in  Vol.  I published  in  1961,  no 
attempt  is  made  to  review  all  fields  of  medical 
genetics.1  The  use  of  improved  methods  of  chro- 
matography, electrophoresis,  and  precise  serologic 
and  immunologic  principles  as  tools  for  studying 
genetic  variants  of  serum  proteins,  aminoaciduria, 
antibody  synthesis,  and  predisposition  to  rheumatic 
diseases  is  discussed  in  the  first  6 chapters.  Two  chap- 
ters review  nonhuman  mammalian  genetics,  in- 
cluding a detailed  discussion  of  chromosome  aberra- 
tions. These  8 chapters  should  be  of  more  interest  to 
serious  students  of  human  genetics  than  to  the  prac- 
ticing physician  with  little  time  to  delve  into  the 
field. 

The  final  chapter  on  the  genetics  of  ocular  diseases 
should  be  of  interest  to  all  ophthalmologists.  Francois 
states  that  “at  least  246  pathological  genes  are  known 
which  express  themselves  in  ocular  abnormalities, 
either  exclusively  or  associated  with  other  abnormali- 
ties. Of  these  genes,  91  are  recessive,  30  are  sex- 
linked  and  125  are  dominant.” 

1 For  an  annotated  bibliography  of  literature  in  medi- 
cal genetics,  published  in  1961,  see  the  May,  1962, 
issue  of  Journal  of  Chronic  Diseases. 

Elsie  Taber,  M.  D. 

PROTEIN  METABOLISM.  Edited  by  F.  Gross. 
Sponsored  by  Ciba.  Springer  Verlag.  Berlin, 
Germany. 

A discussion  of  the  present  knowledge  of  the  sub- 
ject by  eminent  investigators.  The  findings  are  al- 
most entirely  from  the  laboratory,  and  clinical  ap- 
plication is  scant. 

This  is  another  of  Ciba’s  excellent  symposia. 

J.  I.  W. 


THE  FAT  BOY  GOES  POLY-UNSATU- 
RATED.  By  Elmer  Wheeler.  Doubleday  and 
Company,  Inc.  Garden  City,  N.  Y.  $3.50. 

The  light  touch  on  a heavy  question.  The  author 
recounts  humorously  his  struggle  to  reduce  his 
cholesterol  level.  Comments  and  directions  are  given 
in  an  amusing  style  which  may  be  more  efficacious 
than  the  admonitions  of  the  serious  physician,  and  as 
authentic  in  the  present  dav  context.  J.  I.  W. 
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BULK  IS  BASIC 

METAMUCIL  IS  BASIC... 

(brand  of  psyllium  hydrophilic  mucilloid) 


Metamucil  corrects  constipation  in  preg- 
nant patients  without  disturbing  either  the 
rhythmic  or  digestive  functions  of  the  gas- 
trointestinal tract. 

By  adding  a soft,  hydrophilic,  easily- 
compressed  bulk  to  the  diet,  Metamucil 
augments  and  reinforces  the  natural  bulk 
stimulus  to  intestinal  peristalsis  and  the 
defecation  reflex.  This  purely  local  action 
softens  hard  fecal  masses,  increases  muscle 
tone  and  helps  reestablish  the  normal 
rhythm  of  elimination. 

Since  its  action  is  not  systemic  and  not 


habit  forming,  Metamucil  may  be  safely 
administered  throughout  pregnancy. 

Average  Adult  Dose:  One  rounded  teaspoon- 
ful of  Metamucil  powder  (or  one  packet  of 
Instant  Mix  Metamucil)  in  a glass  of  cool 
liquid. 

Metamucil  is  available  as  Metamucil 
powder  in  4-,  8-  and  1 6-ounce  containers  and 
as  flavored  Instant  Mix  Metamucil  in  cartons 
containing  16  and  30  single-dose  packets. 

G.  D.  SEARLE  & CO.,  Chicago  80,  Illinois 

Research  in  the  Service  of  Medicine 
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THE  MANAGEMENT  OF  THE  ANXIOUS 
PATIENT.  By  Ainslie  Meares.  W.  B.  Saunders 
Company,  Philadelphia  and  London  1963.  Pp. 
493. 

In  all  fairness  to  the  Australian  author  I must  men- 
tion that  the  preface  warns  us  that  this  is  not  a 
textbook,  which  is  verified  in  the  book.  Upon  look- 
ing at  the  table  of  contents  I am  impressed  with  the 
completeness  of  topic  coverage;  however,  I am  very 
disappointed  with  the  lack  of  worthwhile  material 
in  the  book  itself.  All  topics  are  treated  in  a very 
superficial  manner,  and  very  little  depth  of  thought 
or  ideas  is  demonstrated. 

The  purpose  of  the  book,  as  I see  it,  is  simply  to 
enable  the  author  to  express  a few  of  his  pet  ideas. 
The  most  profound  discussions  are  about  “atavistic- 
regression”  as  accomplished  by  hypnosis.  The  author 
demonstrates  a decided  overemphasis  on  hypnosis 
in  the  treatment  of  the  anxious  patient  and  presents 
a somewhat  distorted  view  of  psychiatry. 

Some  good  statements  can  be  made  about  the 
book.  It  is  simplv  written,  interesting  and  easy  to 
comprehend.  Technically,  the  printing,  spacing  and 
format  are  excellent  for  fast  reading.  A glossary  is 
furnished  which  is  helpful  for  the  very  few  tech- 
nical terms  used. 

The  physician  could  better  spend  his  time  on  the 
more  accepted  textbooks  such  as  Noyes’  Textbook 
of  Psychiatry  or  Silvano  Arieti’s  American  Handbook 
of  Psychiatry. 

Al  B.  Harley,  Jr.,  M.  D. 


SURGERY  IN  WORLD  WAR  II,  Activities  of 
Surgical  Consultants,  Volume  1,  prepared  under 
the  direction  of  Lt.  Gen.  Leonard  D.  Heaton,  The 
Surgeon  General  of  the  Army.  U.  S.  Government 
Printing  Office,  Washington,  D.  C.  $6.50. 

This  is  another  of  the  long  list  of  post  World 
War  II  publications  of  the  U.  S.  Army  Medical  De- 
partment, which  is  rapidly  becoming  a monument  to 
the  vision,  wisdom,  and  tenacity  of  the  Editor-in- 
Chief,  Colonel  J.  B.  Coates,  Jr.  It  is  not  an  easy  task 
to  pry  information  from  busy  individuals  and 
Colonel  Coates  is  certainly  to  be  commended  for  his 
relative  success. 

Unfortunately  the  contributions  of  some  of  the 
most  active  and  effective  consultants  are  missing,  but 
there  is  still  sufficient  material  amassed  and  recorded 
to  make  this  a valuable  document. 

This  book  will  be  read  with  interest  by  all  sur- 
gically  inclined  physicians  who  wore  a uniform  and 
it  should  be  read  by  all  who  are  concerned  with 
planning  for  future  major  emergencies,  either  civilian 
or  military. 

The  necessity  of  an  adequate  Consultant  System  is 
well  established  and  will  continue  to  exist. 

William  H.  Amspacher,  M.  D. 


LIVING  WITH  EPILEPTIC  SEIZURES.  By 
Samuel  Livingston,  M.  I).  Charles  C.  Thomas. 
Springfield,  111. 

This  is  a book  by  a recognized  authority.  Accord- 
ing to  the  blurb  on  the  dust  jacket,  it  is  intended 
for  a rather  broad  field  of  interested  people  — pa- 
tients, educators,  social  workers,  etc.  and  the  medi- 
cal profession.  The  subject  is  presented  in  such  a 
manner  as  to  reach  successfully  this  varied  collection 
of  potential  readers. 

It  offers  first  a clinical  consideration  of  the  prob- 
lems of  epilepsy  and  then,  in  fairly  extensive  form, 
covers  various  services  available,  socio-economic- 
problems,  heredity,  the  “epileptic  personality”  and 
a variety  of  other  aspects  of  the  broad  problems  of 
epilepsy. 

This  reviewer  found  what  appeared  to  be  a few 
moot  points,  particularly  in  the  clinical  considera- 
tion. For  instance:  an  admonition  that  physical  ex- 
aminations and  blood,  urine,  and  liver  function  tests 
should  be  done  monthly  on  treated  patients  is  a 
rather  high  goal  to  reach  for  the  ordinary  clinic  or 
epileptic.  Not  all  authorities  agree  that  medication 
must  be  continued  for  four  years  after  the  patient’s 
last  seizure.  One  questions  why  the  term  Luminal 
is  used  as  apparently  something  different  from  pheno- 
barbital.  A side  effect  of  administration  of  Tridione 
is  called  photophobia;  this  is  not  the  common  con- 
cept of  the  glare  phenomenon.  Atabrine,  recognized 
by  some  physicians  as  of  some  use  in  petit  mal  is 
discarded  summarily,  perhaps  justly. 

The  author  obviously  has  an  affection  for  the 
ketogenic  diet,  recognized  generally  as  an  effective 
measure,  but  likewise  recognized  as  being  nearly 
impossible  of  accomplishment  under  ordinary  condi- 
tions. The  book  contains  a number  of  mild  gram- 
matical faults  which  do  not  carry  any  great  sig- 
nificance. 

The  points  noted  above  might  well  be  the  expres- 
sion of  individual  conviction,  and  perhaps  the  mat- 
ters questioned  are  actually  as  sound  as  the  rest  of 
the  book,  which  should  be  of  great  use  to  many 
kinds  of  readers  besides  the  physician  and  patient. 

J.I.W. 


NEW  AND  NONOFFICIAL  DRUGS  1963. 
Evaluated  by  A.M.A.  Council  on  Drugs.  J.  B. 
Lippincott  Co.  Philadelphia.  $4.00. 

This  annual  compilation  of  available  information 
on  drugs  serves  a most  useful  purpose  for  anyone 
interested  in  therapeutics.  It  is  a concise  and  reliable 
summary  of  current  information  compiled  by  the 
Council  on  Drugs  of  the  AMA,  and  covers  such 
preparations  as  have  not  yet  been  included  in  the 
Pharmacopoeia,  or  the  National  Formulary.  The 
data  are  ample  but  concise. 

This  is  a very  valuable  and  inexpensive  handbook 
for  every  practitioner.  J.I.W. 
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MISTLETOE  POISONING 

A REVIEW  OF  THE  AVAILABLE  LITERATURE,  AND  THE 
REPORT  OF  A CASE  OF  PROBABLE  FATAL  POISONING 

HENRY  YV.  MOORE,  M.  D. 

Columbia,  S.  C. 


No  case  of  mistletoe  poisoning  has  been 
reported  in  the  Quarterly  Cumula- 
tive Medical  Index  since  1930.  Vague 
references  to  cases  of  poisoning  exist  in  a few 
early  20th  century  medical  articles. 

Phoraclendron  flavescens  (American  mis- 
tletoe) is  a small  parasitic  plant  growing  on 
various  trees,  especially  in  the  Southern 
States.  The  berries,  white  in  color,  are  con- 
sidered poisonous.  The  deaths  of  several  chil- 
dren have  been  attributed  to  eating  the  ber- 
ries. Mistletoe  is  widely  used  as  a Christmas 
decoration,  and  one  wonders  why  so  few  re- 
ports of  poisoning  have  been  found  in  recent 
literature.  Perhaps  certain  pharmacological 
studies  to  be  discussed  later  may  cast  some 
light  on  the  matter. 

Both  the  European  and  the  American 
species  of  mistletoe  have  reportedly  produced 
clinical  poisoning.  Early  clinicians  have  re- 
ported a variety  of  symptoms,  most  frequently 
nausea,  vomiting  and  purging,  elevated  blood 
pressure,  bounding  pulse,  accelerated  and 
stertorous  respirations,  hallucinations,  mental 
confusion,  dilated  pupils,  and  cardio-vascular 
collapse. 

Crawford'  in  1911  reported  that  dogs  and 


cattle  fed  the  plant  “scarcely  showed  any 
symptoms.”  However,  this  author  noted  that 
an  aqueous  or  fluid  extract  of  Phoradendron 
flavescens  injected  into  the  saphenous  vein  of 
a narcotized  dog  whose  vagi  had  been  cut, 
produced  a temporary  fall  in  blood  pressure, 
followed  by  a sharp  rise  associated  with  a 
rapid  heart  beat.  This  rise  in  systemic  blood 
pressure  was  very  persistent.  If  the  vagi  were 
intact,  the  elevation  of  blood  pressure  was 
more  gradual.  Atropine  prevented  the  initial 
blood  pressure  fall.  Extracts  of  mistletoe  ap- 
plied to  the  conjunctivae  failed  to  produce 
local  vaso-constriction.  Increased  urinary  out- 
put accompanied  the  elevated  blood  pressure. 

Hanzlick  and  French’  reported  extensively 
on  the  pharmacological  properties  of  Phora- 
dendron flavescens  in  1924.  They  reported 
that  in  general,  fluid  and  alcoholic  extracts  of 
mistletoe  berries  produce  a direct  stimulatory 
effect  on  smooth  muscle,  arteries,  intestines, 
bladder  and  uterus.  This  is  felt  by  the  authors 
to  be  due  to  the  presence  of  tyramine  and 
other  similar  pressor  amines.  This  stimulatory 
action  is  not  sympathomimetic,  as  demon- 
strated by  the  direct  action  on  isolated  strips 
of  smooth  muscle.  Also,  it  was  shown  that 


Mistletoe  Poisoning 


mistletoe  and  tyramine  raised  blood  pressure 
in  ergotized  dogs  in  precisely  the  same  man- 
ner (i.e.  as  adrenolytic  agents). 

Choline  or  a choline-like  substance  is  also 
probably  present  in  mistletoe.  The  initial 
blood  pressure  drop  following  administration 
of  mistletoe  is  antagonized  by  atropine,  fairly 
specific  demonstration  for  choline  or  choline- 
like substances.  Animals  given  the  drug  orally 
showed  definite  though  moderate  effects  in 
that  slowing  of  pulse  and  increased  respira- 
tory rates  occurred.  Some  depression  was  also 
observed  in  the  unanesthetized  animals.  Using 
pharmacalogical  doses,  increased  tonus  and 
contractility  of  intact  cat  and  dog  uterus  was 
demonstrated,  agreeing  with  previous  reports 
of  oxytocic  action  of  mistletoe.  Diuresis  was 
not  substantiated  by  these  authors;  in  fact, 
they  observed  anuria  occurred  when  using 
doses  considered  to  be  pharmacologic.2  Un- 
fortunately, no  studies  using  large  or  definite 
toxic  doses  of  mistletoe  extracts  have  come 
to  the  attention  of  this  author. 

The  common  mistletoe  of  the  eastern 
United  States  is  alleged  to  have  marked  oxy- 
tocic effects.  A digitalis-like  effect  on  cardiac 
muscle  has  been  suggested  by  some  authors 
without  definite  laboratory  proof.3  Animal 
studies  previously  mentioned  reveal  that  pres- 
sor-like effects  appear  to  be  due  to  tyramine, 
a potent  hypertensive  adrenolytic  agent.  Also 
choline-like  effects  have  been  demonstrated 
in  the  laboratory  animal. 

Case  Report:  Mrs.  D.  S.,  28  yr.  white  female.  The 
patient  arrived  in  the  hospital  emergency  room  at 
approximately  7 P.  M. — approximately  12  hours  after 
intentionally  ingesting  an  unknown  quantity  of  a 
tea  brewed  from  the  berries  of  the  American  mistle- 
toe plant.  She  arrived  in  state  of  deep  shock,  but 
improved  momentarily  to  the  extent  that  feeble 
respirations  were  noted  with  some  skin  flushing  after 
intramuscular  epinephrine. 

The  physician  who  was  called  to  see  the  patient 
referred  her  immediately  to  the  hospital  after  ad- 
ministering caffeine.  He  noted  the  patient  to  be  in 
deep  shock,  extremely  pale,  sweating  profusely,  and 
with  dilated  pupils.  She  was  mentally  confused  and 
apathetic,  but  sufficiently  conscious  to  complain  of 
severe  abdominal  discomfort  and  nausea.  She  ap- 
peared to  be  moderately  dehydrated.  Temperature 
was  subnormal,  blood  pressure  was  unobtainable, 
pulse  was  barely  perceptible. 


The  family  reported  that  the  patient  had  been 
taken  suddenly  ill  some  1 to  2 hours  after  drinking 
“mistletoe  tea’’  which  she  thought  would  “bring  on 
her  period.”  Vomiting  and  abdominal  cramps  with 
copious  diarrheal  stools  and  frequent  voiding  occurred 
for  some  8 to  10  hours  prior  to  seeking  medical  aid. 
Her  condition  deteriorated  rapidly  during  the  brief 
ambulance  trip  to  the  hospital. 

The  patient  exhibited  many  of  the  symptoms  of 
acute  digitalis  intoxication  from  overdosage.  No 
cardiac  arhythmias  were  noted  in  the  brief  time 
the  patient  was  under  medical  observation.  She 
seems  to  have  been  moribund  before  the  family 
sought  medical  help.  Death  ensued  some  10  to  15 
minutes  after  arrival  at  the  hospital,  apparently  from 
cardiovascular  collapse. 

Pathological  Protocol  — Summary 

The  following  positive  findings  were  noted  on 
gross  examination : 

Gastrointestinal  Tract:  The  stomach  contained  130 
ml  of  dark  green  liquid  contents.  The  gastric  rugae 
appear  edematous  and  diffusely  erythematous.  The 
duodenum,  jejenum  and  large  bowel  appear  grossly 
normal. 

Urinary  Bladder:  No  urine  present  in  bladder; 
mucosa  edematous. 

Internal  Genitalia:  Uterus  slightly  enlarged, 

measuring  12  cm  from  fundus  to  external  cervical 
os  and  9 cm  in  its  widest  portion.  The  myometrium 
is  soft.  On  section  placental  tissue  is  found  within 
the  uterine  cavity,  but  neither  embryo  or  fetus  can  be 
identified.  The  cervical  canal  and  external  cervical 
os  contains  mucus. 

Brain:  (This  organ  not  examined.) 

The  following  positive  findings  were  noted  on 
microscopic  exam : 

Stomach:  A section  of  the  stomach  wall  reveals 
the  mucosa  to  be  intact  and  normal.  In  the  mucosal 
stroma  there  is  mild  to  moderate  dilation  of  blood 
vessels  with  a mild  perivascular  infiltration  of  lympho- 
cytes and  plasma  cells.  The  submucosa  and  muscle 
wall  appear  normal. 

Internal  Genitalia:  The  material  from  the  uterine 
cavity  is  identified  as  decidua  and  chorionic  villi. 

Pathological  Anatomical  Diagnosis 

( 1 ) History  of  ingestion  of  mistletoe  tea 

( 2 ) Intrauterine  pregnancy 

Thirty  ml  blood  and  100  ml  of  gastric  contents 
were  submitted  to  the  Poison  Control  Center  for 
toxicologic  analysis.  Dr.  Howard  Cann  of  the  Na- 
tional Clearing  House  for  Poison  Control  Centers 
kindly  attempted  to  obtain  toxicologic  studies  on  the 
specimens  obtained  at  autopsy.  Lfnfortunately,  the 
results  of  the  studies  requested  have  never  been 
forthcoming  from  the  consulting  laboratory;  con- 
sequently, proof  is  lacking. 

Post  mortem  findings  were  also  inconclusive.  The 
most  significant  pathological  finding  was  that  of 
mild  edema  and  erythema  of  the  gastric  mucosa  with 
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perivascular  infiltration  of  the  lymphocytes  and 
plasma  cells  in  the  mucosal  stroma  without  like  in- 
volvement of  the  deeper  layers  of  the  stomach  wall. 
This  indicates  a gastritis  of  short  duration  such  as 
would  be  caused  by  a quick-acting  toxin. 

Both  clinicians  who  saw  the  patient  alive 
are  convinced  that  the  death  was  due  to  in- 
gestion of  the  “mistletoe  tea”  resulting  in 
cardiovascular  collapse.  Neither  felt  that  an 
intracranial  lesion  was  remotely  possible, 
hence,  the  ommission  of  the  examination  of 
the  head  at  autopsy. 

Extensive  searching  has  failed  to  throw 
much  light  on  treatment  of  mistletoe  poison- 
ing. A brief  reference  to  mistletoe  possessing 
a “digitalis-like  effect”  was  all  the  information 
available  in  our  Poison  Control  Center.1  Other 
standard  reference  books  carry  no  mention 
of  the  subject  matter.  From  certain  available 
pharmacological  reports  it  appears  that  a 
tincture  or  extract  of  the  berries  would  be 
much  more  toxic  than  ingestion  of  whole 
berries. 

Suggested  Treatment:  Early  emptying  of 
the  stomach  by  lavage  tube  or  by  emetic 
would  be  of  prime  importance.  If  an  extract 
were  involved,  substances  such  as  charcoal, 


“universal  antidote,”  milk  or  tea  to  slow  ab- 
sorption would  seem  desirable.  If  symptoms 
were  suggestive  of  choline  action  (as  in  this 
case),  atropine  in  fairly  large  doses  would 
certainly  be  indicated.  Epinephrine  or  other 
pressor  agents  should  be  avoided  if  hyper- 
tension is  present.  Magnesium  sulfate  may 
be  effective  in  lowering  the  blood  pressure. 
If  cardiac  arhythmias  are  noted,  an  ECG 
would  certainly  be  in  order  with  appropriate 
steps  taken  to  correct  the  irregularity  pres- 
ent. If  a digitalis-like  toxic  effect  is  to  be  ex- 
pected, then  one  must  be  alert  to  the  possible 
occurrence  of  severe  arrhythmias,  particularly 
ventricular  fibrillation,  or  conduction  defects 
such  as  heartblock. 

Summary 

Mistletoe  berry  poisoning  is  a very  rare 
entity.  A case  of  ingestion  of  a tea  made  from 
mistletoe  berries  with  probable  fatal  results 
has  been  reported.  A suggested  course  of  ther- 
apy is  recommended.  It  is  hoped  this  effort 
will  bring  to  light  more  information  on  this 
subject. 

( I wish  to  thank  Drs.  J.  S.  Liverman  and  Hassell 
Ross  for  permitting  me  to  report  this  case. ) 
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IX.  FURTHER  CLINICAL  REPORTS,  1960-1962 


JOHN  R.  SAMPEY,  Ph.  D. 

Furman  University , Greenville,  South  Carolina 


Nitrogen  mustards  continue  to  be  among 
the  most  widely  employed  agents  in 
the  control  of  Hodgkin’s  disease  and 
acute  and  chronic  leukemias.  The  present 
study  reviews  35  clinical  reports  not  covered 
previously.28'  2' 

Hodgkins  Disease 

Cytoxan.  Zanca,  and  associates,30  compared 
the  five  year  survival  of  patients  administered 
Cytoxan  or  II N2  with  those  who  received 
radiation  or  hormones:  they  tabulated  six 
survivals  in  19  male  patients  given  radiation; 
one  in  nine  male  cases  on  mustards  and/or 
hormones;  and  six  in  30  on  x-rays  and  mus- 
tards; in  female  patients  the  results  were: 
survival  in  two  cases  given  radiation;  no  sur- 
vival in  one  patient  on  mustards  and/or  hor- 
mones; and  four  in  14  cases  on  mustards  and 
x-rays.  Heesen”  induced  regression  in  lymph 
nodes  in  seven  of  eight  patients  placed  on 
cyclophosphamide,  and  all  showed  subjective 
improvement.  Solidoro  and  Guzman11  noted 
partial  remissions  in  four  of  six  patients,  and 
that  Cytoxan  was  less  toxic  than  HN2.  Roz- 
man  and  Soriano26  recorded  two  excellent  and 
one  good  response  in  five  patients;  nausea 
was  the  chief  side  effect  from  the  treatment. 
Atkins,  et  al,  secured  two  fair  and  two  poor 
responses  in  four  patients;  side  effects  ob- 
served included  depression  of  leukocyte  count, 
and  transient  alopecia  in  20%  of  87  cases 
(mostly  solid  tumors).  Orsi20  failed  to  secure 


any  important  benefit  in  one  patient  on  Cy- 
toxan. 

CJdorambucil.  Aguirre1  described  eight 
marked  and  two  light  remissions  in  22  pa- 
tients administered  this  phenylbutyric  acid 
mustard,  and  Savnik28  observed  some  remis- 
sion in  all  three  patients  he  treated  with  the 
drug.  Revol,  et  al,  have  released  two  reports 
on  the  action  of  CB-1348:  in  one23  they  gave 
the  mustard  to  four  women  in  the  first  two 
or  three  months  of  pregnancy  complicated  by 
Hodgkin’s  disease,  and  all  had  spontaneous 
abortions;  when  the  drug  was  administered 
before  pregnancy,  or  during  the  last  two 
months,  the  patients  had  normal,  full-term 
deliveries.  In  a second  release24  these  investi- 
gators induced  a remission  lasting  over  12 
months  in  a patient  with  pericardial  localiza- 
tion in  Hodgkin’s  disease  after  use  of  CB-1348, 
carolysine  and  radiation. 

HN2.  Savnik28  induced  responses  in  19  of 
24  patients  with  HN2,  known  also  as  chlora- 
min,  N-Lost,  and  a score  of  other  names. 
Ziv3,  had  14  of  IS  patients  in  Stage  I of  Hodg- 
kin’s disease  live  three  years,  and  nine  survive 
for  five  years  who  were  treated  with  em- 
bikhin,  or  novembikhin  (propylamine  mus- 
tard); of  22  patients  in  Stage  II,  eight  lived 
three  years  and  one  for  five  years,  while  of 
10  in  Stage  III,  three  lived  for  three  years 
and  one  for  five  years. 

Ebling  and  Glen6  described  clinical  im- 
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provement  in  a patient  with  specific  cutan- 
eous infiltration.  Meza  Arrau,  et  al,le  em- 
ployed massive  doses  of  HN2  and  bone  mar- 
row transplants  to  cause  clinical  benefit  for 
47  days  in  a patient,  and  Strauss32  combined 
HN2  with  radiation  to  obtain  clinical  im- 
provement for  several  months  in  another  pa- 
tient. Peschel22  combined  N-Lost  with  sana- 
mycin  to  obtain  clinical  remission  in  five  of 
seven  patients,  but  the  mustard  plus  urethan 
showed  little  response  in  two  other  cases. 
Revol,  et  al,2'  found  that  HN2  acted  as  did 
CB-1348  in  bringing  on  spontaneous  abortion 
when  administered  early  in  pregnancy  of  two 
patients.  Taylor,  et  al ,33  used  N-Lost  to  induce 
clinical  responses  in  patients  with  Hodgkin’s 
disease. 

Dopan.  Ivanova"  reported  that  13  of  18 
patients  treated  with  the  uracil  mustard, 
Dopan,  have  remained  in  almost  complete 
remission  for  from  three  to  30  months  at  the 
time  of  reporting  (Stage  II  cases);  19  of  42 
in  Stage  III  of  Hodgkin’s  disease  had  remis- 
sions on  the  drug  alone  or  combined  with 
radiation,  but  only  four  have  been  maintained 
for  more  than  six  months;  only  one  of  18  pa- 
tients in  Stage  IV  has  remained  in  a highly 
satisfactory  condition  for  2j/->  months;  leuko- 
penia, and  thrombopenia  were  moderate  side 
effects.  Morozova"  described  clinical  and 
hematologic  remissions  in  13  of  20  patients 
for  two  to  14  months;  the  author  noted  some 
nausea  and  vomiting  as  toxic  effects  of 
Dopan. 

Alanine  Mustards.  Dietrich,  et  al,'  de- 
scribed tumor  regression  and  clinical  im- 
provement in  two  of  three  patients  given 
alanine  mustard;  they  observed  also  less 
gastrointestinal  toxicity  than  that  brought  on 
by  other  cytostatic  drugs.  Lovina,  et  al ,15  em- 
ployed the  DL-meta-isomer  of  sarcolysin  to 
induce  a remission  lasting  more  than  12 
months  in  one  of  four  patients.  Sestili  and 
Carotti2"  noted  some  regression  which  they 
characterized  as  good  in  two  of  three  pa- 
tients, following  the  use  of  sarcolysin.  Sav- 
nik28  recorded  no  effect  of  this  drug  in  five 
patients  with  Hodgkin’s  disease. 


Degranol.  Sarnik28  treated  one  group  of 
six  patients  with  the  mannitol  mustard,  De- 
granol, and  recorded  three  remissions  of  24 
months  and  three  for  two  months  or  less;  in 
another  group  he  induced  responses  of  two 
or  more  months  in  two  of  three  patients. 

R-49.  Eckhardt0  reported  that  bis-chloro- 
ethylamine-methyl-D-mannitol,  or  R-49,  was 
effective  in  Hodgkin’s  disease,  and  that  no 
subjective  or  objective  side  effects  were  noted. 

N-Formi/1  Sarcolysin.  Wu,  et  al2*  secured 
objective  improvement  in  eight  of  10  patients 
who  received  N-formyl  sarcolysin;  the  side 
reactions  of  gastrointestinal  trouble,  leuko- 
penia and  thrombocytopenia  were  temporary. 

Nitromin.  Kuramochi13  judged  that  the  best 
results  of  treating  cancer  patients  with  nitro- 
gen mustard  oxide,  Nitromin,  or  thio-TEPA, 
or  sarkomycin  in  patients  with  malignant 
tumors,  were  obtained  in  two  cases  of  Hodg- 
kin’s disease. 

Acute  Leukemia 

Cytoxan.  Fernbach,  et  al,  have  released  two 
current  studies  on  the  effect  of  cyclophospha- 
mide on  patients  with  acute  leukemia:  in  one7 
series  of  44  children  with  advanced  disease 
they  obtained  eight  complete  remissions,  five 
partial,  and  10  hematologic  responses;  the  re- 
missions were  unrelated  to  concomitant  or 
antecedent  steroid  therapy;  antibiotics  and 
radiation  were  used  as  supportive  therapy 
where  needed.  In  a second  study8  they  tabu- 
lated eight  complete  and  five  partial  remis- 
sions in  44  cases;  all  were  in  relapse  from 
prior  therapy;  combination  of  Cytoxan  with 
steroids  gave  four  complete  and  two  partial 
responses  in  19  cases,  and  four  complete  and 
three  partial  in  25  cases  on  the  mustard  alone; 
leukopenia  was  seen  in  75%  of  the  cases. 
Solidoro  and  Guzman"  observed  two  com- 
plete and  five  partial  remission  in  11  children, 
and  one  complete  and  one  partial  response 
in  two  adults  with  acute  leukemia.  Perrin  and 
Maner21  reported  that  five  of  14  children  had 
a second  remission  by  the  intravenous  injec- 
tion with  Cytoxan  after  an  initial  remission 
on  amethopterin. 

HN3.  Hrubisko10  secured  a four  weeks  re- 
mission near  the  terminal  phase  of  a boy  with 
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aleukemic  paramyeloblastic  leukemia  with 
HN3,  or  TS-160. 

Embikhin  or  Novembkhin.  Ziv37  found  these 
two  nitrogen  mustards  effective  in  patients 
with  subacute  leukemia. 

Chloraminophen.  Muller18  employed  this 
butyric  acid  mustard  to  obtain  clinical  and 
hematologic  remissions  in  10  patients  with 
subacute  lymphocytic  leukemia. 

Chronic  Lymphocytic  Leukemia 

Cytoxan.  Rozman  and  Soriano25  reported 
three  excellent  and  two  good  remissions  in 
six  patients  with  chronic  lymphocytic  leu- 
kemia who  received  cyclophosphamide  ther- 
apy. Heesen”  observed  improvement  in  the 
spleen,  lymph  nodes  and  the  blood  picture  of 
three  out  of  five  patients.  Solidoro  and  Guz- 
man" recorded  partial  remissions  in  three  of 
four  patients  after  Cytoxan  treatment.  Lange 
and  Bange14  noted  remissions  lasting  to  six 
months  in  patients  on  the  drug,  while  Jack- 
son12  observed  no  effect  of  Cytoxan  or  HN2 
in  a patient. 

Chlorambucil.  Arnoux2  recorded  a total 
clinical  and  a partial  hematologic  remission 
for  over  two  years  in  a patient  administered 
CB-1348;  another  patient  given  radiation  with 
the  drug  is  in  remission  six  months  after  the 
start  of  the  treatment;  a third  patient  is  in 
remission  three  years  after  being  placed  on 
elorambucil  and  cortanyl,  and  another  had 
16  months  remission  on  the  same  combination. 
Wakisaka,  et  al,31  recorded  that  two  patients 
responded  strikingly  to  CB-1348. 

Chloraminophen.  Muller18  described  three 
remissions  in  five  patients  after  administration 
of  this  butyric  acid  mustard;  when  combined 
with  corticoids  he  noted  that  seven  of  eight 
patients  survived  for  more  than  12  months. 

R-49.  Eckhart6  found  that  this  mannitol 
mustard  was  without  effect  in  patients  with 
chronic  lymphatic  leukemia. 

Chronic  Myelocytic  Leukemia 

Cytoxan.  Atkins,  et  al,3  observed  good  re- 
sponses in  two  patients  with  chronic  myelo- 
cytic leukemia  who  received  cyclophospha- 


mide. Och111  maintained  a patient  for  3^  years 
on  Cytoxan. 

Sarcolysin.  Sestili  and  Carotti29  induced  two 
excellent  clinical  and  hematologic  remissions 
in  a patient  with  chronic  granulocytic  leuke- 
mia who  was  given  sarcolysin  and  radiation. 

Embikhin  and  Novembkhin.  Ziv37  deemed 
that  patients  with  chronic  myeloid  leukemia 
responded  better  to  these  two  mustards  than 
did  patients  with  chronic  lymphatic  leukemia. 

Erythroleukemia 

Chlorambucil.  Shike  and  Horikoshi30  re- 
ported little  benefit  in  a child  with  erythro- 
leukemia who  was  treated  with  cortisone, 
CB-1348,  neohydrin  and  tetracycline. 

Discussion 

The  large  number  of  different  nitrogen 
mustards  which  continue  to  be  tested  clini- 
cally is  a striking  feature  of  this  review, 
especially  in  the  case  of  Hodgkins  disease. 
However,  the  number  of  patients  treated  with 
any  one  compound  is  too  limited  for  statistical 
evaluation,  except  in  some  cases  where  the 
results  are  added  to  data  tabulated  pre- 
viously.211’ 27  From  reports  which  give  both 
the  number  of  patients  treated  and  the  re- 
missions observed,  the  following  tabulations 
are  of  special  interest:  in  the  management  of 
Hodgkin’s  disease  Dopan  gave  46  remissions 
in  98  patients,  HN2  induced  52  in  86  cases, 
Chlorambucil  14  in  26,  Cytoxan  15  in  24,  and 
alanine  mustard  13  in  25  cases.  The  63  re- 
missions in  159  patients  with  acute  leukemia 
who  were  treated  with  Cytoxan  make  an 
interesting  addition  to  this  drug’s  usefulness, 
and  the  11  responses  in  16  patients  with 
chronic  lymphocytic  leukemia  are  better  than 
previous  data  on  Cytoxan  therapy  in  this  dis- 
order. The  decreased  toxicity  of  the  new 
nitrogen  mustards  is  commented  upon  by  a 
number  of  the  investigators. 

Acknoivledgments.  Appreciation  for  making  avail- 
able the  original  literature  is  expressed  to  the  Na- 
tional Library  of  Medicine,  and  the  libraries  of 
Furman  University  and  Greenville  General  Hospital. 
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W.  R.  WALLACE,  M.  D. 
Chester,  S . C. 


Someone  has  said  that  when  man  reaches 
the  maturer  years  of  life,  he  has  an  ob- 
ligation to  look  back  on  the  past  and  a 
temptation  to  look  to  the  future. 

The  image  of  the  doctor  has  changed 
markedly  in  the  past  fifty  years.  It  has  been 
a wonderful  period  in  which  to  have  lived. 
The  doctor  of  yesteryear  could  carry  almost 
his  entire  equipment  in  saddle  bags  thrown 
across  the  back  of  his  faithful  steed.  Not  so 
today.  He  could  scarcely  pack  them  in  a pick- 
up truck  and  so  the  house  visits  have  largely 
changed  to  office  and  hospital  consultations. 
We  have  lost  the  big  hearted  friendly  coun- 
selor but  we  have  gained  an  astute  scientific 
investigator.  All  honor  to  those  who  did  so 
much  with  so  little. 

With  the  advent  of  the  telephone,  good 
roads,  and  the  automobile,  the  doctor  of  today 
can  minister  to  ten  or  more  patients — to  one 
treated  by  his  forerunners. 

You  will  remember  that  the  first  line  in 
Virgil  was  “I  sing  of  arms  and  the  man.”  And 
so  it  has  been  down  to  this  day. 

The  names  of  medical  heroes  rarely  appear 
in  the  newspapers  while  the  likes  of  Castro, 
and  Khruschev  monopolize  the  headlines. 
Mankind  has  not  been  lifted  to  eminence  nor 
its  future  made  secure  by  bloody  swords  and 
bayonets,  nor  by  deadly  bullets  that  find 
lodgement  in  the  bodies  of  his  fellowman.  It 
is  the  march  of  the  men  armed  with  the  micro- 
scopes, those  that  labor  with  the  test  tube, 
and  the  shots  of  preventive  medicine  that  will 
carry  mankind  to  victory — the  greatest  victory 


in  the  greatest  of  all  warfare — the  victory 
over  disease. 

If  the  average  high  school  student  were 
asked  to  name  ten  great  men  of  the  world, 
he  would  probably  give  you  a list  something 
like  this:  Alexander,  Hannibal,  Caesar,  Napo- 
leon, Washington,  Dewey,  Pershing,  Mc- 
Arthur, Patton,  and  Lee;  and  we  give  them  all 
the  glory  that  is  theirs. 

How  sad  that  this  student  has  not  heard 
much  about  the  real  warriors  and  saviors  of 
mankind,  such  as  Pasteur,  the  humble  son  of 
a humble  tanner,  whose  genius  lifted  the 
burden  and  pain  from  the  shoulders  of  man- 
kind. 

He  laid  the  foundation  of  bacteriology 
which  is  the  basis  of  the  triumphs  of  both 
surgery  and  medicine.  He  established  the  fact 
that  many  diseases  and  infections  were  caused 
by  the  invasion  and  growth  of  a host  of  in- 
vading germs  and  not  by  miasmas,  evil  spirits 
or  the  eating  of  some  unobnoxious  food.  To- 
day as  you  lift  the  milk  bottle  from  your 
doorstep  you  know  it  is  safe  because  it  is 
pasteurized. 

The  fight  against  tuberculosis  goes  on  and 
each  year  at  Christmas  time  we  are  urged 
to  help  in  this  endeavor.  It  was  Koch  who 
was  the  great  hero  when  he  discovered  the 
tubercle  bacillus.  The  army  of  workers  who 
have  battled  the  great  white  plague  is  legion. 
There  are  many  who  have  given  their  all  to 
bring  about  some  hope  of  complete  subjuga- 
tion. 

Another  hero  who  has  contributed  much  in 
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the  conflict  with  disease  is  Roentgen.  With 
little  regard  for  his  own  personal  safety,  he 
labored  with  electricity  until  he  brought  in 
a mighty  weapon  for  the  good  of  mankind  in 
the  discovery  of  the  x-ray. 

Today  heart,  kidney,  and  blood  vessel  dis- 
eases are  heading  the  list  as  causes  of  death. 
H ow  could  we  have  made  any  advance  with- 
out Harvey’s  discovery  of  the  circulation  of 
the  blood? 

Jenners  discovery  of  small  pox  vaccine  has 
saved  the  lives  of  millions  and  the  faces  of 
millions  more  from  ugly  scars. 

Lister  proved  that  by  meticulous  cleanliness 
and  the  use  of  certain  chemicals  that  surgery 
could  be  done  without  fear  of  pus  formation 
and  blood  poisoning  and  that  the  incision 
would  heal  readily  and  without  much  scarring. 

We  like  to  think  of  Ehrlich,  who  stalked 
syphillis  for  many  years,  using  one  attack 
after  another  until  a potent  weapon  was 
fashioned. 

By  studious  observation  Fleming  discovered 
penicillin  which  has  all  of  the  repellent  force 
against  disease  that  mighty  cannons  and 
TNT  has  against  an  invading  enemy. 

Diabetes  put  innumerable  white  crosses  in 
the  cemeteries  all  over  the  world.  It  rendered 
many  more  unfit  for  the  battle  of  life.  Bant- 
ing and  Best  gave  life  and  hope  to  the  diabetic 
when  they  discovered  insulin. 

Let  us  lay  a wreath  of  valor  at  the  tomb 
of  Waksman  who  came  forward  with  strepto- 
mycin which  was  the  flag  bearer  of  the  host 
of  mycins  of  today. 

The  most  crippling  of  all  diseases  is  polio. 
No  spear  nor  sword  can  more  cruelly  stab  a 
parents  heart  than  the  sight  of  a loved  one 
with  weak  and  atrophying  legs  that  may 
never  walk  again.  All  of  us  should  rise  up  and 
call  Salk  blessed  for  discovering  polio  vac- 
cine. 

Even  in  the  heat  of  real  warfare  we  find 
medical  heroes.  When  the  Civil  War  broke 
out,  there  were  few  doctors  in  the  South  with 
any  military  experience.  The  medical  corps 
had  to  be  built  from  scratch.  Dr.  Preston 
Moore,  of  our  own  state,  was  made  Surgeon 


General — although  he  had  a lesser  rank  of 
Colonel.  He  envisioned  the  deadly  conflict 
that  would  occur  between  Richmond  and 
Washington. 

He  called  upon  Dr.  McCaw  of  Richmond 
to  set  up  hospitals  for  the  thousands  of  sick 
and  wounded  that  would  have  to  have  medi- 
cal care.  Dr.  McCaw  organized  in  all  about 
35  hospitals  in  Richmond.  On  a high  plateau, 
just  beyond  where  Patrick  Henry,  one  hun- 
dred years  earlier,  had  made  his  historical 
speech  of  “Give  me  liberty  or  give  me  death,” 
he  established  Chimborazo  Hospital.  This  hos- 
pital had  for  many  years  the  distinction  of 
being  the  largest  military  hospital  in  the 
world.  This  hospital  had  its  own  dairy,  con- 
sisting of  600  cows  and  500  goats,  to  supply 
its  milk.  It  had  an  ice  house  which  was  filled 
in  the  winter  and  lasted  all  summer.  It  had 
its  own  cemetery  where  hundreds  were  buried 
whose  bodies  could  not  be  claimed  by  fami- 
lies in  distant  states. 

The  skilled  surgeon,  Hunter  McGuire,  was 
in  Philadelphia  at  the  beginning  of  the  war 
but  came  to  Richmond  and  quickly  went  into 
service.  He  was  the  attending  surgeon  to 
Stonewall  Jackson,  probably  one  of  the  bravest 
soldiers  that  ever  donned  a uniform.  How 
unfortunate  that  there  were  not  any  antibiotics 
and  the  bullet  wound  in  his  arm  became  in- 
fected and  a blood  stream  infection  set  in  and 
he  “went  over  the  river  and  rested  under  the 
shade  of  the  trees.’’ 

What  more  shall  I say  of  Osier,  of  Crile,  of 
the  Mayos,  of  Murphy,  of  Sims,  and  of  Gill 
Wylie,  a native  son  of  Chester.  Time  forbids 
that  I should  say  more,  but  if  the  names  of 
all  the  medical  heroes  were  inscribed  upon 
a monument  it  would  take  all  of  the  granite 
of  the  Winnsboro  quarries  to  build  it. 

Many  victories  have  been  won  but  a re- 
lentless warfare  goes  on.  Alexander  the  Great, 
when  he  had  conquered  the  surrounding  na- 
tions, wept  because  there  were  no  other 
worlds  to  conquer.  There  are  no  tears  being 
shed  by  the  medical  army.  There  are  yet  to 
be  conquered  many  large  and  lurking  ene- 
mies— cancer  with  its  deadly  mystic  missile 
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is  still  near  our  shore.  Heart  attacks,  strokes, 
bad  kidneys,  and  many  others  are  yet  to  be 
driven  from  their  vantage  places.  The  war- 
fare of  medicine  goes  relentlessly  on.  The 
battle  cry  of  medicine  should  be  the  thought 
embodied  in  these  lines  by  an  unknown 
author: 

“And  if  Victory  be  denied  me 

I shall  not  shrink  from  another  test. 

Nor  care  at  all  if  my  foes  deride  me, 
Knowing  I did  my  best. 

Somewhere  still  there  are  roads  uncharted; 
Somewhere  still  is  an  unfound  Grail; 

Let  me  go  onward,  valiant-hearted, 

To  the  end  of  the  last  long  trail. 

Give  me  always  a goal  to  try  for; 

Let  me  fight,  till  my  breath  be  spent; 

Give  me  a dream  to  live  and  die  for, 

And  I shall  be  content.” 

A good  soldier  engaged  in  combat  with  any 
enemy,  in  whatever  form  it  might  be,  must 
have  courage.  There  is  no  more  shining  ex- 
ample of  this  in  the  annals  of  history  than 
that  of  McDowell  when  he  removed  the  first 
ovarian  cyst  in  1809.  During  that  operation, 
with  inadequate  help  and  equipment,  Dr. 
McDowell  went  about  his  task  with  a steady 
hand,  although  he  knew  the  patient’s  husband 
was  standing  outside  the  door  with  his  long 
rifle  well  loaded  to  take  the  life  of  the  sur- 
geon if  his  wife  did  not  survive. 

Marion  Sims,  who  once  practiced  in  Lan- 
caster, exhibited  patience  and  perseverance 
to  the  nth  degree.  He  operated  35  times  on 
one  patient  before  he  was  successful  in  an 
operation  that  gained  him  world  renown. 

The  warfare  against  disease  is  world  wide. 
It  can  be  no  brushfire  skirmish  here  and 
there.  The  world  is  so  small  today  that  every 
nation,  whether  friend  or  foe  in  other  mat- 
ters, must  present  a united  and  cooperative 
front. 

The  Rockefeller  report  of  1942  written  at 
the  height  of  World  War  II  spells  out  men’s 
interdependence  for  progressive  medical  dis- 
coveries in  lands  other  than  their  own. 

“An  American  soldier  wounded  on  a battle- 
field in  the  far  East  owes  his  life  to  the  Japan- 


ese scientist  Kitasato,  who  isolated  the  bacillus 
of  tetanus.  A Russian  soldier  saved  by  a 
blood  transfusion  is  indebted  to  Landsteiner, 
an  Austrian.  A German  is  shielded  from  ty- 
phoid fever  with  the  help  of  a Russian,  Metch- 
nikoff.  A Dutch  marine  in  the  East  Indies  is 
protected  from  malaria  because  of  the  ex- 
periments of  an  Italian,  Grassi;  while  a British 
aviator  in  North  Africa  escapes  death  from  a 
surgical  infection  because,  through  the  dis- 
coveries of  a Frenchmen,  Pasteur  and  a Ger- 
man, Koch,  a new  technique  was  elaborated. 
In  peace  as  in  war  we  are  beneficiaries  of 
knowledge  contributed  by  men  of  every 
nationality.  Our  children  are  protected  from 
diphtheria  by  what  a Japanese  and  a German 
did:  they  are  protected  from  smallpox  by  the 
work  of  an  Englishman;  they  are  saved  from 
rabies  because  of  a Frenchman;  they  are 
cured  of  pellagra  through  the  researches  of 
an  Austrian.  From  birth  to  death  they  are 
surrounded  by  an  invisible  host,  the  spirits 
of  men  who  never  thought  in  terms  of  flags 
or  boundary  lines,  and  who  never  served  a 
lesser  loyalty  than  the  welfare  of  mankind.” 

When  Napoleon  was  waging  his  war  of 
conquest,  he  kept  saying  “give  me  gun  powder 
and  I will  conquer  the  world.”  The  supply  of 
gun  powder  was  limited  by  the  supply  of 
nitrites  and  nitrates.  One  day  a young  scien- 
tist brought  a quantity  of  seaweed  which  he 
thought  would  supply  nitrates.  When  the 
smoldering  mass  was  being  examined  a black 
substance  was  found  which  later  proved  to 
be  iodine.  So  while  some  are  seeking  more 
weapons  of  destruction,  the  doctor  seeks  those 
things  that  will  be  beneficial  to  mankind. 

What  of  the  future? 

The  victories  are  heartening.  The  progress 
all  along  the  line  is  astounding.  The  director 
of  the  National  Institutes  of  Health,  says  that 
in  the  year  2063  the  drugs  and  methods  of 
practice  of  today  will  be  as  obsolete  as  those 
of  1863  seem  today.  In  2043  probably  there 
will  be  heart  banks,  kidney  banks,  and  spleen 
banks.  Fantastic?  Rut  no  more  fantastic  than 
blood  banks,  tissue  banks,  skin  grafts,  and 
blood  vessel  transplants  would  have  seemed 
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to  the  doctor  of  1863.  If  the  virtues  and  char- 
acteristics of  medical  heroes  of  the  past  are 
emulated  in  the  future  and  if  greed  and 


jealousy  and  too  much  political  interference 
is  avoided,  there  is  a promising  prospect 
ahead  for  all  mankind. 


THE  ISOLATION  OF  SHIGELLA  FLEXNERI 
FROM  BLOOD  CULTURES  IN  ACUTE  SHIGELLOSIS 

FRANK  CORDLE,  B.  S„  M.  S. 

Instructor  in  Bacteriology 

BEN  H.  BOLTJES,  M.  D.,  Ph.  D. 

Professor  of  Microbiology 
Department  of  Microbiology 
Medical  College  of  South  Carolina 
Charleston,  South  Carolina 


Introduction 

Since  the  first  isolation  of  a member  of 
the  Shigella  group  of  organisms  by  Shiga 
in  1898,  this  group  has  been  treated  to 
exhaustive  and  detailed  studies  to  determine 
the  role  it  plays  in  the  etiology  of  enteric  infec- 
tion. Beginning  with  Flexner  and  Holt,1  and 
continuing  with  McGinnis  and  others,2  Watt 
and  Hardy,3  Thompson  and  White,4  Hardy 
and  others,6  Caldwell  and  Abernathy,"  and 
Spencer,7  evidence  has  been  collected  to  prove 
beyond  question  that  the  principal  agent 
found  in  acute  diarrheal  disease  is  the  Shig- 
ella group  of  organisms. 

These  studies  have  also  noted  the  wide 
variation  in  clinical  symptoms  due  to  infec- 
tions caused  by  these  organisms,  not  only  in 
patients  infected  with  different  groups,  but 
in  a group  of  patients  infected  with  the  same 
organism.  In  the  United  States,  where  the 
predominating  organisms  isolated  are  various 
types  of  Shigella  flexneri,  infections  are  de- 
scribed most  often  as  being  of  the  milder 
type,  with  patients  exhibiting  mild  abdominal 


discomfort,  few  loose  stools  and  some  nausea 
and  vomiting.  The  majority  of  patients  with 
shigellosis  seen  in  our  clinic  and  hospital  area 
fit  this  description. 

In  contrast,  infections  with  the  Shigella 
dysenteriae  group,  commonly  isolated  in  Italy, 
the  Near  East  and  Orient,  usually  produce 
much  more  severe  clinical  symptoms.  Nausea, 
vomiting,  conjunctivitis,  upper  respiratory 
symptoms,  meningeal  irritation  and  stools 
composed  only  of  pus,  mucous  threads,  and 
blood  are  associated  with  infections  by  this 
group. 

While  extension  of  the  infection  to  the 
lymph  nodes  of  the  mesentery  has  been 
noted,  invasion  of  the  blood  stream  seems  to 
be  questionable  and  apparently  little  attempt 
has  been  made  to  isolate  the  organism  from 
blood  cultures. 

Institutional  Epidemic 

In  an  outbreak  of  diarrhea  in  a local  girls’ 
boarding  school  involving  62  students,  17  of 
them  exhibited  such  severe  clinical  symptoms 
as  to  require  hospital  care.  These  symptoms 
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of  fever,  nausea,  vomiting,  diarrhea,  con- 
junctivitis, severe  headache  and  rash  led  to 
an  initial  diagnosis  of  an  enteric  virus  infec- 
tion. 

Methods 

Rectal  swabs  were  collected  on  the  17 
hospitalized  students  for  bacterial  and  viral 
cultures  and  blood  was  collected  for  viral  com- 
plement fixation.  Specimens  for  bacterial  cul- 
ture were  planted  on  Salmonella-Shigella  agar, 
Levine  eosin-methylene-blne  agar  and  sele- 
nite enrichment  broth.  Specimens  for  viral 
isolation  were  planted  on  monkey  kidney 
tissue  cultures. 

Residts 

Shigella  flexneri  was  isolated  from  rectal 
swabs  of  7 of  the  17  patients.  All  specimens 
of  the  viral  tissue  cultures  and  viral  serogical 
tests  were  negative.  The  severity  of  the  symp- 
toms exhibited  by  these  patients,  and  es- 
pecially the  rash,  led  the  authors  to  speculate 
that  the  septic  syndrome  might  have  occurred 
in  some.  Since  the  patients  were  on  antibiotic 
therapy  at  this  time,  direct  blood  cultures 
were  impractical.  However,  clotted  blood 
specimens  from  7 of  the  patients,  which  had 
been  collected  at  the  time  of  admission  for 
viral  complement  fixation  were  available.  The 
clots  from  these  specimens  were  macerated 
and  planted  in  trypticase  soy  broth.  Three  of 
these  7 blood  specimens  were  positive  for 
Shigella  flexneri. 

Discussion 

The  symptoms  of  fever,  nausea,  vomiting, 
diarrhea,  conjunctivitis,  severe  headache  and 


rash  exhibited  by  the  students  requiring  hos- 
pital care  as  opposed  to  the  much  milder 
symptoms  of  the  students  not  requiring  hos- 
pital care  emphasized  again  the  wide  variance 
of  symptoms  observed  in  patients  infected 
with  the  same  species  of  Shigella. 

In  view  of  the  severity  of  the  symptoms  of 
these  patients,  the  isolation  of  Shigella  flex- 
neri was  a rather  surprising  finding,  especially 
the  isolation  from  blood  specimens.  This  may 
be  explained  by  evidence  which  points  to  the 
introduction  of  a strain  of  Shigella  flexneri 
not  ordinarily  found  in  this  country.  One  of 
the  students  from  whom  the  organism  was 
isolated,  both  from  rectal  culture  and  blood 
culture,  had  resided  in  Saudi  Arabia  for  the 
past  ten  years  and  traveled  extensively  in 
Europe  in  the  summer  months  before  and  up 
to  the  present  outbreak. 

Comment 

The  severe  symptoms  exhibited  by  patients 
infected  with  Shigella  flexneri  have  been  de- 
scribed. Five  of  the  17  patients  showed  posi- 
tive rectal  cultures,  2 were  positive  on  both 
rectal  and  blood  culture  and  one  was  positive 
on  blood  culture  only.  In  view  of  the  isolation 
of  the  organism  from  3 of  7 blood  specimens 
cultured  there  would  seem  to  be  little  doubt 
that  on  occasion  infection  does  extend  beyond 
the  lymph  nodes  of  the  mesentery  and  into 
the  blood.  Since  rectal  cultures,  even  under 
the  best  conditions  may  on  occasion  be  nega- 
tive, the  more  frequent  use  of  blood  cultures 
would  seem  to  be  indicated  in  clinically  acute 
diarrheal  disease. 
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Near  the  close  of  the  last  legislative  session,  the 
General  Assembly  adopted  a Bill  designating  Repre- 
sentative Mitchell  of  Oconee  County  an  “Eclectic  Physi- 
cian” and  allowing  him  to  practice  this  cult.  The  Bill 
was  signed  by  Governor  Russell  and  has  become  a state 
law. 

The  South  Carolina  Medical  Association  opposed 
this  legislation  and  both  the  Council  and  the  House  of 
Delegates  voiced  their  disapproval  at  Myrtle  Beach  in 
May  1963.  The  Chairman  of  Council  was  most  active  in 
attempting  to  persuade  the  Legislature  that  this  type  of 
bill  was  not  in  the  best  interests  of  the  public,  but  to  no 
avail. 

The  following  correspondence  with  Governor  Russell  summarizes  the  position  of  the 
Association  in  this  matter: 

Dear  Governor  Russell: 

There  has  been  proposed  in  the  Legislature  a bill  to  allow  Representative 
Mitchell  to  practice  as  an  “eclectic”  physician. 

It  was  at  first  proposed  to  make  Mr.  Mitchell  an  osteopath,  and  after  the 
South  Carolina  Medical  Association  had  asked  for  an  open  hearing  on  this  bill 
it  was  changed  to  license  him  as  a naturopath.  Again  an  open  hearing  was 
requested  and  change  was  made  to  license  him  as  an  “eclectic”  practitioner. 

Because  we  have  not  again  requested  an  open  hearing  it  has  been  sug- 
gested that  the  Association  endorses  this  last  proposal.  This  is  not  so.  The  South 
Carolina  Medical  Association  opposes  this  type  of  individual  legislation  in 
principle,  and  is  strongly  opposed  to  conferring  professional  status  on  anyone  by 
legislative  act  and  without  proper  training  and  after  endorsement  by  an  ex- 
amining board. 

The  South  Carolina  Medical  Association  is  the  Board  of  Health  of  South 
Carolina  and  is  charged  with  the  responsibility  of  advising  public  officials  in 
matters  pertaining  to  the  public  health.  In  this  capacity,  you  are  advised  that 
it  is  our  opinion  that  the  enactment  of  this  proposal  and  other  similar  legisla- 
tion would  be  unquestionable  detrimental  to  the  public  health  interests  of 
South  Carolina. 

To  this,  the  Governor  has  replied: 

It  was  my  understanding  that  the  bill  was  so  restricted  and  amended  that 
in  general  it  was  not  objectionable  to  the  local  medical  profession  in  Oconee 
County.  I was  told  also  that  the  legislation  was  so  hedged  about  with  amend- 
ments that  it  could  not  be  used  by  anyone  else.  The  bill  was  passed  over- 
whelmingly by  both  the  House  and  the  Senate,  and  permitted  generally  only 
the  operation  of  a nursing  home.  Under  the  circumstances,  I signed  the  bill. 

Donald  Russell. 

To  every  cloud  there  is  said  to  be  a silver  lining;  no  one  has  been  licensed  as  a naturo- 
path, contrary  to  state  law,  and  there  is  little  likelihood  of  a similar  situation  coming  up  again 
in  the  near  future. 

Robert  Wilson,  M.  D. 
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Mr.  Mitchell 

Appropos  of  that  strange  legislative  fancy 
and  the  tolerant  gubenatorial  approval  which 
led  to  the  creation  of  Mr.  C.  A.  Mitchell  of 
Oconee  County  as  a specially  designated  and 
tolerated  member  of  the  naturopathic  cult, 
long  ago  barred  from  the  state  by  the  same 
parties  concerned,  we  read  in  the  Newsletter 
of  the  Medical  Society  of  the  State  of  New 
York  an  account  of  the  way  in  which  Gov- 
ernor Rockefeller  sponsored,  fought  for,  and 
practically  demanded  that  the  bill  licensing 
chiropractors  be  passed.  That  unfortunate 
event  is  now  a long  established  accomplish- 
ment. A vote  in  the  legislature,  as  in  our  own, 
seemed  to  hinge  not  on  the  justice  and  right 
of  the  question  but  on  the  personal  considera- 
tions. In  one  case  there  was  pressure  from  the 
Governor,  in  the  other  there  was  pressure 
from  the  friends  of  a legislator,  Mr.  Mitchell, 
who  wished  to  achieve  a title.  Verily  the  way 
of  a legislator  is  harder  to  understand  than  is 
the  way  of  a man  with  a maid,  and  verily  do 
the  efforts  of  the  medical  profession  seem  to 
have  little  results  in  these  strange  matters. 


Beaufort  Be  Sprayed 

As  of  this  writing,  according  to  a news- 
paper report,  Beaufort  County  is  waiting  only 
for  proper  weather  conditions  to  dispatch 
planes  under  the  direction  of  the  South  Caro- 
lina Board  of  Health  to  cover  more  than  half 
of  the  County  with  a fog  of  malathion.  The 
fact  that  there  are  military  installations  in  the 
area  and  that  they  share  the  cost  of  this  pro- 
cedure is  perhaps  significant. 

As  far  as  we  know,  there  is  no  malaria  in 
Beaufort  County  to  be  spread,  nor  yellow 
fever  to  be  borne  by  the  mosquito,  nor  indeed 
any  disease  which  travels  by  this  method,  un- 
less it  be  the  canine  heartworm.  Superficially 
this  seems  like  a pure  business  of  abating  a 
nuisance,  not  preventing  disease,  and  we  are 
under  the  impression  that  Boards  of  Health 


no  longer  feel  that  they  should  concern  them- 
selves with  nuisances  which  are  no  threat  to 
the  health  of  the  public. 

A health  official  was  quoted  as  saying  that 
the  quantity  of  the  poison  to  be  used  was  less 
than  half  of  the  amount  which  would  be 
dangerous  to  wild  life.  This  seems  to  be  a 
statement  which  does  not  take  into  account 
the  multiple  variables  involved  in  any  such 
program,  and  it  would  seem  to  be  a rather 
uncertain  promise  of  safety  to  all  of  the  re- 
cipients of  a strong  poison. 


Birth  Control 

In  an  address  to  the  meeting  of  the  South 
Carolina  Public  Health  Association  at  Myrtle 
Beach  in  June,  Dr.  Mary  Calderone  said 
“the  time  has  come  to  end  the  battle  over 
birth  control  so  that  it  will  still  be  available  to 
every  woman  in  the  world.” 

There  is  a general  agreement  among  those 
who  study  the  question  that  the  threat  of 
dangerous  over-population  can  be  avoided 
only  by  limitation  of  family  size,  unless  the 
proposition  is  accepted  that  communicable 
disease  should  be  allowed  to  run  uncontrolled 
and  the  mortality  produced  by  war  should  be 
encouraged. 

Dr.  Calderone  noted  that  South  Carolina 
was  one  of  the  five  Southern  states  which 
were  leaders  in  the  various  movements  to- 
ward the  education  of  the  underpriviledged 
in  this  field  of  control.  Birth  control  clinics 
have  been  operated  in  South  Carolina  for 
some  time  and  recent  indications  are  that  they 
will  become  more  and  more  numerous. 


Measles  Vaccine 

The  two  varieties  of  measles  vaccine  now 
available  promise  to  control  a disease  which 
has  been  a serious  problem  in  childhood  over 
the  years.  One  is  a live  virus  preparation 
which  gives  excellent  immunity  but  a rather 
high  percentage  of  reactions.  The  other  is  a 


Aucvst,  1963 


281 


killed  type  vaccine  which  gives  less  demon- 
strable immunity  and  less  lasting  properties 
than  does  an  attack  of  measles  itself.  To  con- 
trol the  undesirable  qualities  of  the  first  vac- 
cine it  is  suggested  that  measles  immune 
globulin  be  given  in  combination  with  this 
preparation.  It  is  strongly  recommended  that 
children  who  might  suffer  particularly  from 
run  of  the  mill  measles — e.g.  cardiacs,  chil- 
dren with  pancreatic  fibrosis,  asthma,  etc. 
take  one  of  these  vaccines. 

To  many  people  measles  is  a trifling  dis- 
ease; those  who  have  seen  it  often  know  bet- 
ter. Whether  the  public  can  be  stimulated  to 
accepting  the  use  of  the  vaccine  remains  to 
be  seen. 

No  doubt  improved  vaccines  will  follow  in 
time  and  perhaps  oral  administration  will  be 
effective  and  become  routine.  The  develop- 
ment of  such  a preparation  would  encourage 
more  wide-spread  use  of  the  material. 


Rabies 

Until  early  in  this  year,  no  proven  rabies  had 
been  found  in  the  state  since  1960.  In  March 
two  examinations  showed  the  presence  of  the 
identifying  bodies  in  dogs’  heads.  A few  other 
cases  have  been  reported  and  they  emphasize 
that  constant  vigilance  against  rabies  must  be 
continued  and  that  all  dogs  should  be  inocu- 
lated annually. 

Twelve  years  ago  350  positive  reports  were 
made  through  the  State  Board  of  Health  Lab- 
oratory and  686  clinical  cases  were  reported; 
2,973  human  treatments  were  given.  The  ac- 
cepted difficulty  of  these  treatments  and  the 
possible  danger  from  them  makes  it  all  the 
more  important  that  occasion  for  their  use 
should  be  avoided  by  keeping  dog  inoculation 
constantly  active  and  disposing  of  stray  dogs 
which  cannot  find  homes. 


SPECIAL  COMMITTEES 


Name 


Address  Term  Ends 


COMMITTEE  ON  ACCIDENT  PRE- 
VENTION 

H.  W.  M oore,  Chrm.  Columbia 

C.  E.  Wiggins  Greenwood 

O.  B.  Mayer  Columbia 

Margaret  Q.  Jenkins  Charleston 

J.  R.  Reid,  Jr.  Fort  Mill 

George  R.  Dawson,  Jr.  Florence 

R.  Murdoch  Walker  Sumter 

ADVISORY  COMMITTEE  TO  THE 
WOMEN’S  AUXILIARY 
Mordecai  Nachman, 

Chrm.  Greenville 

Charles  R.  May  Bennettsville 

Ralph  P.  Baker  Newberry 

AD  HOC  COMMITTEE  ON  PUBLIC 
HEALTH  INFORMATION 


Louis  Jervey,  Chrm. 
Waddy  Baroody 
Howard  B.  Smith 


Charleston 

Florence 

Conway 


AD  HOC  COMMITTEE  ON  MEMRER- 
SHIP 


W.  Victor  Branford, 

Dillon 

Co-Chairman 

Robert  S.  Clark, 

Due  West 

Co-Chairman 

1L  B.  Donovant 

Edgefield 

Peter  Gaillard 

Hollv  Hill 

F.  P.  Gaston 

York 

W.  L.  Mcllwain 

Belton 

T.  W.  Messervy 

Summerville 

F.  P.  Owings 

Union 

C.  L.  Williams 

Georgetown 

COMMITTEE  ON 

POST  GRADUATE 

MEDICAL  EDUCATION 

William  A.  Klauber, 

Greenwood 

1967 

Chrm. 

R.  Cathcart  Smith 

Conway 

1964 

Charles  B.  Hanna 

Spartanburg 

1965 

C.  Warren  Irvin 

Columbia 

1966 

N.  B.  Baroody 

Florence 

1968 

ADVISORY  COMMITTEE  TO  CRIPPLED 
CHILDREN’S  SOCIETY 


Harold  Jervey 

Columbia 

J.  I.  Waring,  Chrm. 

Charleston 

1966 

Malcolm  U.  Dantzler 

Charleston 

William  Weston,  Jr. 

Columbia 

1966 

Leon  Banov,  Jr. 

Charleston 

John  E.  Keith 

Spartanburg 

1966 

Willard  B.  Mills 

Greenville 

G.  Guy  Castles 

Columbia 

1966 
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O.  B.  Mayer 
C.  B.  Burns 
J.  W.  Jervey,  Jr. 

G.  D.  Johnson 
O.  S.  Reeder 
Robert  E.  Livingston, 

Jr. 

A.  Hinson 

H.  S.  Allen,  Jr. 

J.  A.  White  ' 

W.  A.  Klauber 
W.  F.  Prior 


Columbia 

1966 

Sumter 

1965 

Columbia 

1965 

Spartanburg 

1965 

Charleston 

1965 

Newberry 

1965 

Rock  Hill 

1964 

Florence 

1964 

Easley 

1964 

Greenwood 

1964 

Graniteville 

1964 

COMMITTEE  ON  SCHOOL  HEALTH 


Charles  H.  Zemp,  Jr., 
Chrm. 

D.  C.  McLean 
William  R.  DeLoach 
F.  I.  Doyle 
William  B.  Gamble, 

Jr- 

M.  R.  Caughman 
Ex-officio: 

Hilla  Sheriff 


Camden 

Florence 

Greenville 

Georgetown 

Charleston 

Orangeburg 

Columbia 


COMMITTEE  ON  MEDICAL  EDUCA- 
TION FOUNDATION 


Joel  W.  Wyman, 
Chrm. 

Vince  Moseley 
B.  M.  Montgomery 
Ex-officio: 

J.  H.  Stokes 
Robert  Wilson 


Anderson 

Charleston 

Newberry 

Florence 

Charleston 


B.  M.  Oliver  Lynchburg 

J.  B.  Floyd  Winnsboro 


COMMITTEE  ON  HISTORICAL  MEDI- 
CINE 


J.  I.  Waring,  Chrm. 
R.  M.  Pollitzer 
T.  A.  Pitts 
James  R.  Young 
J.  B.  Rembert 


Charleston 

Greenville 

Columbia 

Anderson 

Orangeburg 


MEDICAL  ADVISORY  COMMITTEE  TO 
SELECTIVE  SERVICE 
Franck  C.  Owens,  Columbia 
Chrm. 


COMMITTEE  ON  MENTAL  HEALTH 
LEGISLATION 


J.  B.  Galloway,  Chrm. 
Robert  G.  Thompson 
Hyman  Marcus 
Joe  E.  Freed 
J.  J.  Cleckley 
J.  J.  Nannarello 
A.  P.  Bruner 


Columbia 

Anderson 

Orangeburg 

Columbia 

Charleston 

Greenville 

Sumter 


SPECIAL  STUDY  COMMITTEE  TO 
COMMUNICATE  WITH  S.  C.  INSUR- 
ANCE UNDERWRITERS  ASSOCIA- 
TION 

W.  T.  Hendrix,  Chrm.  Spartanburg 
W.  G.  Baroody  Florence 

R.  K.  O’Cain  Orangeburg 

Sol  Neidich  Beaufort 


LIAISON  COMMITTEE  WITH  THE 


SCMA  AND  DEPARTMENT  OF  PUB- 
LIC WELFARE 


W.  A.  Black 

Beaufort 

1965 

Frank  F.  Espev 

Greenville 

1965 

W.  M.  Levi,  Jr. 

Sumter 

1965 

Pierre  F.  LaBorde 

Columbia 

1966 

Ripon  W.  LaRoche 

Camden 

1966 

V.  Wells  Brabham 

Orangeburg 

1966 

R.  M.  Christian 

Greenwood 

1967 

L.  D.  Lide 

Florence 

1967 

William  T.  Hendrix 

Spartanburg 

1967 

SPECIAL  COMMITTEE  ON  NURSING 

EDUCATION 

J.  H.  Gressette,  Chrm. 

Orangeburg 

B.  S.  Chappell 

Columbia 

Henry  C.  Robertson, 

Jr- 

D.  Lesesne  Smith 

Charleston 

Spartanburg 

H.  M.  Allison 

Greenville 

COMMITTEE  ON  RURAL  HEALTH 

Riddick  Ackerman, 

Walterboro 

Jr.,  Chrm. 

Swift  Black 

Dillon 

Hugh  Mole 

Denmark 

SPECIAL  STUDY  COMMITTEE 
This  committee  has  been  appointed  to  study 
and  report  to  Council  the  advisability  of  a 
permanent  committee  to  study  medical  ed- 
ucation and  all  state  agencies  having  medical 
advisory  committees. 


Martin  Teague,  Chrm. 

W.  O.  Whetsell 

O.  B.  Maver 

C.  R.  May 

II.  F.  Ross 

C.  B.  Hanna 


Laurens 

Orangeburg 

Columbia 

Bennettsville 

Greenville 

Spartanburg 


COMMITTEE  ON  MEDICAL  AND 
HOSPITAL  INSURANCE  CONTRACTS 


Joseph  P.  Cain,  Jr.,  Mullins 

Chrm. 

Kenneth  G.  Lawrence  Florence 

Jenkins  K.  Owens  Bennettsville 

COMMITTEE  ON  FEE  SCHEDULE 
W.  W.  Edwards,  Greenville 

Chrm. 

Frank  C.  Owens  Columbia 

J.  A.  Siegling  Charleston 

George  H.  Bunch  Columbia 
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COMMITTEE  ON  INDUSTRIAL  MEDI- 
CINE 


John  M.  Perry,  Jr., 
Chrm. 

Joseph  L.  Goodman 
Furman  T.  Wallace 
James  T.  Green 
G.  P.  Richards 
Wilson  Green,  Jr. 
Robert  Brown 


Hartsville 

1965 

N.  Charleston 

1966 

Spartanburg 

1967 

Columbia 

1964 

‘Charleston 

1965 

Sumter 

1966 

‘Greenville 

1967 

COMMITTEE  TO  STUDY  HEALTH  OR- 
GANIZATIONS seeking  endorsement  by 

the  State  Medical  Association. 


Clay  W.  Evatt,  Sr., 
Chrm. 

Charleston 

1964 

Henry  E.  Plenge 

Spartanburg 

1965 

Fritz  N.  Johnson 

Mullins 

1966 

Charles  R.  Holmes 

Columbia 

1967 

Samuel  E.  Miller 

Georgetown 

1968 

COMMITTEE  ON  CORONERS-MEDICAL 
EXAMINERS 


E.  A.  Dreskin,  Chrm. 
Joseph  I.  Converse 
Robert  P.  Walton 
D.  Strother  Pope 
C.  Tucker  Weston 


Greenville 

Greenville 

Charleston 

Columbia 

Columbia 


SPECIAL  STUDY  COMMITTEE  ON 
ELECTION  OF  COUNCILORS 


Halsted  M.  Stone, 
Chrm. 

Hugh  H.  DuBose 
J.  H.  Cutchin 
V.  W.  Brabham 
Sol  Neidich 


Chester 

Columbia 

Easley 

Orangeburg 

Beaufort 


COMMITTEE  ON  STATE-WIDE  POLIO 
IMMUNIZATION  PROGRAM 


C.  C.  Lyles, 

Chrm. 

Willard  B.  Mills 
John  R.  Harvin 
John  W.  Bell 
Margaret  Q.  Jenkins 
Walter  M.  Hart 
Phillip  K.  McNair 


Spartanburg 

Greenville 

Columbia 

Greenwood 

Charleston 

Florence 

.Aiken 


COMMITTEE  ON  LIAISON  WITH 
ALLIED  PROFESSIONS 
Harold  E.  Jervey,  Jr.,  Columbia 

Chrm. 

Delmar  O.  Rhame  Clinton 

Keith  F.  Sanders  Kingstree 

John  F.  Rainey  Anderson 

R.  Maxwell  Anderson  Charleston 
Ex-officio 

Mr.  M.  L.  Meadors  Florence 


W.  B.  SAUNDERS  COMPANY  features 

the  following  new  editions  in  their  full 

page  advertisement  appearing  elsewhere  in  this  issue: 

BEESON  and  MCDERMOTT— CECIL-LOEB  TEXTBOOK  OF  MEDICINE 

The  New  (11th)  Edition  of  a world-famous  text,  with  contributions  by  173  authorities 
and  details  of  over  800  diseases 

GRAHAM— THE  CYTOLOGIC  DIAGNOSIS  OF  CANCER 

An  up-to-date  revision  explaining  what  can  be  learned  from  suspected  smears  through 
accurate  laboratory  methods 

MAYO  CLINIC— CLINICAL  EXAMINATIONS  IN  NEUROLOGY 

A famous  medical  center’s  working  blueprint  to  effective  neurologic  examination 
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Public  Relations 


OPERATION  HOMETOWN 

“OPERATION  HOMETOWN,”  AMA’s  plan  of 
campaign  for  county  medical  societies  against  the 
King-Anderson  Bill,  was  recently  presented  to  four 
groups  of  physicians  in  South  Carolina.  Mr.  Richard 
Nelson,  of  the  AMA  Field  Staff,  with  the  Associa- 
tion’s Executive  Secretary,  visited  Charleston,  Col- 
umbia, Greenville  and  Florence,  for  the  purpose  of 
outlining  the  plan  and  brief  discussion  of  the  ma- 
terials. 

Reaction  noted  was  both  encouraging  and  dis- 
appointing. An  effort  was  made  in  advance  to  bring 
in  representatives  from  adjoining  county  societies  to 
each  of  these  area  meetings.  In  each  instance  there 
was  a good  representation  from  the  local  county 
society  but  response  from  the  adjoining  counties  was 
not  impressive.  In  all,  nine  county  societies  were 
represented  at  the  four  meetings. 

The  encouraging  feature,  on  the  other  hand,  was 
the  interest  and  enthusiasm  indicated  by  all  of  those 
who  did  attend.  Packets  were  distributed  to  each 
county  society  and  the  suggested  plan  of  organiza- 
tion discussed  in  detail.  There  was  every  indication 
that  those  in  attendance  would  follow  through  in 
setting  up  arrangements  in  their  respective  counties 
for  cooperation  in  this  important  effort. 


“OPERATION  HOMETOWN”  is  a broad  plan  for 
organizing  the  efforts  for  timely  effective  expressions 
against  the  King-Anderson  Bill  by  physicians  and 
non-physicians  alike.  It  suggests  a county  organization 
headed  by  a campaign  chairman  with  general  super- 
vision over  different  phases  of  activity — such  as,  a 
speakers’  bureau,  the  enlisting  of  allies,  the  dis- 
tribution of  materials,  work  with  the  news  media, 
letter  writing,  and  congressional  contacts.  Ample 
material  relating  to  each  of  these  phases  of  the 
campaign  are  included  in  the  general  packet  and 
much  of  it  is  well  prepared  and  should  be  effective. 
Several  printed  copies  of  the  Bill  also  are  included. 

As  this  is  written,  hearings  on  the  Bill  are  expected 
to  be  scheduled  for  the  latter  part  of  July  or  early 
August.  When  a determined  effort  by  its  proponents 
will  be  made  to  bring  it  up  for  consideration  there- 
after is  anybody’s  guess.  It  seems  a safe  bet  at  the 
moment,  however,  that  final  action  will  not  take 
place  immediately — it  may  extend  into  the  coming 
year.  Therefore,  “OPERATION  HOMETOWN” 
should  be  a continuing  operation  and  efforts  will  be 
made  to  reach  all  county  societies  in  the  State  with 
direct  presentation  of  the  material  within  the  next 
few  weeks. 


News 


Health  Program  Planned 

Governor  Donald  Russell  has  announced  the  ap- 
pointment of  a 15-member  advisory  group  on  mental 
health  planning  to  conduct  a two-year  study  aimed 
at  mapping  a comprehensive  mental  health  program 
for  this  state. 

Named  as  chairman  of  the  group  was  Dr.  James 
A.  Morris,  dean  of  the  School  of  Business  Admin- 
istration at  the  University  of  South  Carolina.  Five 
members  of  the  panel  will  have  general  responsibili- 
ties. The  remaining  10  will  be  chairmen  of  specific 
study  committees. 

Group  members  assigned  general  responsibilities 
along  with  Dr.  Morris  were  Dr.  II.  R.  Pratt-Thomas, 
Medical  College  of  South  Carolina  president;  Howard 
Bums  Greenwood;  Wayne  Freeman,  editor  of  The 
Greenville  News;  and  Dr.  James  B.  Galloway,  Colum- 
bia. 

Study  committee  chairmen  and  their  fields  of  re- 
sponsibility are: 

Mrs.  O.  B.  Mayer,  Columbia,  care  and  treatment 
of  adults;  Dr.  Charles  R.  Propst,  Sumter,  care  and 
treatment  of  children;  Mrs.  Wayne  Unger,  Waiter- 
boro,  care  and  treatment  of  the  senile  aging;  the  Rev. 
Joseph  R.  Hora,  Florence,  alcohol  and  drug  addiction: 


Donald  S.  Russell,  Jr.,  the  governor’s  son  and  special 
aide,  the  retarded. 

Also,  Judge  Jack  D.  Simrill,  Rock  Hill,  juvenile  de- 
linquency; Dr.  C.  L.  Guyton,  assistant  state  health 
officer,  prevention;  Dr.  Walter  D.  Smith,  Winthrop 
College  dean,  manpower;  Sen.  Earle  E.  Morris,  Jr., 
Pickens,  legislation  and  finance;  and  Jacque  B.  Nor- 
can,  Greenville,  facilities  and  construction. 


S.  C.  ETV  Medical  Films  To  New  York 

The  New  York  Academy  of  Medicine  has  ar- 
ranged for  South  Carolina’s  educational  television 
medical  programs  to  be  shown  to  physicians  here  in 
June,  July  and  August. 

Dr.  Aims  C.  McGuinness  of  the  Academy  has  re- 
quested eight  of  the  programs  from  the  Medical  Col- 
lege of  South  Carolina.  They  will  be  shown  over 
WNYC-TV  in  the  New  York  metropolitan  area. 

The  arrangements  were  made  through  Dr.  Dale 
Groom,  director  of  postgraduate  education  of  the 
Medical  College  at  Charleston,  who  is  coordinator  of 
the  ETV  medical  series. 


Health  Study  Planned  In  Charleston  County 

Charleston  County  has  been  selected  by  the  Na- 
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tional  Commission  on  Community  Health  Services  as 
one  of  five  communities  in  the  United  States  to 
participate  in  a National  Health  Study.  Conducted 
by  local  citizens,  the  study  will  survey  local  health 
needs  and  the  services  that  are  available  to  meet  those 
needs. 

The  National  Commission  on  Community  Health 
Services,  a private  non-profit  agency,  was  established 
last  September  to  encourage  and  aid  local  communi- 
ties in  studying  their  own  health  problems.  In  ad- 
dition to  Charleston  County,  Burlington,  Vt.,  Cape 
May  County,  N.  J.,  Knoxville,  Tenn,  and  Springfield, 
Mass,  have  also  been  selected.  Fifteen  additional 
communities  will  be  chosen  next  year. 


York  and  Chester  Counties  Have  Dr.  Fennell 
As  Public  Health  Officer 

The  State  Board  of  Health  approved  a coopera- 
tive arrangement  between  York  and  Chester  Counties 
for  the  employment  of  a full-time  Health  Officer  to 
serve  the  residents  of  both  counties.  The  arrangement 
calls  for  65  per  cent  of  the  service  and  cost  to  York 
Countv  and  35  per  cent  to  Chester  County. 

The  doctor  who  has  received  the  appointment  is 
Dr.  W.  W.  Fennell  of  Rock  Hill. 

Public  Health  officials  presently  serving  in  the  two 
Counties  would  not  be  affected  by  the  appointment  of 
Dr.  Fennell. 


York  County  Hospital  Name  To  Be  Changed 

York  Senator  Robert  W.  Hayes  has  asked  the 
Legislative  Council  of  the  General  Assembly  to  pre- 
pare a bill  to  change  the  name  of  York  County 
Hospital. 

It  was  a step  taken  by  Hayes  at  the  request  of  the 
Hospital  Board  of  Trustees,  who  said  the  name 
“York  County  Hospital  failed  to  properly  identify 
tlie  type  of  institution  that  the  hospital  is. 

Tlie  new  name  requested  by  the  trustees  will  be 
“York  County  General  Hospital  in  Rock  Hill." 


Over  72  and  Still  Serving 

The  recent  general  appropriations  bill  lists  the 
names  of  seven  medical  men  whose  continuation  in 
service  beyond  the  mandatory  retirement  age  of  72  is 
authorized.  They  are:  Dr.  B.  O.  Whitten  of  Whitten 
Village  near  Clinton;  and  Dr.  George  Benet,  chief 
surgeon  at  the  State  Hospital;  Dr.  W.  K.  Fishburne, 
Berkeley  County  health  officer;  Dr.  H.  Grady  Callison, 
Anderson  County  health  officer;  Dr.  L.  C.  Stukes, 
Clarendon  health  officer;  Dr.  J.  E.  Brodie,  Lexington 
health  unit  chief,  and  Dr.  Roy  D.  Sumner,  clinician 
of  the  York  County  health  unit. 


Dr.  Philip  T.  Claytor  Opens  Barnwell  Office 

Dr.  Philip  T.  Claytor  has  recently  moved  to  Barn- 
well and  opened  an  office  for  the  general  practice 
of  medicine. 

He  came  to  Barnwell  from  Columbia  where  for  the 
past  three  years  he  has  been  with  the  Veterans  Ad- 


ministration, with  the  exception  of  one  year  when  he 
served  with  the  National  Guard  in  Spain. 

Dr.  Claytor  attended  The  Citadel  and  was  gradu- 
ated from  the  University  of  South  Carolina  in  1952. 
After  another  stint  with  the  U.  S.  Air  Force,  he  at- 
tended the  Medical  College  of  South  Carolina  where 
he  received  his  M.  D.  degree  in  1955.  He  then  in- 
terned at  the  Medical  College  Hospital  there. 

Dr.  Claytor  was  in  private  practice  for  several 
years  in  York  and  plans  to  resume  this  type  practice 
in  Barnwell. 


AMA  Board  Supports  Mental  Health 
Compact 

The  Interstate  Compact  on  Mental  Health,  de- 
signed to  eliminate  residency  requirements  for  care 
and  treatment  of  mental  illness  in  state  facilities,  was 
endorsed  by  the  American  Medical  Association  Board 
of  Trustees. 

The  compact,  developed  in  1955,  has  been  ratified 
by  25  states.  It  makes  it  possible  for  a person  living 
in  a cooperating  state  to  be  eligible  for  care  and 
treatment  in  that  state  and  to  be  transferred  from 
state  to  state  as  his  needs  require.  The  compact  pro- 
vides that  any  person  in  need  of  institutional  care  will 
not  be  denied  it  on  the  grounds  that  his  legal  resi- 
dence is  in  another  state. 

States  which  have  ratified  the  compact  are: 

Alaska,  Arkansas,  Connecticut,  Delaware,  Idaho, 
Indiana,  Kentucky,  Louisiana,  Maine,  Massachusetts, 
Minnesota,  Missouri,  New  Hampshire,  New  Jersey, 
New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon, 
Pennsylvania,  Rhode  Island,  South  Carolina,  South 
Dakota,  Vermont,  and  West  Virginia. 


Dr.  J.  L.  Bland  Opens  Offices  In 
New  Ellenton 

James  L.  Bland,  M.  D.  has  opened  offices  in  New 
Ellenton. 

Dr.  Bland  received  his  B.S.  degree  at  Nortli 
Georgia  College  in  1956.  He  completed  his  studies 
at  the  Medical  College  of  Georgia  in  Augusta  in 
I960,  and  served  his  internship  at  the  Athens 
General  Hospital  in  Georgia.  Dr.  Bland  is  a member 
of  Theta  Kappa  Psi,  an  honorary  medical  fraternity. 
For  the  past  two  years  he  was  stationed  at  Fort  Gor- 
don where  he  served  in  the  field  of  preventive  medi- 
cine. On  completion  of  his  duties  at  Fort  Gordon, 
Dr.  Bland  was  given  the  General's  meritorious 
Achievement  Award. 


Doctor  Named  ‘Man  of  Year’ 

Dr.  O.  E.  Gilliland  was  named  the  “Young  Man  of 
Year”  by  the  Woodruff  Junior  Chamber  of  Com- 
merce in  May. 

He  was  presented  the  Distinguished  Service  Award 
by  Joe  Baldwin,  chairman  of  the  awards  committee, 
for  his  contribution  to  the  religious  life  and  youth 
work  of  the  community. 

Dr.  Gilliland  has  served  as  director  of  the  blood 
bank  for  Woodruff  Hospital,  sponsored  by  the  Jay- 
cees. 
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The  Riverside  Geriatric  and  Convalescent  Center  pictured  above, 
will  add  accommodations  for  108  patients  to  Charleston’s  medical 
complex  which  is  completed  in  September.  The  60  bed  geriatric  wing, 
which  opened  in  July,  will  care  for  the  more  chronic  and  seriously 
incapacitated  elderly  patients.  The  48  bed  convalescent  wing,  which 
is  scheduled  to  open  September  1,  is  designed  to  care  for  convalescing 
patients  of  all  ages.  It  is  foreseen  that  this  wing  will  help  alleviate 
the  current  hospital  bed  shortage  in  the  area. 

Plans  have  been  drawn  and  the  building  so  designed  that  a 
second  floor  can  be  added  to  accommodate  an  additional  108  patients, 
60  geriatric  and  48  convalescent. 


Anderson  Hospital  Opens  Psychiatric  Ward 

A psychiatric  ward  on  the  seventh  floor  of  Anderson 
Hospital  was  opened  in  late  July. 

Dr.  William  Bolt,  Anderson  County  native,  will 
provide  psychiatric  care.  The  ward  will  be  equipped 
with  16  beds,  and  staffed  bv  four  full-time  nurses 
and  one  part-time  nurse. 

Dr.  E.  M.  Baker  Will  Practice  in  Columbia 

Dr.  Eugene  M.  Baker,  Jr.  has  announced  opening 
practice  of  general  medicine  in  Columbia. 

Dr.  Baker,  a graduate  of  Columbia  city  schools, 
Clemson  College  and  the  South  Carolina  Medical 
College,  has  joined  Dr.  A.  Frank  Harrison  in  the 
practice  of  medicine  with  offices  in  the  Midland 
Shopping  Center  on  Two  Notch  Road. 

Doctor  Baker,  who  served  his  internship  at  Green- 
ville General  Hospital  after  receiving  his  medical 
degree  in  1958,  served  four  years  in  the  Army.  He 
served  three  years  in  Wursburg,  Germany,  and  one 
year  at  Letterman  General  Hospital  at  San  Fran- 
cisco, being  discharged  as  a captain. 


Dr.  Maguire  Eleced  By  Plastic  Surgeons 

Dr.  Carter  P.  Maguire  of  Charleston  has  been 
named  secretary  of  the  Southeast  Society  of  Plastic 
and  Reconstructive  Surgeons. 

He  was  elected  during  the  annual  business  meet- 
ing of  the  society  in  Memphis,  Tenn. 

Drs.  Martin  and  Buxton  Associate 

James  B.  Martin,  M.  D.  announces  the  association 
of  Julian  T.  Buxton,  M.  D.  for  the  practice  of  Gen- 
eral and  Thoracic  Surgery,  77  Bull  Street,  Charles- 
ton. 


New  Health  Officers  Are  Named 

Charles  E.  Corley,  chief  sanitarian,  State  Board  of 
Health,  Columbia,  was  elected  president  of  the  South 
Carolina  Public  Health  Association  as  the  organization 
concluded  its  40th  annual  convention  June  1. 

Corley,  who  begins  his  1963-64  term,  succeeds  Dr. 
Malcolm  U.  Dantzler  of  Charleston. 

Other  officers  elected  include:  President  Elect  Miss 
Lucia  Murchison,  Medical  Social  Consultant,  State 
Board  of  Health,  Columbia;  Vice  President  Earl  W. 
Griffith,  South  Carolina  Alcoholic  Rehabilitation  Cen- 
ter, Columbia;  Secretary  (re-elected)  Miss  Mary 
Schifflev,  Records  Consultant,  State  Board  of  Health, 
Columbia;  Treasurer  (re-elected)  John  B.  Asbill, 
accountant,  finance  division,  State  Board  of  Health, 
Columbia. 

Dr.  G.  S.  T.  Peeples,  state  health  officer.  State 
Board  of  Health,  is  representative,  American  Public- 
Health  Association  and  southern  branch,  with  Dr. 
C.  L.  Guyton,  assistant  state  health  officer  and  direc- 
tor, division  of  local  health  services,  as  alternate 
representative. 


Ware  Shoals  Doctor  Promoted  To  Colonel 
In  Air  Reserve 

Dr.  Paul  Pritchard,  Jr.  of  Ware  Shoals  has  been 
promoted  to  the  rank  of  colonel  in  the  United  States 
Air  Force  Reserve.  His  promotion  was  announced  in 
Columbia  by  Col.  Douglas  K.  Sturkie,  Jr.,  commander 
of  the  8435  Air  Force  Reserve  Recovery  Group,  to 
which  Colonel  Pritchard  is  assigned  as  flight  surgeon. 

Dr.  L.  A.  Hartzog  Is  Honored 

Employees,  their  wives  and  husbands,  of  the  Bam- 
berg and  Barnwell  County  Health  Departments  hon- 
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ored  Dr.  L.  A.  Hartzog,  June  7,  at  the  Flaming 
Embers  room  where  a turkey  dinner  was  served. 

The  occasion  marked  the  retirement  of  Dr.  Hartzog 
from  Public  Health  Service. 

Dr.  Hartzog  was  presented  a gift  from  the  two 
Health  Departments. 


Drs.  M.  M.  and  D.  E.  Mengedoht  Associate 

Marjorie  M.  Mengedoht,  M.  D.  announces  the 
association  of  Daniel  Edward  Mengedoht,  M.  D.  in 
the  practice  of  Pediatrics,  1164  North  Bridge  Drive, 
North  Bridge  Terrace,  Charleston. 


Mound  Park  Hospital  Foundation,  Inc. 

A symposium  on  Orthopedics,  Trauma,  Minor  Sur- 
gery, and  Office  Orthopedics,  sponsored  by  the 
Mound  Park  Hospital  Foundation,  Department  of 
Medical  Education  of  the  Mound  Park  Hospital,  the 
American  Legion  Hospital  for  Crippled  Children,  the 
Medical  and  Research  Divisions  of  Bay  Pines  V.  A. 
Center,  and  A.A.G.P.,  will  be  held  October  17  to  19 
inclusive.  Limited  to  35  physicians,  the  fee  is  $40.00 
and  18  Credit  Hours  Category  1,  A.A.G.P.,  will  be 
allowed.  Those  interested  may  write  to:  Orthopedics, 
Mound  Park  Hospital  Foundation,  Inc.,  St.  Peters- 
burg, Fla. 


Pan-Pacific  Surgical  Association 

The  Ninth  Congress  of  the  Pan-Pacific  Surgical 
Association  will  be  held  November  5-13,  1963,  in 
Honolulu,  Hawaii  and  the  First  Pan-Pacific  Mobile 
Educational  Lecture  Seminar  will  begin  November 
13  and  run  through  December  10  in  New  Zealand, 
Australia,  Thailand,  the  Philippines,  Hong  Kong 
and  Japan.  All  physicians  are  cordially  invited  to  at- 
tend both  of  these  meetings.  The  Ninth  Congress 
offers  an  extensive  scientific  program  of  300  leading 
surgeons  in  nine  surgical  specialties.  For  further  in- 
formation write:  Dr.  F.  J.  Pinkerton,  Director  Gen- 
eral, Pan-Pacific  Surgical  Association,  Suite  570, 
Alexander  Young  Building,  Honolulu  13,  Hawaii. 


Cancer  Symposium 

“Unusual  Forms  and  Aspects  of  Cancer  in  Man” 
will  be  the  subject  of  the  1963  Scientific  Session  of 
the  American  Cancer  Society.  The  symposium,  spon- 
sored by  the  Society,  the  National  Cancer  Institute 
and  the  New  York  Academy  of  Sciences,  will  be  held 
October  21-22  at  the  Biltmore  Hotel,  New  York  City. 
It  is  open  to  all  members  of  the  Medical  and  dental 
professions  and  students.  Interested  persons  may 
write:  Director  of  Professional  Education,  American 
Cancer  Society,  521  West  57th  Street,  New  York  19, 
N.  Y. 


Physicians  in  the  News 
I)r.  W.  Curtis  Watkins  of  Conway  has  been 
certified  by  the  American  Board  of  Pediatrics  . . . 
The  South  Carolina  medical  profession  continues 
to  make  headlines  in  its  fight  against  King- 
Anderson  legislation.  Dr.  Carr  T.  Larisey,  presi- 
dent of  the  Hampton  County  Medical  Society,  was 


the  author  of  an  impressive  statement  speaking 
out  against  the  King-Anderson  bill,  printed  in 
full  in  the  County  News  of  Allendale  . . . 
William  Sandow,  Jr.,  executive  director  of  Blue 
Cross  and  Blue  Shield  for  South  Carolina,  pre- 
sented the  “cons”  of  federal  medicare  legislation 
in  a debate  before  the  state  Pharmaceutical  Asso- 
ciation’s annual  meeting  in  June.  “Pharmacists 
Hear  Debate  on  Medicare”  trumpeted  the  head 
lines  in  The  State  of  Columbia. 


Dr.  Burgess  Presented  WOW  Plaque 

Dr.  Warren  H.  Burgess,  Sumter,  city  physician  for 
over  40  years,  was  honored  by  his  local  camp  of 
Woodmen  of  the  World  for  “commendable  service 
to  community,  state  and  nation.” 

The  presentation  took  place  in  the  City  Hall  con- 
ference room  before  an  audience  of  family  and 
friends  of  Dr.  Burgess. 


Clinical  Center  Study  of  Cranio-Facial 
Malformations  in  Infants 

The  cooperation  of  physicians  and  dentists  is  re- 
quested in  the  referral  of  patients  for  a study  of  con- 
genital malformations  of  the  mouth  and  pharynx 
associated  with  difficulty  in  respiration  and  feeding. 
This  study  is  being  conducted  by  the  National  Insti- 
tute of  Dental  Research  in  the  Clinical  Center  of  the 
National  Institutes  of  Health,  Bethesda,  Maryland. 

Physicians  and  dentists  who  wish  to  have  their 
patients  considered  for  these  studies  may  write  or 
telephone: 

Dr.  Yas  Takagi,  Oral  and  Pharyngeal  Development 
Section,  National  Institute  of  Dental  Research,  Na- 
tional Institutes  of  Health,  Bethesda  14,  Maryland. 


South  Carolina  Alcoholic  Rehabilitation 
Program 

Additional  requirements  for  patients  physical  ex- 
aminations: 

All  patients  must  have  included  in  their  physical 
a report  of  a chest  x-ray  film  which  may  have  been 
taken  within  the  past  six  months  from  the  date  of  ap- 
plication. This  is  in  addition  to  the  standards  for  phy- 
sical examinations  which  have  already  been  set  up  and 
are  included  in  previous  literature. 

Box  1567,  Florence,  S.  C. 


Clinical  Center  Studies  of  Endocrine 
Disorders 

The  cooperation  of  physicians  is  requested  in  some 
studies  being  conducted  at  the  Clinical  Center  by  the 
Endocrinology  Branch  of  the  National  Cancer  In- 
stitute. 

Referrals  of  the  following  groups  of  patients  are 
needed  for  study  and  treatment:  Women  with  pri- 
mary amenorrhea,  untreated  acromegalics,  children 
with  disorders  of  sexual  development,  and  men  with 
carcinoma  of  the  breast. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  these  studies  should  write  or 
telephone: 
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Mortimer  B.  Lipsett,  M.  D.,  National  Cancer  In- 
stitute, National  Institutes  of  Health,  Bethesda 
14,  Maryland. 


Health  Care  Insurance 

Eightv-four  percent  of  the  entire  U.  S.  population 
is  now  protected  against  health  care  costs  by  health 
insurance  or  other  means,  the  American  Medical 
Association  reported  today. 

AMA’s  Council  on  Medical  Service  reported  that 
there  were  seven  times  as  many  persons  protected 
against  hospital  expense  at  the  end  of  1962  as  there 
were  at  the  end  of  1942;  16  times  as  many  were  pro- 
tected against  surgical  expense;  and  30  times  as  many 
against  regular  medical  expense. 

Current  figures  indicate  that  in  excess  of  140  mil- 
lion Americans  have  hospital  expense  protection,  130 
million  are  covered  for  surgical  expense,  and  97  mil- 
lion are  protected  for  regular  medical  expenses,  the 
Council  said. 

The  Council  noted  that  of  the  140  million  persons 


having  coverage,  60  per  cent,  or  nearly  10  million, 
are  over  age  65.  In  addition,  93  per  cent  of  the  aged 
currently  live  in  states  which  have  utilized  the  Kerr- 
Mills  medical  care  program. 


Medical  Television 

The  first  program  of  the  1963-64  series  will 
be  a program  on  Depression.  The  panel  of 
speakers  includes  Drs.  J.  J.  Cleckley,  Ike  Brow- 
nell, George  Durst,  and  Dr.  Dale  Groom  as 
Moderator. 

Tlie  film  will  be  shown  September  5 and 
rebroadcast  September  6. 


Dr.  Paul  Sanders,  III,  Associated 

Drs.  James  J.  Ravenel,  Paul  W.  Sanders,  Jr.,  and 
W.  Ely  Brooks  announce  the  association  of  Dr.  Paul 
W.  Sanders,  III,  in  the  practice  of  Urology.  Their 
offices  are  at  160  Rutledge  Avenue,  Charleston. 


Deaths 


Dr.  N.  B.  Finklea 

Dr.  Newell  Benjamin  Finklea,  88,  of  Hyman,  died 
July  9 at  his  residence  after  two  years  of  declining 
health. 

Dr.  Finklea  was  born  in  1875,  in  Florence  County. 
He  was  a graduate  of  the  Medical  College  of  South 
Carolina,  class  of  1899.  He  practiced  medicine  at 
Hyman  all  of  his  life  and  several  years  ago  he  re- 
ceived a 50-year  plaque  from  the  South  Carolina 
Medical  Association.  He  was  a member  of  the  Amer- 
ican, South  Carolina,  and  Pee  Dee  Medical  Associa- 
tions. 

He  was  also  a farmer  and  an  extensive  land-owner 
in  Florence  County,  associated  with  the  Planters 
Tobacco  Warehouse  of  Pamplico  and  a member  of 
its  board  of  directors. 


Dr.  R.  K.  Smith 

Dr.  R.  K.  Smith  of  Charleston  Heights,  retired 
physician,  died  June  13.  Bom  in  1879,  Dr.  Smith 
attended  the  University  of  South  Carolina,  Atlanta 
Medical  College  and  the  Medical  School  of  the 
South.  He  practiced  in  Riceboro,  Savannah,  Bluff- 
ton  and  Charleston. 

Dr.  George  Pettigrew 

Dr.  George  C.  Pettigrew,  74,  for  many  years  a 
practicing  physician  of  Williamston,  died  June  4, 


in  Anderson  Hospital  following  an  illness  of  one  day. 

Dr.  Pettigrew,  a native  of  Anderson  County,  re- 
ceived his  education  in  the  schools  of  the  county, 
Wofford  College,  and  was  a graduate  of  the  Emory 
School  of  Medicine  in  the  class  of  1913. 

He  practiced  his  profession  at  Starr  for  a number 
of  years,  but  had  made  his  home  in  Williamston  for 
the  past  19  years.  He  was  a member  of  the  Williams- 
ton Presbyterian  Church,  and  a member  of  Wil- 
liamston Masonic  Lodge  No.  24. 


Dr.  J.  T.  Hiott 

Dr.  Josiah  Tillman  Hiott,  70,  of  Charleston,  retired 
physician,  died  unexpectedly  June  12  at  his  residence 
in  Round  O. 

Dr.  Hiott  practiced  medicine  in  Charleston  for  47 
years.  1 le  retired  from  active  practice  two  years  ago 
and  has  resided  since  then  at  his  residence  in 
Round  O.  He  was  an  ardent  sportsman  and  a mem- 
ber of  the  South  Carolina,  Florida  and  Georgia  Fox- 
hunters  Association.  He  was  a member  of  the  Amer- 
ican Medical  Association,  the  South  Carolina  Medi- 
cal Association,  the  Association  of  American  Physi- 
cians and  Surgeons,  Woodmen  of  the  World,  Friend- 
ship Lodge  9 A.F.M.,  and  the  Moose  Lodge  in 
Charleston.  1 Ie  was  a member  of  the  Ashley  River 
Baptist  Church  of  Charleston. 
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Actions  of  The  House  of  Delegates 
American  Medical  Association 
112th  Annual  Meeting 
June  16-20, 1963 


Dr.  Norman  A.  Welch  of  Boston,  member  of  the 
House  of  Delegates  since  1951  and  Speaker  of  the 
House  since  1959,  was  named  President-Elect  of  the 
Association  by  acclamation.  Dr.  Welch  w’ill  become 
President  at  the  June,  1964,  annual  meeting  in  San 
Francisco,  succeeding  Dr.  Edward  R.  Annis  of 
Miami,  Florida,  who  assumed  office  at  the  Tuesday 
night  inaugural  ceremony  in  Atlantic  City. 

The  AMA  1963  Distinguished  Service  Award  was 
voted  to  Dr.  Lester  R.  Dragstedt  of  Gainesville, 
Florida,  research  professor  of  surgery  at  the  University 
of  Florida  School  of  Medicine,  for  his  achievements  in 
the  fields  of  education,  research  and  practicing  sur- 
gery. 

Final  registration  figures  at  the  meeting  reached 
a grand  total  of  36,811,  including  12,924  physicians. 

AMA  Sections  and  Scientific  Program- 

In  considering  the  report  ot  the  Ad  Hoc  Committee 
to  study  the  Board  of  Trustees  Report  on  the  Sections 
and  Scientific  Program  of  the  AMA,  originally  pre- 
sented at  the  1962  Clinical  Meeting  in  Los  Angeles, 
the  House  disagreed  with  some  recommendations  in 
both  of  those  reports. 

Major  change  was  the  House  decision  that  all 
section  officers — chairman,  vice  chairman,  delegate, 
alternate  delegate,  secretary,  assistant  secretary  and 
representative  to  the  scientific  exhibits — should  be 
elected  by  members  of  the  section  and  that  no  officers 
be  appointed  by  the  AMA  Board  of  Trustees. 

In  another  change,  relating  to  nominations  for 
specialty  boards,  the  House  approved  the  following 
recommendation:  “The  Committee  of  the  Council  on 
Scientific  Assembly  of  the  appropriate  section  shall 
nominate  the  AMA  representatives  to  serve  on  the 
medical  specialty  certifying  board.  These  nominations 
shall  be  submitted  to  the  Board  of  Trustees.” 

The  House  also  commended  the  Board  of  Trustees 
for  its  recommendation  that  a national  forum  be 
sponsored  by  the  AMA  in  which  representatives  of 
national  medical  specialty  societies  and  the  Academy 
of  General  Practice  will  participate.  The  Board  of 
Trustees  was  directed  to  implement  this  suggestion 
as  early  as  possible. 

Interns  and  Residents 

The  House  disapproved  the  report  of  the  Council 
on  Medical  Service  and  the  Council  on  Medical  Ed- 
ucation and  Hospitals  on  Compensation  of  House 
Officers.  In  so  doing,  it  adopted  the  following  state- 
ment : 

“We  therefore  recommend  that  in  view  of  the 
overwhelming  opposition  to  the  basic  proposal  con- 
tained in  the  report  of  the  Council  on  Medical  Ser- 
vice and  the  Council  on  Medical  Education  and 
Hospitals,  the  AMA  record  itself  as  opposed  to  any 
system  or  program  by  which  any  part  of  an  intern’s 
or  resident’s  salary  is  paid  out  of  fees  collected  by 
the  attending  physician  or  out  of  fees  collected  under 


any  type  of  medical-surgical  insurance  coverage.” 

The  House,  while  declaring  that  the  joint  council 
report  “represents  a well-intentioned  effort  to  find 
a solution  to  a most  difficult,  if  not  impossible,  prob- 
lem,” recommended  that  any  future  proposals  on  the 
compensation  of  house  officers  be  thoroughly  studied 
by  the  Law  Department  and  Judicial  Council  before 
submission  to  the  House  of  Delegates. 

New  Research  Institute 

In  acting  upon  two  reports  from  the  AMA  Educa- 
tion and  Research  Foundation,  the  House  approved 
the  Foundation’s  announcement  that  it  will  establish 
and  operate  a new  Institute  for  Biomedical  Research. 

The  Institute  will  concern  itself  with  intensive  and 
fundamental  study  of  life  processes  particularly  as 
related  to  intracellular  mechanisms.  It  will  be  com- 
posed of  groups  of  dedicated,  imaginative  workers 
who  are  capable  of  significant  scientific  achievements 
through  the  interaction  of  their  intellects  and  experi- 
ences, with  unmatched  facilities  and  maximum  free- 
dom from  external  pressures. 

The  Institute  will  be  dedicated  to  pure,  basic,  non- 
disease oriented  research,  and  it  will  not  render  medi- 
cal service  to  patients  and  will  not  conduct  a gradu- 
ate training  program  leading  to  a degree.  It  is  con- 
templated that  the  first  research  group  should  be 
functioning  by  early  1965. 

Physicians’  Pension  Plan 

The  House  approved  establishment  of  an  AMA 
physicians'  pension  plan  under  the  provisions  of 
the  Self-Employed  Individuals’  Retirement  Act  of 
1962,  and  noted  that  the  Board  of  Trustees  will  make 
every  effort  to  begin  operation  of  the  plan  before  the 
end  of  1963  so  that  physicians  will  be  able  to  partici- 
pate this  year. 

The  plan  will  be  open  to  all  AMA  members  and 
their  employees  who  can  qualify  under  the  Act,  Pub- 
lic Law  87-792  (Keogh  Law). 

The  law  allows  a self-employed  individual  to  set 
aside  up  to  $2,500  or  10%  of  his  annual  income, 
whichever  is  less,  in  a retirement  fund,  with  the  first 
$1,250  being  deductible.  The  individual  must  pro- 
vide proportionate  benefits  for  any  employee  who 
works  for  him  more  than  20  hours  a week  and  more 
than  five  months  each  year. 

Miscellaneous  Actions 

Disapproved  a Judicial  Council  opinion  on  the 
dispensing  of  glasses  by  ophthalmologists  and  re- 
affirmed the  Council’s  interpretation  of  Section  7 of 
the  Principles  of  Medical  Ethics,  as  reported  in  the 
November  15,  1958,  issue  of  the  Journal  of  the 
American  Medical  Association. 

Took  a position  opposing  the  student  loan  pro- 
visions of  the  Health  Professions  Educational  Assis- 
tance Act  of  1963. 

Urged  all  state  and  county  medical  societies  to 
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adopt  and  activate  all  phases  of  “Operation  Home- 
town.” 

Recommend  that  local  medical  societies  in  the 
vicinity  of  medical  schools  assume  the  responsibility 
of  establishing  and  maintaining  clear  lines  of  com- 
munication with  medical  students. 

Approved  the  organization  of  the  new  National 


Council  for  the  Accreditation  of  Nursing  Homes, 
jointly  sponsored  by  the  AMA  and  the  American 
Nursing  Home  Association. 

Recommended  that  all  AMA  members  and  affiliates 
give  strong  support  to  the  national  tuberculin  testing 
campaign  proposed  by  the  American  School  Health 
Association. 


Book  Reviews 


RESISTANCE  OF  BACTERIA  TO  THE 
PENICILLINS.  Ciba  Foundation  Study  Group 
No.  13.  Edited  by  A.  V.  S.  de  Reuck  M.S.C., 
D.I.C.,  A.R.C.S.  and  Margaret  P.  Cameron,  M.  A. 
Little,  Brown  & Company,  Boston,  1962.  $11.50. 

This  little  publication  summarizes  the  results  of  a 
conference  on  resistance  of  bacteria  to  the  penicillins 
sponsored  by  the  Ciba  Foundation  and  held  at  the 
Wolfson  Institute,  in  London.  After  opening  remarks 
by  Sir  Charles  Harington,  there  follows  a series  of 
5 presentations  dealing  with  penicillinase-resistant 
penicillins,  mode  of  action  of  penicillins,  penicil- 
linase, different  types  of  bacterial  resistance  to  peni- 
cillin and  aspects  of  staphylococcal  resistance.  Dis- 
cussion between  presentations  is  also  included.  The 
material,  though  well  written  by  recognized  authori- 
ties, tends  to  be  rather  technical  and  is  thus  best 
classified  as  a reference  work  of  value  to  those  par- 
ticularly interested  in  the  field  of  antimicrobial  ther- 
apy. 

Louis  P.  Jersey,  M.  D. 


BILHARZIASIS.  Ciba  Foundation  Symposium. 
Edited  by  G.  E.  W.  Wolstenholme  and  Maeve 
O’Connor.  Little,  Brown  and  Co.  Boston.  $11.50. 

In  this  symposium,  26  world  authorities  thoroughly 
discuss  modern  aspects  of  research  on  bilharziasis 
and  its  control.  In  addition  to  summarizing  progress 
to  date,  their  findings  delineate  many  hopeful  lines 
of  attack  for  the  future. 

J.I.W. 


THE  RISK  TAKERS.  By  Hugh  McLeave.  Holt, 
Rinehart  and  Winston,  Inc.  New  York.  $4.50. 

This  is  a well  told  story  of  the  origin  and  develop- 
ment of  modem  heart  surgery.  At  times  the  narrative 
rises  to  the  point  of  drama.  While  written  in  language 
understandable  to  the  lay  reader,  the  story  of  the 
technical  experiments  and  achievements  is  accurate; 
a number  of  prominent  cardiac  surgeons  vouch  for 
this  phase.  Perhaps  intentionally,  the  book  plunges 
into  the  story  of  cardiac  surgery  without  considera- 
tion of  the  development  of  cardiology.  This  may  be  a 
limitation  imposed  by  size  of  the  book  and  would 
make  another  book  itself.  The  beginnings  of  heart 


surgery  go  back  to  less  than  30  years  ago  and  the 
procedures  which  are  now  common  would  seem  in- 
conceivable to  a surgeon  of  that  time.  And  indeed 
they  are  to  most  physicians  who  do  not  wield  the 
scalpel.  Progress  has  been  astonishing  but  risk  has 
not  been  removed.  We  are  not  sure  whether  the 
title  of  the  book  refers  to  surgeons  or  to  the  patients. 

This  book  is  intended  for  general  consumption  and 
is  well  suited  to  its  intention. 

J.I.W. 


HANDBOOK  OF  PEDIATRICS.  By  Henry  K. 
Silver,  M.  I).,  C.  Henry  Kempe,  M.  D.  and  Henry 
B.  Bruyn,  M.  I).  Lange  Medical  Publications.  Los 
Altos,  Cal.  Fifth  Edition.  $4.00. 

This  long  established  and  useful  handbook  appears 
in  a revised  and  larger  edition  which  affords  a most 
useful  and  authoritative  tool  for  all  who  deal  with 
children.  It  makes  no  pretense  to  complete  coverage 
and  gives  no  references,  but  it  serves  well  its  avowed 
purpose  of  furnishing  very  practical  information  to 
the  practitioner  and  student  of  pediatrics. 

J.I.W. 


“I’ll  have  you  know  that  I am  on  duty  . . . 
there’s  a scalpel  in  the  bottom  of  this  bag!” 
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MINUTES 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION  * 
115TH  ANNUAL  SESSION 

HOUSE  OF  DELEGATES 


OCEAN  FOREST  HOTEL  MYRTLE  BEACH,  S.  C. 

MAY  7-8,  1963 

JAMES  H.  GRESSETTE,  M.  D„  Presiding 


Tuesday,  May  7,  1963— 2:30  P.  M. 

The  Chair:  Will  the  delegates  of  the  House  of  Dele- 
gates for  the  115th  annual  session  of  the  South  Caro- 
lina Medical  Association  come  to  order,  please. 

( On  request.  Dr.  Clay  Evatt,  asked  the  invocation. ) 
The  Chair:  Dr.  Price,  do  you  have  a report  from  the 
Credentials  Committee? 

Dr.  Neil  C.  Price,  Chairman:  Mr.  President,  we  have 
55  delegates  registered;  7 past  presidents,  all  of  the 
present  officers  and  7 councilmen  here.  I think  we 
have  a quorum  for  our  meeting. 

The  Chair:  A quorum  has  been  declared  by  the 
Chairman  of  the  Credentials  Committee. 

Membership  of  the  reference  committees  was  then 
announced. 

The  Chair:  After  the  day’s  session  is  over  the  refer- 
ence committees  are  going  to  meet  in  the  specified 
places  and  that  is  the  place  for  you  to  go  and  give 
them  the  information  so  that  they  can  return  to  us 
with  the  satisfactory  recommendations  or  whatever 
they  see  fit  for  these  legislative  matters  that  are  re- 
ferred to  them. 

Presentation  of  Resolutions  aiul  Recommendations 
Dr.  Halsted  M.  Stone,  Chester:  This  is  a resolution 
which  was  passed  by  the  Chester  County  Medical 
Society. 

“Whereas — The  members  of  Council  of  the  South 
Carolina  Medical  Association  conduct  in  large  part 
most  of  the  business  matters  pertaining  to  the 
Association  throughout  the  year  and 
Whereas — These  members  of  Council  are  chosen 
from  each  Congressional  district  to  represent  the 
doctors  in  their  district  and 

Whereas — These  members  of  Council  are  voted  on 
by  the  House  of  Delegates  from  the  entire  State, 
regardless  of  sentiment  of  the  Counties  in  the  re- 
spective Congressional  districts, 

Be  it  therefore  resolved,  by  this  convention  that 
the  by-laws  of  the  S.  C.  Medical  Association  be 
revised  and  amended  so  that  each  Congressional 
district  would  elect  its  own  members  of  Council 
to  assure  the  doctors  in  these  districts  of  more 
personal  representation  and  a more  active  participa- 
tion in  the  affairs  of  the  S.  C.  Medical  Associa- 
tion.” 

The  Chair:  Thank  you.  Dr.  Stone.  That  will  go  to  the 
Reference  Committee  on  Amendments  to  Constitu- 
tion and  By-Laws. 

A resolution  presented  by  Dr.  Guess: 

Whereas  injuries  and  deaths  on  our  highways  are 
progressively  increasing,  and 

Whereas,  opportunities  for  emergency  and  first 
aid  medical  care  by  passing  or  nearby  physicians 
to  strangers  and  others  outside  the  scope  of  one’s 
practice  and  frequently  with  injuries  beyond  the 
limits  of  one’s  professional  competency,  and 
Whereas,  suits  alleging  abandonment,  professional 
carelessness,  neglect,  and  other  types  of  mal- 

°This  is  an  edited  version  of  the  minutes  in  which 
some  of  the  routine  parliamentary  procedures  and 
customarv  amenities  have  been  omitted  for  lack  of 
space.  The  verbatim  copy  of  the  proceedings  is  in 
the  hands  of  the  Secretary. 


practice  by  physicians  undertaking  to  render  such 
emergency,  or  first  aid  medical  care,  for  humani- 
tarian reasons  are  increasing;  and,  whereas  the 
physicians  are  not  only  hesitant  to  offer  medical 
care  but  are  often  purposely  avoiding  such  aid 
because  of  fear  of  inviting  suits  alleging  mal- 
practice, this  against  the  natural  inclination  of 
doctors  generally  and  against  the  welfare  and  com- 
fort of  the  injured,  therefore, 

Be  it  resolved: 

That  the  House  of  Delegates  of  South  Carolina 
Medical  Association  in  regular  meeting  assembled 
request  and  instruct  its  standing  committee  on 
legislation,  assisted  by  the  legal  Counsel  of  the 
association,  to  study  this  problem,  and,  if  it  should 
deem  it  to  be  in  the  interest  of  both  the  medical 
profession  and  of  the  public  at  large,  to  have  intro- 
duced into  the  General  Assembly  of  South  Carolina 
a bill  which  would  provide  that  no  person  licensed 
under  the  laws  of  South  Carolina  to  practice  medi- 
cine and  surgery  who  in  good  faith  renders  emer- 
gency care  at  the  scene  of  the  emergency  shall  be 
liable  for  any  civil  damages  as  a result  of  any  acts 
of  omissions  by  such  person  in  rendering  the  emer- 
gency care. 

Note:  An  article  in  a recent  number  of  the  A.M.A. 
Journal  and  in  the  May  number  of  Readers’  Digest 
deals  with  this  subject. 

Some  14  states,  including:  Alaska,  California,  Georgia, 
Maine,  Massachusetts,  Mississippi,  Nebraska,  New 
Mexico,  North  and  South  Dakota,  Oklahoma,  Texas, 
Utah,  Virginia  and  Wyoming  have  already  passed 
protective  legislation  and  there  has  already  occurred 
a significant  decrease  in  civil  legislation  against  medi- 
cal Good  Samaritans. 

This  was  referred  to  the  Reference  Committee  on 
Legislation  and  Public  Relations. 

Dr.  O.  B.  Mayer,  Columbia:  Mr.  President,  members 
of  the  House  of  Delegates,  on  behalf  of  the  High- 
way Safety  Committee  and  the  Accident  Prevention 
Committee  of  the  South  Carolina  Medical  Associa- 
tion, of  which  Dr.  Henry  Moore  is  the  chairman,  I 
wish  to  present  the  following  resolution.  If  I may 
digress  just  a moment,  to  tell  you  why  we  feel  that 
this  resolution  is  in  order.  Based  on  the  highway 
statistics  for  1962,  there  were  seven  hundred  and 
sixty  four  (764)  persons  killed  in  this  State  on  the 
highways.  There  are  on  an  average  of  slightly  more 
than  one  hundred  (100)  accidents  per  day  in  which 
people  are  injured.  There  are  2.1  deaths  in  everv 
twentv-four  hours.  There  is  about  thirty  million  dol- 
lars of  property  damage  each  vear.  The  death  rate  in 
South  Carolina  is  about  the  highest  in  the  nation. 
We  have  a death  rate  of  7.6  per  hundred  million 
miles  driven.  I will  not  go  further  into  detail  other 
than  to  say  that  the  Highway  Safety  has  for  years 
appealed  to  the  Legislature  and  authorities  to  enact 
certain  legislation.  What  has  been  done  has  been 
rather  discouraging.  The  resolution  that  is  before  us 
is  as  follows: 

“Whereas,  The  South  Carolina  Medical  Associa- 
tion is  aware  that  the  death  and  accident  rate  in 
South  Carolina  is  among  the  highest  in  the  nation, 
iand 


292 


The  Journal  of  the  South  Carolina  Medical  Association 


Whereas,  this  high  death  and  accident  rate  results 
in  untold  human  suffering  and  great  economic  loss 
to  the  people  of  this  State,  and 

/Whereas,  a program  of  driver  education  is  at  best 
only  a long  range  solution  to  the  problem,  and 
Whereas,  states  with  strictest  enforcement  of 
traffic  laws  show  the  greatest  reduction  in  acci- 
dents, injuries,  and  deaths,  and 

Whereas,  the  South  Carolina  Medical  Association 
desires  that  this  problem  be  given  immediate  and 
serious  consideration, 

Now,  therefore,  be  it  resolved,  that  the  South 
Carolina  Medical  Association  strongly  recommends 
that  the  Governor,  the  General  Assembly,  and  the 
Highway  Department  of  the  State  of  South  Caro- 
lina take  cognizance  of  this  problem  by  instituting 
more  rigid  enforcement  of  the  now  existing  traffic 
laws  and  stricter  regulation  of  the  driving  privilege 
towards  the  end  of  saving  lives,  reducing  injuries, 
and  lessening  the  annual  economic  loss  on  our 
highways,  and  further  to  promptly  support  pro- 
posed and  impending  legislation  for  Highway 
Safety,  and 

Be  it  further  resolved,  that  copies  of  this  Resolu- 
tion be  placed  in  the  hands  of  the  Governor,  mem- 
bers of  the  General  Assembly,  and  Highway  De- 
partment officials  in  order  that  they  might  know 
the  urgency  for  immediate  action.” 

The  Chair:  That  will  be  referred  to  the  Reference 
Committee  on  Legislation  and  Public  Relations. 

Dr.  John  R.  Paul,  Charleston:  I would  like  to  present 
two  resolutions  on  behalf  of  the  School  Health  Com- 
mittee, Dr.  Willard  Mills,  Chairman.  Dr.  Mills  is 
unable  to  be  here.  I think  these  are  self  explanatory. 
“Whereas,  the  School  Health  Committee  of  the 
South  Carolina  Medical  Association  has  agreed 
that  there  is  a need  for  physical  fitness  programs 
within  the  school  system, 

Now,  Therefore  Be  it  Resolved  that  the  House  of 
Delegates  of  the  South  Carolina  Medical  Associa- 
tion recommends  to  the  State  Board  of  Education 
that  physical  fitness  piograms  be  developed  in  the 
school  systems  commensurate  with  age,  sex,  and 
physical  well-being  of  the  students.” 

This  was  referred  to  the  Reference  Committee  on 
Public  & Industrial  Health. 

Dr.  Paul  (Continuing):  The  second  resolution — and 
this  is  because  of  certain  laws  that  we  feel  are 
archaic,  which  I have  with  me  and  can  read  if  any- 
one wishes  me  to. 

The  School  Health  Committee  of  the  South  Carolina 
Medical  Association  offers  the  following  resolution 
to  the  House  of  Delegates: 

“Whereas,  it  is  the  concensus  of  the  School  Health 
Committee  of  the  South  Carolina  Medical  Associa- 
tion that  Section  21-753  and  Section  32-128  of  the 
Code  of  Laws  of  South  Carolina,  1952  and  1962 
respectively,  as  pertaining  to  the  examination  of 
school  children  by  the  county  and  district  health 
department  are  unrealistic  and  archaic, 

Now,  therefore  be  it  resolved  that  the  House  of 
Delegates  of  the  South  Carolina  Medical  Associa- 
tion go  on  record  as  favoring  the  repeal  bv  the 
South  Carolina  Legislature  of  Section  21-753  and 
Section  32-128  of  the  Code  of  Laws  of  South  Caro- 
lina, 1952. 

This  was  referred  to  the  Public  and  Industrial  Health 
Reference  Committee. 

Dr.  Ripon  VP.  La  Roche , Camden:  Mr.  President,  and 
Members  of  the  House  of  Delegates,  this  is  a resolu- 
tion presented  from  the  Kershaw  Medical  Society, 
on  Nursing  Services  and  Care. 

(Whereas  our  communities,  particularly  the  smaller, 
are  having  continuous  difficulties  in  securing  ade- 
quate nursing  services,  and 


Whereas  the  smaller  communities  are  being 
eliminated  from  providing  nursing  training  thus 
creating  a great  immediate  and  future  problem  for 
obtaining  and  producing  future  nurses,  and 
Whereas,  for  many  years  these  communities  have 
attempted  to  provide  opportunities  with  regard  to 
servicing  their  own  community  against  a loss  of 
nursing  personnel,  and 

Whereas,  many  communities  have  investments  of 
hundreds  of  thousands  of  dollars  in  adequate 
nursing  schools  and  homes,  and 
Whereas,  it  is  felt  also  that  nursing  administration 
alone  does  not  compensate  for  the  proper  nursing 
care  of  the  patient  and  the  general  trend  of  the 
(nursing  associations,  following  a hierarchy  ol 
national  members,  do  not  seem  to  realize  they  are 
destroying  the  Florence  Nightingale  form  of  dedi- 
cation to  service,  and 

Whereas,  it  is  not  felt  that  all  nurses  require 
Bachelor  of  Science  degrees  to  function  in  their 
normal  capacities  and  expectations, 

Be  it  therefore  resolved,  that  a committee  be 
formed  by  the  president  of  the  South  Carolina 
Medical  Association  to  investigate,  advise  and 
recommend  proper  procedure  and  other  necessary 
adjuncts  to  secure  our  nursing  problem  at  home, 
this  committee  to  work  in  cooperation  with  the 
Governor  of  South  Carolina,  nursing  and  ad- 
ministration boards,  and  other  duly  constituted 
officials  interested  in  furthering  the  educational 
advantages  of  our  peoples. 

This  resolution  was  referred  to  the  Reference  Com- 
mittee on  Miscellaneous  Business. 

Dr.  Harold  S.  Pettit,  Charleston:  Mr.  President,  mem- 
bers of  the  House  of  Delegates,  this  resolution  was 
passed  first  by  the  Charleston  County  Medical  Society. 
The  Committee  on  Mental  Health,  of  the  Countv 
Society,  added  a couple  of  paragraphs  since  our 
last  meeting. 

Resolution  Concerning  Mental  Health  Legislation 
Whereas  recent  studies  instituted  bv  the  Charles- 
ton County  Medical  Society  of  the  laws  in  South 
Carolina  which  have  to  do  with  the  establishment 
of  an  Interstate  Mental  Health  Compact  and  laws 
and  administrative  policies  which  provide  for  the 
establishment  of  Community  Mental  Health  service 
programs  show  that  these  laws  are  based  on  “The 
Model  Draft  Act  Governing  Hospitalization  of  the 
Mentally  111,"  which  was  prepared  in  the  Federal 
Security  Agency  by  the  National  Institute  of  Men- 
tal Health,  and  the  Office  of  the  General  Counsel 
and  on  other  model  draft  acts,  similar,  if  not 
identical  laws,  having  been  adopted  in  24  or  more 
other  states,  and  these  laws  are  being  urged  for 
passage  in  the  legislatures  of  all  the  states. 

And  Whereas  studies  by  the  Charleston  Countv 
Medical  Society  indicate  that  from  a professional 
standpoint  there  are  certain  detrimental  areas  of 
these  laws  which  we  believe  the  state  Medical 
Association  should  be  cognizant  of  and  should 
work  towards  correcting,  namely  that  there  is  a 
tendency  to  subordinate  the  role  of  the  physician 
in  the  community  programs,  and  to  place  final 
authority  for  organizing  the  educational  and  ad- 
ministrative function  in  the  hands  of  lay  or  para- 
medical personnel.  Specifically,  the  law  does  not 
require  that  physicians  he  members  of  the  Area 
or  Community  Boards,  but  merely  advises  that 
physicians  may  be  chosen  as  representative  mem- 
bers. Likewise,  no  minimum  number  of  physicians 
on  each  board  is  specified.  The  Program  Director 
of  the  community  facilities,  who  may  and  prob- 
ablv  in  most  instances  will  be  a para-medical  pro- 
fessional person  rather  than  a physician,  sits  with 
the  Administrative  Board  as  secretary  to  the  Board 
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and  has  considerable  administrative  authority  and 
advisory  capacity,  whereas  the  Medical  Director 
is  specifically  not  to  be  a Board  member,  and  the 
duties  as  outlined  place  him  administratively  in 
the  position  of  functioning  in  a capacity  distinctly 
as  a subordinate  of  the  Program  Director.  We  do 
not  believe  that  as  the  law  now  stands  that  it  can 
thereby  operate  for  the  best  interest  of  persons  who 
may  seek  the  services  of  such  community  facilities, 
or  that  such  plans  for  organization  and  administra- 
tion will  lead  to  the  development  of  sound  pro- 
grams which  should  be  medically  oriented  or  that 
real  progress  and  improvements  in  the  field  of  men- 
tal health  will  result  from  the  subordination  of  med- 
ical personnel  in  this  area  of  community  health. 
And  Whereas  the  Charleston  County  Medical  So- 
ciety has  sought  and  been  given  legal  advice  by 
their  attorneys  who  have  expressed  the  opinion 
that  the  Interstate  Compact  on  Mental  Healtli  as 
now  enacted  into  State  law  is  at  present  “a  danger- 
ous instrument”  and  one  which  can  deny  due  pro- 
cess and  take  away  civil  liberties  which  should  be 
continually  and  jealously  guarded.  Specifically,  the 
law  does  not  clearly  require  that  the  Compact  Ad- 
ministrator shall  obtain  the  consent  of  the  family 
of  an  individual  before  that  person  can  be  trans- 
ferred from  the  State  of  South  Carolina,  of  which 
he  is  a citizen,  to  some  other  state,  if  the  Admin- 
istrator believes  this  is  advisable  to  secure  for  the 
patient  facilities  not  available  in  his  state  of 
citizenship.  Although  such  transfer  could  be  pro- 
fessionally wise,  to  achieve  this  without  the  con- 
sent of  the  patient's  family  or  a duly  appointed 
guardian  would  contravene  constitutional  guar- 
antees of  personal  liberty.  The  Compact  does  not 
clearly  define  the  steps  that  the  Administrator  must 
take  in  arranging  for  an  interstate  transfer  of  a pa- 
tient from  his  state  of  citizenship, 

And  Whereas  after  a patient  has  been  transferred 
from  his  state  of  citizenship  to  another  state,  the 
law  provides  for  the  receiving  state  to  appoint  a 
supplemental  or  substitute  guardian  under  the  pro- 
visions of  Article  VIII,  Section  (a),  and  under 
Section  (b)  of  Article  VIII  in  defining  the  term 
guardian,  advises  that  this  is  “a  person  or  agency, 
however,  denominated,  who  is  charged  by  law  with 
power  to  act  for  or  responsibility  for  the  person  or 
property  of  a patient.”  There  is  not  clearly  defined 
the  safeguards  for  the  protection  of  property  and 
personal  rights  that  should  be  required  in  the 
transference  of  guardian  responsibility  from  the 
jurisdiction  of  those  concerned  witli  the  patient  in 
his  home  state  and  with  his  property  rights  and 
as  they  might  relate  to  other  members  of  his  im- 
mediate family,  when  such  rights  of  property 
imanagement  are  given  to  those  not  resident  in 
his  home  community, 

Now  therefore  be  it  resolved  that  The  South  Caro- 
lina Medical  Association  not  only  call  these  matters 
to  the  attention  of  all  the  County  Medical  Societies 
within  the  State  of  South  Carolina,  but  also  to  the 
attention  of  the  president  and  secretary  of  each 
of  the  50  state  medical  associations  and  to  the 
American  Medical  Association,  advising  that  we  be- 
lieve that  if  mental  health  community  programs  are 
to  be  properly  developed  and  administered,  that 
organized  medicine  must  on  all  levels — community, 
state  and  national — be  consulted  with  and  offered 
an  opportunity  to  participate  in  the  development  of 
these  programs. 

And  be  it  further  resolved  that  efforts  be  made  by 
the  state  Association  within  the  State  of  South 
Carolina  to  advise  the  legislature  that  it  believes 
that  certain  sections  of  the  law  to  establish  an  Inter- 
state Compact  for  Mental  Health  should  be 


amended  and  calls  to  the  attention  of  all  the  state 
Medical  Associations  and  the  American  Medical 
Association  its  belief  in  the  need  for  such  changes 
in  the  laws  which  have  established  these  Mental 
Health  Compacts, 

And  be  it  further  resolved  that  The  South  Carolina 
Medical  Association  shall  call  to  the  attention  of 
the  Congress  of  these  United  States  that  the  Con- 
gress has  not  to  date  passed  any  law  which  will 
permit  these  specific  interstate  compacts  to  be 
entered  into  by  the  24  or  more  states  which  have 
to  date  adopted  these  measures,  that  it  is  highly 
doubtful  in  view  of  the  lack  of  action  by  the  Con- 
gress of  the  United  States  to  legislate  in  this  re- 
gard that  these  Interstate  Compacts  are  permis- 
sible within  tlie  bounds  of  the  provisions  of  the 
Constitution  of  the  United  States  and  that  it 
seems  therefore  highly  desirable  that  either 
through  the  courts  or  by  approach  to  the  Congress 
that  such  question  of  constitutionality  should  be 
duly  settled  and  particularly  so  in  the  area  of  law 
where  the  infringement  of  the  civil  and  constitu- 
tional liberties  of  individuals  is  at  stake. 

This  resolution  was  referred  to  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations. 

Dr.  Thomas  Parker,  Greenville:  Mr.  President, 

members  of  the  House  of  Delegates,  this  is  a 
resolution  presented  as  an  individual.  I would  like 
to  recall  to  your  minds  the  events  which  took  place 
in  Mississippi  last  fall.  You  will  recall  that  fol- 
lowing the  riots  at  the  University  of  Mississippi 
that  the  army  moved  in,  that  the  army  did  not 
declare  martial  law,  nevertheless  that  the  army 
arrested  General  Walker,  that  he  was  taken  before 
a local  judge  where  he  was  permitted  to  waive  his 
rights  to  counsel  and  to  an  immediate  hearing. 
Now,  this  made  the  presumption  that  he  was 
“sane”  since  he  was  allowed  to  do  this  by  himself. 
He  was  then  taken  from  Mississippi  across  the 
state  line  into  Missouri  where  he  was  confined  in 
the  Federal  Institution  for  the  criminally  insane,  in 
solitary  confinement  for  six  days.  The  day  after  he 
was  taken  to  the  institution  for  the  criminally  in- 
sane, the  Director  of  Prisons,  James  Bennett,  sent 
a telegram  from  Dr.  Charles  E.  Smith,  who  is  the 
medical  director  and  chief  psychiatrist  of  the  Fed- 
eral Prisons  Bureau,  stating  that  possibly  he  was 
insane  and  that  he  might  be  so.  And  this  statement 
which  was  issued  the  day  after  he  was  committed 
was  used  to  give  legal  justification  for  his  confine- 
ment. 

This  matter  was  brought  to  the  attention  of  the 
American  Medical  Association  when  it  met  last  fall 
in  California,  by  John  De  Tar,  of  Reno.  He  moved 
that  Dr.  Smith  be  censored  and  this  matter  was 
referred  to  the  judiciary  committee  where  it  still 
is.  No  doubt  there  will  be  a report  in  June.  Various 
organizations  have  considered  this  matter,  though, 
and  some  have  passed  resolutions  and  some  haven’t. 
It  has  been  commonly  felt  that  organizations  of 
which  Dr.  Smith  was  not  a member  had  no 
prerogative,  but  Dr.  Smith  is  a member  of  the 
American  Medical  Association  and  this  organiza- 
tion is  one  of  the  constituent  branches  of  the 
American  Medical  Association.  I would  like  to 
present  this  resolution 

Whereas,  ethical  medical  practice  is  based  upon 
direct  personal  contact  between  physician  and 
patient;  and 

Whereas,  Charles  E.  Smith,  M.  D.,  Medical  Direc- 
tor and  Chief  Psychiatrist  of  the  Federal  Prison 
Bureau,  issued  a memorandum  concerning  Edwin 
A.  Walker  to  James  V.  Bennett,  Director  of  Prisons, 
in  which  he  expressed  an  opinion  concerning 
Edwin  A.  Walker’s  mental  condition  based  upon 
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various  news  reports  and  other  reports  of  his 
actions,  but  not  based  upon  personal  interview  and 
examination  of  Edwin  A.  Walker  by  Charles  E. 
Smith,  M.  D.;  and 

Whereas,  this  memorandum  submitted  bv  Charles 
E.  Smith,  M.  D.,  was  used  for  legal  purposes  to 
justify  the  confinement  of  Edwin  A.  Walker  in  a 
mental  institution;  and 

Whereas,  such  actions  as  that  of  Charles  E.  Smith, 
M.  D.  are  highly  irregular  and  from  the  medical 
standpoint  of  view  unethical;  therefore 
Be  it  resolved  by  the  House  of  Delegates  of  the 
South  Carolina  Medical  Association  in  regular  meet- 
ing assembled  this  7 day  of  May,  1963,  that  the 
House  of  Delegates  of  the  South  Carolina  Medical 
Association  does  hereby  censure  and  condemn 
Charles  E.  Smith,  M.  D.,  for  this  unethical  medical 
act;  and 

Be  it  further  resolved,  that  the  House  of  Delegates 
of  the  South  Carolina  Medical  Association  requests 
the  American  Medical  Association  to  take  appro- 
priate disciplinary  action;  and 

Be  it  further  resolved,  that  a copy  of  this  mem- 
orandum be  forwarded  to  the  President  of  the 
American  Medical  Association  and  to  appropriate 
federal  officials  including  Charles  E.  Smith,  M.  D. 
This  resolution  was  sent  to  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations. 

Dr.  William  Atmar  Smith  has  a report.  At  this  time 
I would  like  to  extend  the  floor  to  Dr.  Smith. 

Dr.  William  Atmar  Smith,  Charleston.  (Thank  you 
very  much,  Mr.  President,  let  me  say  this  is  not 
Charles  E.) 

Supplementary  Report  of  the  Board  of  Directors  of 
the  Benevolence  Fund. 

In  the  April  issue  of  the  state  Journal  appears  the 
Annual  report  of  the  Directors  of  this  fund.  The 
necessity  for  this  supplementary  report  may  be 
questioned;  however,  the  term  of  the  chairman  ex- 
pires at  this  meeting  and  it  might  be  worthwhile  to 
sum  up  the  modest  accomplishments  of  the  Board 
of  Directors  and  to  present  briefly  the  purposes  and 
goals  of  those  who  have  been  entrusted  with  the 
management  of  this  comparatively  new  official  ven- 
ture of  the  state  Medical  Association. 

Prior  to  the  establishment  of  the  Benevolence  Fund 
by  the  Association  in  May,  1960,  this  Association  had 
never  formulated  any  plans  for  the  pecuniary  assis- 
tance of  indigent  physicians,  or  their  dependent 
wives  and  children.  It  was  generally  believed  that 
indigency  was  not  a significant  problem  among  phy- 
sicians and  their  families  although  a good  many  other 
states  had  recognized  and  established  plans  to  heljr 
them  and  that  in  Charleston  and  Spartanburg  col- 
lective efforts  were  made  to  render  financial  assis- 
tance to  those  of  the  profession  in  need.  It  was  also 
known  that  not  a few  individual  members  have  made 
personal  financial  sacrifices  to  aid  their  colleagues. 
The  unanimous  adoption  of  a program  to  assist  needy 
doctors  and  families  was  stimulated  by  a desire  to 
assist  the  already  organized  efforts  of  smaller  groups 
and  to  relieve  the  charitable  efforts  of  individual 
members  of  the  profession.  The  relief  measures  could 
be  spread,  less  of  individual  burden  would  be  felt 
and  all  would  be  done  more  effectively  and  effi- 
ciently. 

The  directors  of  the  Benevolence  Fund  have  not 
found  that  indigency  or  near  indigency  is  a wide- 
spread and  serious  problem  with  medical  people;  nor 
has  it  been  an  expensive  venture  for  the  Associa- 
tion. However,  to  a few,  it  has  meant  the  difference 
betweeen  reasonable  comfort  and  near  starvation. 

The  recipients  of  a bounty  from  this  Association  have 
consisted  of  two  elderly  physicians  who,  because  of 
physical  disability  and  financial  reverses  were  desti- 


tute. A disabled  daughter  of  a deceased  doctor  was 
given  temporary  assistance  to  help  her  over  a tough 
spot.  The  widow  of  a physician  who  was  also  the 
daughter  of  a physician  was  in  an  extremely  difficult 
financial  situation.  She  was  very  reluctant  to  accept 
charity  but  when  she  learned  that  the  colleagues  of 
her  father  and  husband  had  cause  to  help  her  she 
accepted  willingly  and  the  Directors  gave  her  rather 
substantial  support  until  she  passed  away. 

Then  there  was  a young  physician  who  was  stricken 
with  an  acute  and  fatal  disease,  from  which  he  died. 
He  had  a wife  and  three  children  and  the  directors 
gave  him  a fairly  substantial  sum  to  help  him  over 
a verv  difficult  time.  At  the  present  time,  a well- 
beloved  physician  and  teacher,  old  and  totally  dis- 
abled by  diabetes  and  vascular  disease,  recently  be- 
reft of  his  wife  and  in  grave  financial  distress,  is 
being  aided  substantially  by  the  fund. 

This  is  a small  record  of  accomplishment  over  the 
past  three  years  but  to  the  recipients  of  this  help  it 
has  loomed  large  in  their  estimation  and  made  them 
grateful  to  their  professional  colleagues. 

In  the  original  resolution  creating  the  Benevolence 
Fund,  the  Reference  Committee  recommended  $20,- 
000  to  he  set  aside  as  a permanent  fund,  the  interest 
from  this  money  would  be  available  for  distribution 
and  for  purposes  set  forth  in  the  original  plans  sub- 
mitted by  the  committee.  However,  there  was  a 
clause  which  read  ....  or  whatever  portion  of  this 
amount  the  council  deems  advisable  as  an  initial 
allotment.  Taking  advantage  of  this  loophole, 
Council  decided  to  appropriate  annually  from  the 
general  fund  an  amount  which  they  thought  would 
cover  the  needs  of  the  directors  of  the  fund.  So 
far,  this  has  proven  satisfactory.  The  appropriation 
with  the  donations  to  the  fund  by  the  Woman’s 
Auxiliary  and  a few  other  small  donations  made  it 
possible  to  carry  on  the  program.  It  is  believed  that 
Council  will  increase  its  allotment  if  the  need  arises. 
At  the  present  time,  with  the  valiant  assistance  of 
the  Woman’s  Auxiliary  and  its  constituent  county 
components,  the  funds  will  be  adequate  until  greater 
demands  are  made  in  the  future. 

This  report  was  referred  to  the  Reference  Committee 
on  Miscellaneous  Business. 


The  Auxiliary  Presidents,  coming  and  going. 


3:15  P.  M.  Introduction  of  Officers  and  C.uests  of 
the  Woman's  Auxiliary. 

The  Cluiir:  ( After  the  ladies  are  ushered  to  the 
rostrum  as  the  convention  rises  and  applauds)  At 
this  time  it  is  a privilege  and  honor  to  welcome  Mrs. 
McMurry  Wilkins,  Jr.,  of  Greenville,  President  of 
the  Woman’s  Auxiliary,  and  the  President-Elect,  Mrs. 
Ralph  P.  Baker,  of  Newberry.  Mrs.  Wilkins,  we 
will  extend  the  floor  to  you. 
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Mrs.  McMurry  Wilkins,  Jr.:  Thank  you.  Dr.  Gressette. 
With  emphasis  on  community  service  the  members 
of  the  Auxiliary  to  the  South  Carolina  Medical  Asso- 
ciation this  year  have  aimed  for  excellence  in 
achievement,  which  was  the  national  goal  for  the 
year.  Our  full  report  of  the  year’s  work  is  to  be 
published  in  the  South  Carolina  Journal , therefore  I 
will  take  only  enough  facts  out  of  the  County  and 
Chairman  reports  to  give  you  some  idea  of  what 
we  have  been  doing.  Our  AMAERF  contributions 
were  $3027.00,  with  Greenville  County  raising 
$2100.00  of  that  amount  with  their  Christmas  card 
project.  The  medical  self  health  course  was  given  by 
three  of  our  members  to  some  30  people.  Members 
have  given  clerical  help  to  SCALPEL  and  assisted 
with  a public  health  forum  in  Columbia.  One  auxil- 
iary was  responsible  for  children  participating  in  a 
learn-to-swim  program.  Many  counties  have  pro- 
moted the  Essay  Contest.  South  Carolina  had  two 
national  winners  last  year  and  the  state  has  had 
two  national  winners  this  year.  One  hundred  fifty 
used  medical  books  and  many  pounds  of  sample 
drugs  were  sent  to  missionaries  on  foreign  soil  and  to 
the  World  Medical  Relief,  Inc.  One  of  our  counties 
is  training  69  teenage  boys  for  hospital  work.  Our 
South  Carolina  Auxiliary  received  national  recogni- 
tion for  the  number  of  wires  and  letters  sent  to 
Congressmen  before  the  narrow  defeat  of  the  King- 
Anderson  Rill.  Hundreds  worked  actively  for  Mr. 
Workman’s  campaign.  Our  membership  is  964. 
Since  there  are  some  1475  members  of  the  South 
Carolina  Medical  Association  this  number  could  be 
increased  greatlv  if  more  wives  were  interested  in 
the  auxiliary  program.  We  need  your  cooperation. 
Around  $300  was  raised  for  the  Benevolence  Fund 
this  year.  A few  titles  of  the  programs  presented  by 
our  counties  at  their  monthly  meetings  this  year 
were:  Medical  Coroners,  Youth  Fitness;  Problems 

of  the  Aging;  Water  Pollution;  Legislation;  Mental 
Health;  Communism;  Safety;  and  Federal  Aid  to 
Education. 

I would  like  at  this  time  to  thank  your  president, 
Dr.  Gressette,  Chairman  of  our  Advisory  Council, 
Dr.  Wyatt,  and  its  members;  Dr.  Rurnside,  Dr. 
Eaddy,  Mr.  Meadors,  Dr.  Waring,  Dr.  Peeples,  Dr. 
Tom  Parker  and  many  others  for  their  constant  help 
and  cooperation.  We  hope  the  Auxiliary  has  in  this 
year  in  some  way  been  a service  organization  to  and 
an  educational  force  for  the  medical  profession. 
Thank  you. 

Tl)e  Chair:  We  appreciate  those  remarks,  Mrs.  Wil- 
kins. At  this  time  we  will  hear  from  the  president- 
elect, Mrs.  Ralph  Baker. 

Mrs.  Ralph  Baker:  As  someone  has  said,  woman 
power  is  like  atomic  energy — it  has  a chain  reaction, 
but  you  must  set  it  off!  So  we  as  an  Auxiliary  are 
organized  to  serve  the  needs  of  the  South  Carolina 
Medical  Association.  We  are  willing  to  use  our  time 
and  our  talents  to  help  our  husbands  provide  the 
best  possible  medical  care  for  the  people  in  our 
communities.  Guided  and  supervised  by  you  leaders 
in  the  medical  profession  who  know  the  needs  of 
medicine,  we  can  have  far-reaching  and  productive 
activities. 

Among  our  16  working  committees  which  stand 
ready  to  assist  you  are  those  dedicated  to  the  re- 
cruitment of  highly  qualified  students  into  allied 
medical  careers,  financial  support  of  medical  schools, 
preservation  of  the  free  enterprise  system  of  medical 
practice,  various  community  service  projects.  Mental 
Health,  Civil  Defense,  Rural  Health,  Safety,  and 
the  new  committee  on  International  Health. 

The  Auxiliary’s  “Goal  of  Service”  and  “How  to 
tell  our  Story  " will  aim  at  demonstrating  continuity 
of  programs  and  the  steady  growth  of  interest  and 


activity  in  service  and  communication. 

We  pledge  to  you  our  love  and  loyalty  and  ask  you 
to  give  us  an  opportunity  to  speak  up  for  American 
Medicine. 

The  Chair:  Thank  you,  Mrs.  Baker  and  Mrs.  Wilkins 
for  coming  to  us.  Dr.  Preacher,  will  you  and  Dr. 
Mayer  escort  the  ladies  out. 

As  we  continue  with  our  schedule  I would  like  to 
digress  again.  Mrs.  Wilkins  is  always  following  me 
or  I am  following  her.  She  has  taken  half  of  my 
dynamite  out  of  my  bags  for  she  has  touched  on 
something  that  I had  in  my  pocket  to  talk  about 
ten  minutes  on,  but  since  I am  on  your  time  today  I 
want  to  say  that  we  of  the  South  Carolina  Medical 
Association  congratulate  Dr.  Tom  Parker  on  being 
the  President-Elect  of  the  A.A.P.S.,  American  Asso- 
ciation of  Physicians  and  Surgeons.  We  congratulate 
him  and  we  wish  him  a very  successful  year  and  we 
are  very  proud  of  him  attaining  this  very  select  posi- 
tion. And  then  Mrs.  Wilkins  announced  the  winners 
of  The  South  Carolina  Essay  Contest,  Miss  Stephens 
of  Chesterfield,  Miss  Clauzy  of  Ware  Shoals  and  Miss 
Jenkins  of  Chesterfield,  the  three  places  nationally 
and  a third  place  and  an  eighth  place.  I think  that  it 
is  money  well  spent  and  it  accomplishes  a great  deal. 
Coming  now  to  the  reports  of  officers,  I will  quickly 
scan  superficially  what  I think  are  some  of  the  high- 
lights of  the  past  year.  We  have  had  a very  active 
year  with  more  than  the  usual  types  of  problems  or 
experiences. 

The  AMA  meeting  in  Chicago  was  impressive.  They 
endeavor  to  represent  each  of  us,  as  the  average 
American  physician,  but  as  you  know  there  is  no 
true  image  of  what  the  average  physician  is. 
The  AMA  has  many  fields  of  activity — you  can 
name  it  for  them  and  they  more  or  less  participate  in 
it  or  they  will  get  the  information  for  you  or  get  you 
help. 

At  Hilton  Head  early  in  the  summer,  Dr.  Waring 
and  I attended  a meeting  with  the  Press  Association 
of  South  Carolina.  At  that  time  we  discussed  with 
them  some  of  the  problems  of  medicine,  some  of 
the  newspaper  policies  in  obtaining  stories  or  medical 
information  so  that  they  could  write  stories.  They  are 
interested  in  seeing  all  county  societies  work  out 
with  their  newspaper  a “medical  code.”  Charleston 
has  a good  one.  I believe  that  our  press  relationship 
is  at  an  all  time  high.  I believe  that  a great  deal  of 
this  can  be  attributed  to  our  Public  Relations  Com- 
mittee which  has  worked  hard  in  this  area. 

During  the  primaries  and  general  election,  many 
statements  were  made  to  try  to  keep  the  record 
straight — that  is  more  or  less  that  we  of  the  South 
Carolina  Medical  Association  are  in  favor  of  legisla- 
tion that  .provides  medical  care  for  those  who  need 
it  and  that  we  are  against  any  type  of  legislation 
which  further  socializes  the  people  of  our  state  and 
our  country. 

Attending  the  opening  of  school  at  our  Medical  Col- 
lege and  seeing  the  great  expansion  of  administra- 
tion, faculty  and  physical  plant  truly  amazed  me. 
It  made  me  feel  rather  old  but  proud,  real  proud  of 
our  medical  college,  to  feel  that  we  have  a first  class 
medical  school  in  Charleston.  That  doesn’t  mean  that 
they  don’t  have  problems  and  that  they  don’t  need 
money  to  expand  and  to  build  a library  or  to  expand 
and  actively  support  a dental  school  as  planned. 

I have  attended  several  meetings  with  Governor 
Russell’s  Committee  on  Nursing.  We  discussed  the 
needs  and  the  future  needs  of  nursing.  That  is,  do 
we  need  more  education  in  the  nursing  field,  or 
more  practical  training  or  do  we  need  more  special- 
ization of  nurses?  We  should  help  in  solving  this 
problem.  This  is  a problem  that  we  have  appointed 
a committee  to  studv  in  this  area.  This  particular 
committee  has  also  appointed  a sub-committee  to 
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study  this  area  of  nursing,  medical  needs  and  how 
we  can  help  them  if  they  need  help.  And  then  we 
appointed  another  committee  to  study  the  possibili- 
ties of  standardizing  insurance  forms,  and  then  the 
other  individual  responsibilities,  or  what-not  that 
goes  along  with  that,  as  it  has  been  tried  in  Cali- 
fornia. They  have  a report  in  the  Journal  which  I 
know  you  all  have  read. 

I am  in  favor  of  good  Public  Relations,  and  I be- 
lieve that  we,  as  doctors,  should  make  every  effort 
to  portray  to  the  public  a better  image  of  the  phy- 
sician. That  we  are  not  only  interested  in  caring 
for  those  who  need  medical  care  but  we  are  also 
interested  in  providing  for  all  citizens  a better  place 
in  which  to  live. 

I believe  our  committee  on  Liaison  with  Allied  Pro- 
fessions in  establishing  the  meeting  of  Doctors  and 
Lawyers  has  accomplished  much  in  this  area.  This 
was  a meeting  well  attended,  the  program  was  excel- 
lent. Our  doctors  who  participated  reflected  credit  to 
the  medical  profession.  A meeting  of  this  type  every 
three  or  four  years  would  be  good.  The  Code  of 
Legal  Ethics  which  was  established  some  years  ago 
should  be  reexamined  and  recirculated  to  the  mem- 
bers, if  approved. 

Do  you  know  there  is  no  privileged  communication 
law  in  South  Carolina?  There  is  need  of  liaison  be- 
tween the  medical  profession  and  the  clergy,  some 
type  of  medium  where  we  can  communicate  with 
the  clergy  in  this  area.  I believe  a committee,  locally 
and  state-wide  should  be  named  to  pursue  such  a 
goal. 

Then  SCALPEL,  the  South  Carolina  chapter  of 
AMPAC,  is  doing  an  excellent  job  and  it  needs  our 
support.  It  is  good  to  see  doctors  participate,  actively 
participate  in  anything  of  this  type.  And  third,  it 
shows  our  interest  to  the  citizens  of  our  state  that 
we  are  interested  in  their  welfare,  whether  we  parti- 
cipate as  a Republican,  or  as  a Democrat,  or  as  an 
independent. 

Considerable  time,  including  a meeting  of  Council, 
was  devoted  to  the  lively  subject  of  the  proposed  ex- 
panded version  of  the  Reregistration  Bill.  This,  I 
am  glad  to  report,  lias  been  solved  to  the  satisfaction 
of  Council  and  I believe  that  this  Bill  has  passed  both 
houses  and  probably  the  Governor  has  signed  it  by 
this  time. 

Council  has  other  little  problems  that  we  have  to 
discuss;  just  like  some  families  spend  more  than  they 
take  in,  we  the  South  Carolina  Medical  Association 
spend  more  than  we  take  in,  therefore,  it  is  neces- 
sary for  us  to  solve  that  problem  and  get  the  state 
Association  back  in  the  black. 

At  this  time  there  is  before  the  Legislature  or  the 
South  Carolina  General  Assembly  a bill  to  let  Dr. 
Mitchell  become  an  osteopath.  The  osteopaths  have 
introduced  a bill  to  expand  their  privileges  in  the 
use  of  drugs.  This  has  been  eliminated  but  earlier 
in  the  session,  in  the  house  of  legislation,  in  the 
appropriations  committee  there  was  a $.3000.00  item 
which  was  to  educate  chiropractors. 

Then  we  have  a bill  to  clarify  the  Adoption  Laws  of 
South  Carolina.  This  has  the  support  of  the  Colum- 
bia Medical  Society,  I believe. 

And  then  there  is  a bill  before  the  legislature  to  re- 
examine automobile  drivers  and  in  this  they  first 
proposed  to  restrict  this  to  certificates  by  op- 
tometrists. But  I was  told  by  Dr.  Eaddy  this  morning 
that  they  are  solving  that  problem  and  will  let  the 
Highway  screen  their  own. 

Needless  to  say  the  Woman’s  Auxiliary  has  meant 
a great  deal  to  us,  to  the  medical  profession  in  this 
state.  We  have  been  fortunate  in  having  good  leader- 
ship there. 

I had  to  reactivate  the  Advisory  Committee  to  the 


S.  C.  Industrial  Commission.  I believe  that  this 
committee  should  be  enlarged  to  eight  ( 8 ) members 
and  should  be  staggered — that  is  two  for  ( 1 ) year, 
two  for  ( 2 ) years,  two  for  ( 3 ) years  and  two  for  ( 4 ) 
years  and  make  a permanent  committee,  because  it 
seems  that  the  fees  and  the  activity  that  is  admin- 
istered to  so  many  doctors,  who  participate  in  indus- 
trial work,  that  they  should  have  some  place  to  be 
advisors  or  some  advisory  committee  that  would  help 
the  South  Carolina  Industrial  Commission  to  solve 
its  problems  to  the  satisfaction  of  all.  This  I would 
recommend  to  the  Association. 

And  then,  I would  recommend  to  the  Association  that 
we  cultivate,  the  establishment  of  some  type  of  liaison 
or  advisory  capacity  to  the  South  Carolina  Associa- 
tion of  Nursing  Homes.  This  will  be  reported  to  you 
further  from  Council. 

I would  like  to  note  that  it  was  shocking  to  me  when 
Dr.  Brewer  passed  on,  as  Chairman  of  Council.  This 
is  the  first  official  in  a high  place  of  the  Medical 
Association  who  has  passed  on  in  the  last  few  years, 
to  my  knowledge.  It  saddens  me  and  it  saddens  many 
of  you  but  we  are  fortunate  in  having  Dr.  Burnside 
to  take  over  as  vice-chairman  of  Council  and  Coun- 
cil has  elected  him  to  fulfil  the  office  of  Chairman 
of  Council,  for  which  I am  very  grateful,  to  help 
us  finish  this  year. 

As  I traveled  around  the  state  visiting  the  various 
county  societies  I was  impressed  by  the  attendance 
and  the  enthusiasm  of  physicians,  with  one  ex- 
ception. And  I would  like  to  thank  you,  the  Dele- 
gates of  the  South  Carolina  Medical  Association,  for 
making  this  a very  helpful,  a very  fruitful  year  for 
me  to  be  president  of  this  Association.  Thank  you. 
The  president’s  report  was  referred  to  the  Reference 
Committee  on  Reports  of  Council  and  Officers. 

The  Chair:  We  will  now  have  the  report  from  the 
President-Elect,  Dr.  Robert  Wilson.  Come  up 
where  they  can  see  you. 

Dr.  Robert  Wilson,  President-Elect:  Mr.  President 
and  members  of  the  House  of  Delegates,  in  past 
years,  the  retiring  president  of  this  Association  has 
often  made  pertinent  and  valuable  recommendations 
in  his  final  address.  More  frequently  than  not,  these 
have  been  forgotten  with  the  change  in  the  admin- 
istrative officers  of  the  Association  and  their  benefit 
has  thus  been  lost.  It  has  therefore  seemed  to  me  to 
be  in  order  for  the  president-elect  to  make  certain 
proposals  to  the  House  of  Delegates  and  ask  for  their 
approval,  so  that  he  might  have  a specific  program 
for  his  term  in  the  presidency  of  the  Association,  and 
that  he  might  be  in  a better  position  in  advocating 
what  appears  to  be  the  most  pressing  problems  of 
the  moment.  With  this  in  mind,  I will  now  present  to 
the  House  my  thoughts  on  a number  of  unrelated 
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topics,  and  I ask  for  your  consideration  and  approval 
of  these  various  recommendations. 

The  true  worth  of  any  organization  such  as  ours  is 
to  be  measured  by  the  value  of  the  services  rendered 
to  its  members;  to  this,  in  our  case,  might  be  added 
the  services  to  the  general  public.  These  services 
fall  into  several  natural  spheres — economic,  educa- 
tional, political,  informational.  In  the  field  of  eco- 
nomic service  the  Association  offers  to  its  members 
a number  of  group  insurance  opportunities — life, 
health  and  catastrophic  as  well  as  professional  liabil- 
ity— all  of  which  present  distinct  savings  to  those  who 
avail  themselves  of  them.  It  is  my  intention  to 
ask  the  Executive  Secretary  to  probe  further  into  this 
field  by  inquiring  of  all  similar  associations  through 
the  country  of  possible  opportunities  for  services 
along  these  lines,  so  that  we  may  consider  their  in- 
clusion in  our  own  program. 

Ours  is  a scientific  organization,  and  the  primary 
purpose  of  our  Association,  as  stated  in  the  constitu- 
tion, is  “to  extend  medical  knowledge  and  advance 
medical  science.”  The  need  for  the  continuing  educa- 
tion of  the  physician  is  one  of  the  paramount  prob- 
lems of  today,  and  with  the  rapidly  expanding  store 
of  knowledge  and  research  achievement  it  will  be 
of  increasing  importance  in  time  to  come.  We  pub- 
lish the  Journal,  we  hold  scientific  assemblies  at 
our  annual  meeting,  but  we  must  do  much  more  than 
this.  Under  the  leadership  of  Dr.  Dale  Groom,  witli 
substantial  support  from  the  Merck,  Sharp  and 
Dolnne  Post-Graduate  Program  and  under  the  spon- 
sorship of  the  Medical  College,  a program  of  post- 
graduate medical  education  through  the  facilities  of 
the  State  Educational  T-V  Network  has  been  under- 
taken. The  S.  C.  Medical  Association  should  take  a 
part  in  this  program,  and  I would  advocate  the 
establishment  of  a permanent  committee  on  Post- 
graduate Medical  Education,  with  no  other  function 
save  to  assist  in  this  work  and  to  consider  and 
suggest  other  ways  in  which  the  Association  might 
take  part  in  the  program  of  continuing  education.  I 
do  not  believe  that  the  duties  of  such  a committee 
should  be  included  in  a permanent  committee  on 
Medical  Education  and  Hospitals,  as  has  been  sug- 
gested by  the  Special  Study  Committee,  as  I feel 
that  a Committee  on  Post-graduate  Education  will 
have  ample  work  to  do  in  this  field  alone. 

The  South  Carolina  Medical  Association  is  the  Board 
of  Health  of  our  State.  Not  only  do  we  have  a serious 
responsibility  in  this  regard,  but  this  position  gives 
us  a magnificent  opportunity  for  the  improvement 
of  our  image  in  the  eyes  of  the  public.  We  already 
have  various  committees  charged  with  the  responsi- 
bility for  certain  limited  facets  of  public  health,  ma- 
ternal health,  school  health,  child  health,  but  I 
would  advocate  that  a vigorous  campaign  be  under- 
taken by  an  ad  hoc  Committee  on  Public  Health 
Information,  with  the  help  of  the  Editor  of  the  Jour- 
nal and  our  Public  Relations  Counsel  aimed  toward 
the  education  and  enlightenment  of  the  general  pub- 
lic in  matters  of  health  which  are  of  such  paramount 
interest  and  importance  to  them.  Press  releases,  spot 
radio  and  TV  announcements  of  advice  on  matters 
of  preventive  medicine  suggest  themselves  as  means 
for  promoting  the  interest  and  advice  of  the  Asso- 
ciation in  all  matters  pertaining  to  health,  and  no 
better  way  can  be  found  to  enhance  our  program  of 
public  relations. 

Some  years  ago  the  Association  began  the  estab- 
lishment of  a Building  Fund,  with  the  eventual  pur- 
pose of  erecting  a permanent  headquarters  building. 
Our  savings  in  this  fund  have  accumulated  and  now 
amount  to  $36,000.  It  is  quite  obvious  that  this  sum 
is  not  nearly  enough  for  the  completion  of  our  project, 
but  I believe  that  the  time  has  now  come  when  we 
should  begin  to  look  to  the  future  and  perhaps  make 


plans  for  the  acquisition  of  real  estate  in  a suitable 
location.  The  proper  group  to  undertake  the  study  of 
this  problem  is  the  Council,  but  any  final  approval 
must  rest  with  the  House  of  Delegates.  I would 
therefore  suggest  that  this  matter  be  referred  to  the 
Council  for  consideration,  with  a request  for  an 
annual  progress  report  until  a decision  is  reached. 
Politics,  like  the  poor,  we  have  with  us  always.  The 
South  Carolina  Medical  Association  must  maintain 
an  ever  vigilant  eye  on  all  proposals,  both  at  state 
and  national  levels,  which  would  menace  our  guar- 
dianship of  the  public  health  and  disturb  the  free- 
dom of  voluntary  physician-patient  relationship.  One 
of  the  primary  purposes  of  our  Association  is  “to 
enlighten  and  direct  public  opinion  in  regard  to  the 
great  problems  of  medical  care,  so  that  the  profession 
shall  become  more  capable  and  honorable  within  it- 
self, and  more  useful  to  the  public  . . .”.  The  Associa- 
tion should  be  aware  that  the  Council  is  the  group 
responsible  for  our  activities  in  this  field,  and  in  the 
hands  of  the  Chairman  of  Council  largely  rests  the 
efficacy  of  our  efforts.  Another  one  of  the  purposes 
of  the  Association  is  “to  secure  the  enactment  and 
enforcement  of  just  medical  laws.”  One  of  the  abuses 
of  unregulated  medical  advertising  has  been  called 
to  my  attention.  In  a Greenville  newspaper  last  fall, 
a chiropractic  clinic  made  the  claim  to  be  able  to 
cure  diabetes  by  so-called  adjustment.  In  the  interest 
of  the  public  health  I believe  a study  should  be 
made  by  the  Committee  on  Legislation  as  to 
whether  or  not  a suitable  statute  might  be  proposed 
to  prohibit  the  publication  of  such  unwarranted 
claims. 

In  addition  to  formal  recommendations,  I would 
very  sincerely  ask  the  House  to  give  serious  con- 
sideration to  the  election  tomorrow  of  a capable, 
aggressive  and  active  vice-president  to  help  me  in 
the  work  of  the  Association  during  the  coming  year. 
Thank  you. 

The  Chair:  That  goes  to  the  Reference  Committee 
on  Reports  of  Council  and  Officers. 

Mr.  M.  L.  Meadors,  Executive  Secretary:  Mr.  Presi- 
dent and  Members  of  the  House  of  Delegates,  dur- 
ing the  year  since  the  last  Annual  Meeting,  no  serious 
problems  have  arisen,  the  business  of  the  Association 
has  proceeded  smoothly,  and  committee  activities 
seem  to  us  to  have  increased  somewhat  over  their 
level  in  past  years.  We  will  not  burden  the  House 
with  an  account  of  routine  activities  which  would 
be  largely  repetitious  of  reports  in  previous  years. 

Membership 

The  small  but  steady  increase  in  membership,  noted 
over  the  past  several  years,  has  continued.  At  the 
end  of  1962,  there  was  a total  of  1472  members  in 
good  standing,  made  up  as  follows:  total  paid  mem- 
berships, 1338;  honorary,  126;  and  service  members, 
8.  During  the  year,  57  new  members  were  en- 
rolled and  3 who  had  discontinued  membership 
were  re-instated,  for  a total  of  60.  Twenty-two  mem- 
bers were  deceased  and  23  moved  out  of  the 
state  or  were  discontinued  for  non-payment  of  dues, 
making  a total  of  45,  and  leaving  a net  increase  of 
15  in  the  membership  for  the  year. 

The  same  trend  is  continuing  in  1963;  so  far  to  date, 
1046  members  have  paid  their  dues.  This  includes 
40  new  members,  and  6 whose  memberships  have 
been  re-instated.  There  are  31  members  deceased 
so  far  this  year  and  15  whose  membership  has  been 
discontinued,  making  a total  of  28  and  a net  increase 
for  the  year  to  date  of  18. 

Membership  of  South  Carolina  doctors  in  the  Amer- 
ican Medical  Association,  likewise,  continued  good, 
only  a little  below  that  of  the  state  organization. 
This,  I think  is  rather  remarkable.  Despite  the 
$10.00  increase  in  dues  to  AMA  in  1962,  and  an 
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additional  increase  of  $10.00  for  1963,  1271  mem- 
bers paid  dues  to  A M A last  year,  and  981  have 
joined  the  national  organization  so  far  this  year. 
Adding  to  these  figures  those  who  are  exempt  from 
dues,  the  service  members,  and  VA  Personnel  (all 
classified  as  active  members),  we  had  a total  of  1392 
AMA  members  last  year,  and  have  a total  of  1102 
to  date. 

Legislation 

The  re-registration  bill,  approved  by  the  House  of 
Delegates  at  the  meeting  last  year  has  been  passed. 
Following  your  instructions,  shortly  before  the  Gen- 
eral Assembly  convened  in  January,  we  submitted 
the  bill  in  the  precise  form  approved  by  the  House 
last  year  to  the  Chairman  of  the  Senate  Committee 
on  Medical  Affairs,  with  the  request  on  the  part  of 
the  Association  that  it  be  sponsored  by  his  Com- 
mittee and  passed.  Another  bill,  containing  gen- 
erally the  same  provisions  but  expressed  in  some- 
what different  language,  was  prepared  by  the  Legis- 
lative Council  but  this  measure  included,  in  addi- 
tion to  the  re-registration  provisions,  a number  of 
other  matters  which  had  not  been  passed  upon  or 
considered  by  the  House  of  Delegates.  This  was 
called  immediately  to  the  attention  of  Council,  a 
special  meeting  was  called  by  the  Chairman,  Dr. 
Brewer,  and  after  due  consideration,  it  was  the 
unanimous  opinion  of  Council  that  the  new  matter 
could  not  receive  the  endorsement  of  the  Associa- 
tion at  that  time.  Sponsors  of  the  other  bill  readily 
agreed  to  eliminate  the  provisions  in  question  and 
the  re-registration  bill,  containing  the  provisions 
directed  by  the  House  last  May,  but  expressed  in 
Senate  in  March.  It  passed  that  body  and  the 
House  of  Representatives  without  opposition.  It 
was  ratified  as  an  Act  on  April  30,  1963,  and  signed 
by  the  Governor  in  May.  It  provides  for  re- 
registration of  all  physicians  in  the  State  in  each 
odd  year,  the  first  re-registration  to  take  place  in 
August,  1963. 

Dr.  C.  A.  Mitchell  again  has  introduced  a bill  to 
provide  for  licensing  him  as  a member  of  the  healing 
arts  by  special  legislation.  This  time,  he  seeks  to 
be  an  osteopath.  His  intention  was  made  known 
to  the  Oconee  County  Medical  Society  and  no 
active  opposition  expressed  by  them.  Therefore,  no 
active  campaign  against  passage  of  the  bill  had 
been  conducted  by  the  Association.  It  is  now  in  the 
Committee  on  Military,  Public  and  Municipal  Affairs, 
of  which  Dr.  Mitchell  is  a member,  and  the  outcome 
is  uncertain.  We  doubt  the  bill  will  pass  this  year. 
Osteopaths  again  have  had  introduced  a measure  to 
broaden  the  scope  of  their  practice.  The  structure 
and  language  of  the  bill  is  not  so  voluminous  as  in 
previous  vears  but  the  effect  apparently  would  be 
about  the  same.  We  have  filed  with  the  Senate  Com- 
mittee on  Medical  Affairs,  to  which  the  bill  was 
referred,  a request  for  public  hearing  before  action 
on  the  measure,  and  will  be  prepared  to  contest  it 
when  the  time  arrives.  It  is  doubtful  whether  there 
will  be  any  hearing  or  real  effort  on  the  part  of  the 
osteopaths  to  pass  the  bill  this  year. 

In  the  field  of  national  legislation,  of  course,  the 
all-consuming  subject  of  interest  is  the  King-Anderson 
Bill.  In  all  important  respects,  it  is  like  the  bill  before 
the  previous  Congress  and  from  the  standpoint  of 
the  medical  profession,  contains  all  of  the  same 
objections.  Latest  reports  indicate  that  hearings  may 
be  held  by  the  Ways  and  Means  Committee  in  the 
latter  part  of  June  or  early  in  July. 

We  are  now  in  the  process  of  organizing  with  a Field 
Representative  of  AMA  several  meetings  of  repre- 
sentatives of  county  medical  societies  over  the 
State  to  present  the  current  years’  campaign  kit  pre- 
pared by  AMA  and  entitled  “Operation  Hometown.' 


This  was  outlined  and  discussed  at  a legislative  con- 
ference we  attended  in  Chicago  in  April  and  pro- 
vides for  organization  on  a broad  scale  of  various 
types  of  contacts  with  the  Congressmen  and  Senators 
to  enlist  their  influence  against  the  King-Anderson 
Bill.  We  hope  the  delegates  will  lend  their  assis- 
tance and  encourage  other  members  of  the  Associa- 
tion in  their  various  localities  to  co-operate  fully  in 
developing  and  carrying  out  “Operation  Home- 
town.’’ 

Committees 

One  of  the  more  active  committees  of  the  Associa- 
tion we  have  assisted  this  year  was  that  on  Liaison 
with  Allied  Professions,  Dr.  Harold  Jervey,  of  Col- 
umbia, chairman.  Following  plans  made  at  a pre- 
liminary meeting  earlv  in  the  Fall,  representatives 
of  10  allied  professions  in  the  State  were  invited  to 
a conference  and  dinner  in  Columbia  in  December. 
The  response  was  excellent.  The  representatives  of 
the  other  organizations  were  on  hand  and  were 
given  an  opportunity  to  express  themselves  and  did 
so.  Among  those  included  were  the  associations  of 
nurses,  pharmacists,  hospitals  and  veterinarians. 

Dr.  Jervey ’s  Committee  took  the  leadership  also, 
along  with  the  state  Bar  Association,  in  organizing 
a medicolegal  seminar,  as  a joint  venture  of  the  two 
Associations.  Held  on  April  6th,  the  seminar  was 
well  attended,  by  many  more  lawyers,  however,  than 
physicians,  and  in  our  view,  it  was  a splendid  suc- 
cess. The  panel  discussions  in  the  morning,  partici- 
pated in  by  prominent  lawyers  and  physicians,  ex- 
plored areas  of  mutual  interest  to  doctors  and  law- 
yers, especially  those  which,  in  the  past,  have  fre- 
quently been  the  source  of  misunderstanding  and 
some  friction  between  members  of  the  two  profes- 
sions. The  discussions,  question  and  answers  were 
intelligent  and  frank.  The  afternoon  session,  devoted 
to  a demonstration  of  how  to  and  how  not  to  act 
as  a medical  witness,  was  instructive  and  highly 
entertaining.  Distinguished  lawyers  from  New  York 
City,  Mississippi  and  Atlanta  took  part  in  the  ex- 
amination and  cross-examination.  This,  and  similar 
meetings,  could  be  of  real  practical  value  to  the  doc- 
tors, and  we  should  like  to  recommend  that  they  be 
continued  at  least  on  a biennial  basis. 

Other  committees,  of  course,  have  been  active.  We 
have  been  glad  to  assist  them  when  called  upon. 
The  usual  out-of-state  meetings,  conducted  by  AMA 
have  been  attended.  Much  of  the  correspondence 
and  general  activity  of  our  office  has  been  in  the 
area  of  maintaining  proper  liaison  between  the  AMA 
and  this  state  organization.  The  former  is  engaged 
in  such  a wide  variety  of  activities  to  promote  the 
interests  of  the  profession  and  maintain  its  influence 
on  the  health  and  the  lives  of  the  people,  that  our 
work  in  this  field  has  become  about  as  great  as 
that  pertaining  to  the  State  Association  alone. 

We  express  our  appreciation  to  the  officers  of  the 
Association  and  the  members  of  Council  for  their 
unfailing  consideration  and  courtesy.  And  we  cannot 
conclude  this  report  without  expressing  our  personal 
sorrow  at  the  untimely  passing  of  the  late  Chairman 
of  Council,  Dr.  John  Brewer,  with  whom  it  was 
our  privilege  to  enjov  a most  pleasant  relationship. 
The  management  of  the  Ocean  Forest  Hotel  has  been 
exceedingly  cooperative  in  the  planning  and  ar- 
rangements for  this  meeting.  They  have  done  every- 
thing possible  to  assist  us  in  the  effort  to  help  make 
it  a success.  We  trust  it  will  be  enjoyed  by  the 
delegates,  Association  members  and  our  guests. 

Respectfully  submitted, 

\1.  L.  Meadors. 

The  Chair : That  report  will  be  referred  to  the  Com- 
mittee on  Reports  of  Council  and  Officers. 

I)r.  Urn  N.  Stiller.  Secretary:  It  has  been  my  pleas- 
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ure  and  privilege  to  serve  you  this  year  as  your 
Secretary.  Initiation  into  the  work  was  simplified  by 
detailed  guidance  from  Dr.  Robert  Wilson  who  gave 
me  the  benefit  of  his  nine  years  of  experience.  My 
genuine  thanks  and  deep  feeling  of  appreciation  goes 
to  him. 

My  association  with  Council  has  been  most  reward- 
ing. The  South  Carolina  Medical  Association  is 
managed  with  great  wisdom  between  annual  sessions. 
Each  meeting  of  Council  was  attended.  Dr.  John 
Brewer  leaves  an  enduring  imprint  on  this  body.  His 
genial  air  and  staid  judgment  will  long  be  remem- 
bered. 

All  inquiries  on  placement  were  in  the  field  of 
specialization.  The  Secretary  could  afford  little  more 
information  than  was  to  be  obtained  from  the  direc- 
tory of  the  Association. 

The  Secretary  is  the  corresponding  officer  of  the 
Association  and  it  is  his  duty  to  inform  the  Gover- 
nor’s office  of  the  various  nominations  by  the  Asso- 
ciation for  commission  by  the  Governor.  The  Amer- 
ican Medical  Association  is  likewise  informed  offi- 
cially of  election  as  delegates  and  alternates,  and 
various  contracts  made  by  the  Association  must  be 
certified  by  the  Secretary.  Many  of  the  details  of 
the  work  of  this  office  are  expedited  by  the  Execu- 
tive Secretary,  and  to  him  the  Secretary  is  deeply 
indebted. 

I would  like  to  acknowledge  to  the  House  of  Dele- 
gates my  gratitude  for  the  opportunity  you  have 
given  me,  and  for  this  privilege  I thank  you  all. 

The  Chair:  That  will  be  referred  to  the  Committee 
on  Reports  of  Council  and  Officers. 

We  will  now  have  the  report  of  the  Treasurer,  Dr. 
Howard  Stokes. 

Dr.  Howard  Stokes,  Treasurer:  Mr.  President,  Mem- 
bers of  the  House  of  Delegates,  the  Treasurer’s  re- 
port for  1962  is  concerned  with  revenue  and  expenses. 
The  revenue  is  derived  from  two  main  sources,  the 
Journal,  consisting  of  Advertising  and  Subscriptions, 
and  General  Revenue.  (This  report  appears  in  the 
July  Journal,  page  251.) 

Dr.  Stokes:  Regarding  the  deficit  of  $4,102.58,  I 
might  add  that  this  has  been  the  story  for  this  last 
several  years. 

I would  like  to  leave  you  with  a little  rosier  picture, 
however,  and  tell  you  that  our  investments  at  the 
moment  are  concerned  with  two  categories.  We  have 
invested  in  the  Peoples  Federal  Savings  Loan, 
$11,000.00,  in  the  Investor’s  Stock  Fund — $34,000.- 
00.  These  figures  are  as  of  December  31st,  and  they 
are  a bit  higher  now.  This  Investor’s  Stock  Fund, 
$34,000.00  which  is  the  Permanent  Home  Fund,  now; 
and  the  Investor’s  Mutual  Fund  is  $66,000.00  making 
a total  invested  of  $101,000.00,  round  figures. 

The  Chair:  The  Treasurer’s  Report  will  go  to  the 
Reference  Committee  on  Reports  of  Council  & Offi- 
cers. 

4:00  P.M.  (Special  Order)  The  Annual  Meeting 
of  the  Corporation,  The  South  Caro- 
lina Medical  Care  Plan. 

( After  Special  Order,  at  which  time  Dr.  Siegling 
returns  the  Chair  to  Dr.  Gressette. ) 

Dr.  Gressette:  At  this  time  the  House  of  Delegates 
will  please  come  to  order  and  we  will  hear  the  re- 
port of  the  Editor  of  the  Journal,  Dr.  Joseph  I.  War- 
ing. 

Dr.  J.  I.  Waring,  Editor:  Mr.  President  and  members 
of  the  House  of  Delegates  the  following  is  the  Re- 
port on  the  Journal,  1962-1963. 

The  Journal  has  continued  much  in  its  usual  course 
during  the  past  year.  The  reduction  of  the  amount 
of  advertising  still  operates  to  keep  it  relatively 
small,  but  there  has  been  no  necessity  to  omit  any 
important  material  on  this  account. 

The  Journal  still  suffers  from  the  lack  of  adequate, 


The  Ex-President  and  the  New  President  have 
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desirable  scientific  contributions,  and  occasionally 
the  supply  runs  discouragingly  low.  The  Editor  still 
endeavors  to  exercise  his  judicial  function  as  to  the 
quality  of  the  papers,  but  he  must  admit  that  at 
times  he  has  been  dirven  to  using  material  which  he 
did  not  consider  to  be  of  high  quality. 

Working  arrangements  with  our  printer,  the  Provence- 
Jarrard  Co.,  have  been  on  a somewhat  more  satis- 
factory basis,  and  while  we  still  find  trouble  from 
this  source  in  getting  the  Journal  out  on  the  sched- 
uled 15th  of  the  month,  there  is  usually  no  great 
delay.  There  has  been  no  change  in  format  or  in  the 
general  contents. 

The  Editor  does  not  contemplate  any  particular 
changes  in  the  general  conduct  of  the  Journal,  and 
he  is  more  than  anxious  to  have  any  reasonable  sug- 
gestions for  improvement. 

This  report  was  sent  to  the  Reference  Committee  on 
Reports  of  Council  and  Officers. 

Dr.  A.  F.  Burnside,  Chairman  of  Council.  Dr.  Law- 
son  Bowling,  speaking  for  Dr.  Beckman,  Director, 
South  Carolina  Mental  Health  Commission,  requested 
Council  to  endorse  the  long-range  study  plan  on 
Mental  Health.  Dr.  Gressette  moved,  seconded  by 
Dr.  Eaddy,  that  action  on  Dr.  Bowlings  request  be 
postponed  until  Dr.  Galloway’s  report  and  views 
were  expressed.  Dr.  Bowling’s  report  referred  to 
Committee  on  Public  Health. 

The  Chair:  That  will  go  to  the  Reference  Committee 
on  Public  & Industrial  Health. 

Dr.  Harrison  Peeples,  representing  SCALPEL,  re- 
quested that  Council  allow  a maximum  of  20  minutes 
on  the  general  program  for  presenting  SCALPEL 
film  strip.  Also  requested  permission  to  distribute 
badges  and  literature  with  registration.  Dr.  Norman 
Eaddy  moved,  seconded  by  Dr.  Gressette,  to  per- 
mit program  time  and  other  requests.  Put  and  car- 
ried. 

The  Chair:  That  will  go  to  Reference  Committee  on 
Reports  of  Council  & Officers. 

Dr.  Burnside:  Mr.  Ellis  C.  MacDougal,  Director  of 
the  Penal  Institution  of  South  Carolina,  presented  a 
plan  for  purchasing  blood  plasma  from  prisoners. 
This  to  be  on  a voluntary  basis  wath  remuneration  to 
prisoner  and  prison  recreational  fund. 

Motion  was  made  by  Dr.  Joe  Cain,  seconded  by  Dr. 
Booker,  to  appoint  a committee  of  knowledgeable 
men  to  formulate  opinion  and  give  this  information 
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to  Mr.  MacDougal,  this  information  to  cover  the 
various  phases  of  the  plasma  program.  This  to 
constitute  an  endorsement  and  opinion.  Put  and 
carried. 

The  Chair : That  will  go  to  the  Committee  on  Mis- 
cellaneous Business. 

Dr.  Gressette  reported  a request  by  medical  students 
for  a resolution  requesting  increased  stipends  for 
interns  and  residents.  On  motion  from  Dr.  Johnson, 
duly  seconded.  Council  voted  to  refer  this  to  the 
Committee  on  Medical  Education  and  Hospitals.  Put 
and  carried. 

This  was  referred  to  the  Committee  on  Miscellaneous 
Business. 

Dr.  Burnside:  An  additional  request  by  the  medical 
students  that  Council  appropriate  from  the  general 
funds  of  the  Association  the  amount  of  $100.00,  to 
pay  the  expenses  of  membership  to  the  Student 
AMA.  The  motion  was  made  by  Dr.  Johnson,  duly 
seconded,  put  and  carried. 

The  Chair:  That  will  be  referred  to  the  Committee 
on  Miscellaneous  Business. 

Dr.  Burnside:  Motion  was  made  by  Dr.  Fleming, 
seconded  by  Dr.  Eaddy,  that  the  South  Carolina 
Medical  Association  Advisory  Committee  to  the  South 
Carolina  Industrial  Commission  be  made  a permanent 
committee.  Put  and  carried. 

The  Chair:  That  will  be  referred  to  the  Committee 
on  Legislation  and  Public  Relations. 

Dr.  Burnside:  Dr.  Gressette  reported  meeting  with 
the  Governor’s  Committee  on  Nursing  Education.  Dr. 
Gressette  moved,  seconded  by  Dr.  Samuel  Miller,  that 
the  President  of  the  South  Carolina  Medical  Associa- 
tion appoint  a committee  to  guide  and  direct  for 
betterment  of  patient  care,  a Committee  on  Nursing 
Education.  Put  and  carried. 

As  a discussion  and  not  a part  of  the  motion,  Dr.  Joe 
Cain  suggested  that  the  medical  member  of  the 
Board  of  Nursing  Examiners  report  to  the  South  Caro- 
lina Medical  Association  Council. 

Dr.  Perry  moved,  and  it  was  seconded  that  Dr. 
Gressette  be  made  chairman  of  the  Committee  on 
Nursing  Education  of  the  South  Carolina  Medical 
Association.  Put  and  carried. 

The  Chair:  That  will  be  referred  to  the  Committee 
on  Miscellaneous  Business. 

Dr.  Burnside:  It  was  moved  by  Dr.  Booker,  seconded 
bv  Dr.  Gressette,  that  there  be  a temporary  suspen- 
sion of  the  Permanent  Home  Fund,  and  that  this 
$5.00  per  member  be  diverted  to  the  general  fund 
to  make  up  the  deficit  in  the  budget.  This  would 
amount  to  a change  in  the  By-Laws,  Section  I, 
Chapter  10,  as  follows:  at  the  end  of  the  first  sen- 
tence, delete  the  words,  “and  $5.00  per  member  shall 
be  set  aside  for  permanent  building  purposes,  to  be 
used  at  the  discretion  of  Council  in  the  future.”  This 
change  to  be  effective  beginning  with  the  next  fiscal 
year.  Put  and  carried. 

The  Chair:  That  will  be  referred  to  the  Committee 
on  Constitution  and  By-Laws. 

Dr.  Burnside:  On  motion  of  Dr.  W.  L.  Perry,  sec- 
onded by  Dr.  Evatt,  Council  opposed  special  legisla- 
tion permitting  C.  A.  Mitchell  to  register  as  an 
Osteopath.  This  opposition  to  be  conveyed  by  the  Ex- 
ecutive Secretary  to  the  appropriate  legislative  com- 
mittee of  the  South  Carolina  General  Assembly.  Put 
and  carried. 

The  Chair:  That  will  be  referred  to  the  Committee 
on  Legislation  and  Public  Relations. 

A motion  was  made  by  Dr.  George  Johnson,  sec- 
onded by  Dr.  Gressette,  that  the  Editor-in-Chief  of 
the  Journal  of  the  South  Carolina  Medical  Associa- 
tion be  allowed  to  reappoint  the  editorial  staff,  with 
the  consent  of  the  president,  and  also  to  rotate  mem- 
bers of  the  staff  on  the  basis  chosen  by  the  Editor- 
in-Chief.  Put  and  carried. 


The  Chair:  That  will  be  referred  to  the  Committee 
on  Reports  of  Council  & Officers. 

Dr.  Burnside:  Council  again  endorsed  the  State 

Essay  Contest. 

The  Chair:  Now,  let’s  have  the  report  of  the  Dele- 
gate to  the  AMA;  let’s  have  the  senior  first.  Dr. 
Gecrge  D.  Johnson. 

Dr.  George  Dean  Johnson:  Mr.  Speaker,  Members 
cf  the  House  of  Delegates,  this  is  a summary 
of  a report  that  was  given  to  the  House  of 
Delegates  to  the  American  Medical  Association 
by  Dr.  William  A.  Hyland,  Chairman  of  an 
October  Committee  on  Communications  and  they  re- 
ported so  many  interesting  and  unbelievable  things 
that  I thought  this  House  of  Delegates  might  be 
interested  in  it,  also.  Now,  Joe  Cain  in  his  report 
will  take  up  in  detail  what  he  thinks  will  be  in- 
teresting to  you  from  the  doings  of  the  two  meet- 
ings. “Since  1847  ....  115  years  ago  ....  the 
AMA  has  diligently  pursued  its  objective  of  pro- 
moting the  science  and  art  of  medicine  and  the 
betterment  of  its  public  health.  Its  leadership  in 
elevating  the  standards  of  medical  education  . . . 
developing  post  graduate  programs  and  publications 
. . . protecting  public  health  through  investigation  and 
education  has  added  immeasureably  to  the  nation’s 
welfare.” 

Every  physician  should  be  thoroughly  acquainted 
with  these  extensive  programs.  We  hope  this  pre- 
sentation will  help  to  inform  all  of  us  about  some  of 
the  projects  and  programs  of  one  of  the  eight  divi- 
sions of  our  Association. 

Today,  our  Association  finds  itself  engaged  in  a 
political  struggle  which  threatens  the  traditions  and 
the  high  standards  of  medical  practice.  This  is 
not  a popularity  contest.  It  is  a legislative  conflict 
which  can  be  overcome  only  by  an  informed  and 
articulate  leadership  at  every  level.  This  leadership 
must  begin  in  the  doctor’s  own  office  and  com- 
munity. Such  leadership  is  essential  at  all  times,  but 
particularly  now  when  our  free  practice  of  medicine 
is  being  challenged. 

Meeting  this  challenge  has  resulted  in  unprecedented 
publicity — both  good  and  bad.  Too  frequently  our 
Association’s  political  and  legislative  activities  have 
been  overemphasized  at  the  expense  of  our  more  ex- 
tensive scientific  and  educational  programs. 

It  is  therefore  imperative  that  our  lines  of  com- 
munication stress  our  many  positive  and  construc- 
tive activities.  At  the  same  time,  we  must  refute  the 
fallacies  and  correct  the  misinformation  which 
malign  and  distort  our  objectives. 

Your  Committee,  after  reviewing  in  depth  the 
AMA’s  communications  program,  was  profoundly  im- 
pressed with  the  scope  of  the  activities  and  the  com- 
petence of  the  staff. 

But  no  program  of  communications  can  be  effective 
unless  the  individual  physician  practices  good  pub- 
lic relations  in  his  own  office  and  community. 

This  is  the  beginning  and  the  end  of  medicine’s  pub- 
lic relations. 

The  individual  members  of  our  Committee  have  sat 
in  this  House  of  AMA  from  5 to  15  years.  But  we 
were  amazed  at  the  scope  and  variety  of  activities 
carried  on  by  this  one  division  of  our  Association. 
Therefore,  we  felt  we  should  share  with  you  as 
many  of  our  observations  as  time  will  permit. 

When  your  Committee  asked  the  department  heads 
of  the  Communications  Division  to  outline  their  re- 
spective activities,  the  presentation  required  more 
than  5 hours. 

The  programs  of  the  American  Medical  Association 
arc  based  upon  policies  and  directives  of  its 
House  of  Delegates. 

\\  bile  this  report  focuses  on  the  Communications 
Division,  the  other  seven  divisions  also  assume 
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certain  responsibilities  for  communicating  with  the 
profession  and  the  public. 

Programs  and  policies  initiated  in  this  House  of 
Delegates  requiring  implementation  by  the  Com- 
munications Division  are  transmitted  to  the  Divi- 
sion through  the  Board  of  Trustees  and  then  through 
the  Executive  Vice  President’s  office. 

Through  the  years,  the  House  of  Delegates  had  out- 
lined these  functions  for  the  Communications  Divi- 
sion: 

1.  To  build  public  support  for  the  Association’s  aims 
and  programs  through  a continuous  flow  of  in- 
formation. 

2.  To  build  professional  support  by  making  physi- 
cians better  acquainted  with  these  activities. 

3 To  improve  physician-patient  relationships  by  sup- 
plying positive  programs  to  the  membership. 

4.  To  assist  medical  societies  in  developing  effective 
public  relations  programs,  and 

5.  To  promote  the  accessibility  and  utilization  of 
medical  services  and  to  work  toward  the  reduc- 
tion of  economic  problems  caused  by  illness. 

Mr.  Reed  is  in  charge  of  his  Division’s  eleven  de- 
partments, each  of  which  has  its  own  director.  Each 
department  lias  a separate  function,  but  all  are  in- 
tegrated into  a highly  flexible  unit.  \our  Committee 
was  impressed  by  the  wealth  of  experience  this  staff 
represents.  The  Division  has  61  employees,  with  27 
on  the  executive  staff.  Yet  these  27  people  represent 
a grand  total  of  496  years’  experience  in  the  field 
of  communications! 

The  Divisions’s  staff  comprises  less  than  nine  per 
cent  of  the  total  number  of  AMA  employees,  and  its 
budget  is  about  eight  per  cent  of  the  total  AMA 
annual  expenditure. 

The  first  method  of  communication  is  one  we  are 
all  familiar  with  Today's  Health  magazine.  Its  pop- 
ularity is  attested  to  by  its  890,000  monthly  circula- 
tion and  its  readership  of  more  than  3 % million 
people.  Every  physician  knows  how  thoroughly  the 
magazine  is  read  by  patients  in  his  reception  room. 
But  perhaps  you  don’t  know,  Today’s  Health  is  a 
prime  source  of  research  information  for  students  and 
is  read  in  most  schools  throughout  the  United  States. 
Teachers  encourage  students  to  read  Today’s  Health 
because  it  is  widely  recognized  as  a medium  of  re- 
liable health  education  information. 

Today’s  Health  gets  added  readership  beyond  its 
own  circulation  through  frequent  reprinting  of  its 
articles  in  scores  of  other  consumer  publications,  both 
here  and  abroad.  Just  one  specific  example  is 
Reader’s  Digest,  which  (in  the  last  5 months  before 
this  article  was  printed ) had  reprinted  an  article  from 
Today's  Health  in  five  consecutive  months.  The 
Reader’s  Digest  circulates  more  than  13  million 
copies  each  month  throughout  the  world.  During 
the  past  two  years  Today’s  Health  has  been  awarded 
the  National  Safety  Council’s  citation  for  its  contribu- 
tions to  health  and  safety. 

The  next  department  is  The  AMA  News — perhaps 
the  most  widely  read  and  quoted  medical  publica- 
tion. Its  circulation  is  282,000,  and  its  readership  is 
over  800,000. 

Surveys  show  that  more  than  89  per  cent  of  all 
physicians  read  this  newspaper  regularly,  and  an 
index  to  its  readership  is  the  amount  of  mail  it  re- 
ceives from  readers.  Your  Committee  agrees  with 
one  of  its  readers  who  said:  “Whatever  else  doctors 
read,  they  all  seem  to  read  The  AMA  News.’’ 

( You  may  not  know  it  but  your  local  paper  receives 
a copy  of  this  everytime  you  and  I do. ) 

One  of  the  largest  departments  in  the  Communica- 
tions Division  is  Program  Services. 

The  department’s  many  responsibilities  include  pro- 
moting community  service  projects  and  furthering 


the  AMA’s  public  relations  programs.  It  maintains 
close  liaison  with  medical  societies  by  providing 
them  with  such  basic  public  relations  programs  as 
are  included  in  its  County  Medical  Society  Public 
Relations  Manual. 

Helping  societies  build  upon  this  foundation  is  the 
bimonthly  Public  Relations  Doctor  and  Exchange 
Newsletter,  circulated  to  7,800  medical  society  ex- 
ecutives and  leaders.  It  serves  as  a clearing  house 
of  proven  public  relations  methods. 

This  department  also  stimulates  good  doctor-patient 
relations  through  such  publications  as  “Winning 
Ways  With  Patients,"  “The  Human  and  Business 
Side  of  Medicine,”  and  “To  All  My  Patients.”  These 
are  a few  samples  of  a great  number  of  pamphlets 
widely  distributed  by  this  department.  For  example, 
five  million  copies  of  a personal  health  card  have 
been  distributed  in  the  past  three  years. 

This  department  serves  many  AMA  councils  and 
committees  with  similar  programs  such  as  its  food 
quackery  and  nutrition  nonsense  campaigns. 

Program  Services  works  with  the  Association’s  officers 
and  the  Council  on  Scientific  Assembly  in  the  ar- 


Dr.  Laupus,  Dr.  Volpitto  and  Dr.  Zuspan,  all 
good  Georgians. 


rangements  for  the  health  awards  program  at  the 
National  Science  Fair.  They  are  typical  examples  of 
what  this  important  department  does. 

The  fourth  department  within  the  Communications 
Division  is  Services  to  Officers.  Its  purpose  is  to 
assist  the  officers.  As  you  can  imagine  the  officers 
of  the  AMA  have  to  make  many  many  speeches  and 
it  would  be  impossible  for  any  one  man  to  have 
access  to  as  much  information  as  they  give  out. 

In  recent  years,  the  office  of  President  of  the 
American  Medical  Association  has  become  prac- 
tically a full-time  job  requiring  more  than  75  per 
cent  of  his  time  at  various  medical  and  civic  func- 
tions. Frequently  called  to  the  podium  are  also 
the  other  officers  of  the  Association.  Consequentlv, 
it  becomes  apparent  that  some  sort  of  clearing  house 
is  necessary  to  coordinate  these  requests  for  speakers. 
This  is  one  of  the  duties  of  this  department. 

The  AMA’s  health  exhibit  library  is  perhaps  the 
most  extensive  in  the  United  States,  consisting  of 
78  displays  with  ten  new  ones  being  added  each 
vear.  The  department  operates  its  own  design,  con- 
struction, warehouse  and  shipping  facilities  to  ser- 
vice medical  societies  quickly  and  efficiently.  Ap- 
proximately five  million  persons  view  these  displays 
in  all  sections  of  the  country  each  year. 

Two  of  the  AMA’s  most  popular  exhibits  are  “Your 
Glands”  which  tells  the  story  of  the  endocrine  sys- 
tem, and  “The  Transparent  Woman,”  a full-sized 
model  which  literally  talks  to  the  audience. 

Last  year  this  department  shipped  for  display  some- 
where in  the  United  States  an  average  of  one  ex- 
hibit a day.  Needless  to  say  these  showings  helped 
to  make  the  public  more  aware  of  the  benefits  of 
personal  health  care. 
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The  next  department  is  Magazine  Relations.  Its  direc- 
tor, Mr.  R.  Roy  Keaton,  was  formerly  director-gen- 
eral of  Lions  International  and  an  editor  of  The 
Lions  Magazine. 

The  purpose  of  Magazine  Relations  is  to  service 
consumer  magazines  and  free-lance  writers  by  pro- 
viding story  suggestions  and  information  on  all 
phases  of  medicine.  The  department  offers  research 
service  to  writers,  interviews  with  recognized  medi- 
cal authorities,  and  the  facilities  of  the  AMA  library. 
Many  of  the  nation’s  leading  magazines  call  upon 
the  AMA  to  assist  in  checking  all  medical  articles 
prior  to  publication.  Last  year,  for  example,  the  de- 
partment was  asked  to  review  86  manuscripts  and 
nearly  300  requests  were  received  for  assistance  in 
preparing  articles. 

Of  the  more  than  370  medical  articles  published  in 
major  consumer  magazines  last  year,  only  nine  ran 
counter  to  the  profession’s  interest. 

This  department  also  maintains  close  contact  with 
tlie  hundreds  of  company  house  organs.  Its  staff 
writes  a monthly  health  education  column  which  is 
used  regularly  bv  more  than  320  of  these  publica- 
tions with  a combined  readership  of  more  than  4 *4 
million. 

The  American  Medical  Association  is  the  largest 
source  of  medical  science  news  in  the  United  States, 
and  the  Science  News  Department  keeps  this  in- 
formation flowing  to  all  media. 

The  sources  of  this  scientific  news  are  AMA  jour- 
nals, scientific  reports,  AMA  meetings,  and  depart- 
ment-prepared articles.  The  science  news  releases 
are  recognized  as  authoritative  and  timely.  They 
are  sent  each  week  to  more  than  2000  newspapers 
and  magazines  and  are  widely  used. 

Functioning  both  in  the  world  of  news  and  in 
the  world  of  entertainment  is  the  Department  of 
Radio,  Television  and  Motion  Pictures. 

This  department  functions  as  the  AMA’s  contact  with 
the  radio,  television  and  motion  pictures  industries. 
It  handles  requests  for  physician  participants  on  radio 
and  television  programs — produces  public  relations 
films — prepares  radio  and  TV  programs  and  pub- 
lic service  messages  seen  and  heard  throughout  the 
United  States. 

One  of  tlie  department’s  programs,  “Medical  Mile- 
stones,” a series  of  13  five-minute  radio  transcriptions 
dramatizing  the  history  of  medicine,  of  which  five 
albums  have  been  produced,  has  been  heard  on 
1700  stations  by  a total  of  more  than  70  million 
listeners. 

The  “AMA’s  health  tip  for  the  day,”  prepared  by 
the  Science  News  Department,  is  distributed  to 
4,700  radio  stations.  , 


Once  a month,  a one-minute  health  education  mes- 
sage is  released  on  film  to  240  television  stations. 
Some  stations  report  using  this  public  service  spot 
60  times  a month. 

The  film  library  last  year  distributed  1,253  films  on 
263  subjects  for  a total  of  more  than  10,000  show- 
ings. Your  committee  noted  that  one  of  the  most  pop- 
ular films  is  “I  Am  A Doctor,”  a medical  career  film. 
The  Radio,  TV  and  Motion  Picture  Department  has 
worked  with  several  pharmaceutical  companies  in  the 
production  of  such  films  as  “Doctor  R,”  and  the 
“March  of  Medicine”  series. 

The  committee  also  provides  assistance  to  many  other 
programs  including  “Hennessey,”  “The  Donna  Reed 
Show,"  “U.  S.  Steel  Hour,”  to  name  a few. 

The  last  but  not  the  least  of  the  Communications 
Division’s  Departments  is  Literature  Counseling.  Its 
function  to  assist  all  divisions  of  the  AMA  in  the 
design  and  production  of  pamphlets,  brochures,  re- 
ports and  booklets. 

This  department  was  established  18  months  ago  to 
assist  other  AMA  departments  in  developing  attrac- 
tive, effective  printed  materials  at  the  lowest  cost. 
It  provides  practical  aid  in  designing,  illustrating 
and  printing.  The  department  also  services  reprint 
requests  for  Today's  Health  articles  and  assists  in  the 
development  of  salable  pamphlet  items. 

One  of  its  important  functions  is  the  cataloguing  of 
all  available  AMA  literature — nearly  1,000  separate 
pieces.  This  material  is  evaluated  periodically  and 
reviewed  for  content,  timeliness  and  effectiveness. 
The  Ronald  Reagan  record,  radio  scripts,  radio 
tapes,  a 15-minute  animated  color  film,  a 30- 
minute  film  of  Dr.  Annis,  and  speeches  were 
prepared  and  distributed. 

Kits  were  made  available  for  speakers,  college  de- 
baters, editorial  writers,  women’s  clubs,  industrial 
and  civic  groups. 

Tlie  Division  also  assisted  in  the  preparation  of  the 
testimony  before  the  House  Ways  and  Means  Com- 
mittee and  distributed  numerous  fact  sheets  and 
other  material. 

All  of  you  recall  the  network  television  program, 
“Your  Doctor  Reports,  ’ which  was  produced  by  the 
Task  Force  and  the  Communication  Division. 

Since  that  program  was  televised,  the  AMA  has  re- 
ceived more  than  40,000  telegrams,  letters  and 
postcards  with  more  than  90  per  cent  of  them  sup- 
porting the  AMA’s  position  on  the  health  care  for 
the  aged  issue. 

I hope  that  this  gives  you  a better  understanding  of 
the  AMA's  communication  program.  Thank  you. 

The  Chair:  Dr.  Johnson’s  report  goes  to  the  Com- 
mittee on  Reports  of  Council  & Officers. 


(TO  BE  CONTINUED) 
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Dr.  S.  Lamar  Calloway,  Duke  University,  Dr.  Kathleen  Riley,  Charleston, 
Dr.  Richard  Allison,  Columbia  and  Dr.  Dale  Groom,  Medical  College  of 
South  Carolina 


Presented  by  the  Medical  College  of  South 
Carolina  over  the  South  Carolina  Educational 
Television  Network,  February  7,  8,  1963.  This 
program  was  produced  by  Dr.  Dale  Groom 
in  collaboration  with  the  Educational  Tele- 
vision Staff,  through  a grant  from  the  Merck, 
Sharp  and  Dohme  Post-Graduate  Program. 
Dr.  Groom : Dr.  Calloway,  what  is  the  current 
thinking  on  that  bizarre,  prevalent  disease 
psoriasis? 

Dr.  Calloway:  Psoriasis  is  one  of  the  common 
skin  conditions  with  which  we  have  to  con- 
tend. It  is  not  caused  by  any  specific  germ,  it 
is  not  caused  by  any  specific  allergy,  and  as  a 
matter  of  fact,  no  one  knows  the  exact  cause 
of  this  condition.  We  do  know  that  it  is  not 
contagious.  There  are  at  least  three  scientific 
foundations  in  this  country  carrying  on  rc- 
rearch,  as  well  as  many  of  the  medical  schools 
and  governmental  agencies.  Just  about  every 
area  has  been  investigated — chemistry,  histol- 
ogy, and  the  various  viral  possibilities.  There 
have  been  many  contributions  in  this  area  and 
yet  none  of  these  has  solved  the  problem  to 


this  time.  This  does  not  mean  that  we  don’t 
know  a lot  about  psoriasis  and  does  not  mean 
that  we  don’t  have  quite  a lot  to  offer  the  pa- 
tient. We  believe  that  all  of  these  patients  can 
benefit  by  treatments  which  have  been  de- 
veloped. 

Dr.  Allison:  We  thought  that  for  our  first  pa- 
tient we  would  show  a lesion  that  is  com- 
monly not  recognized  as  psoriasis.  This  man 
has  had  this  thick,  scaling  lesion  in  his  scalp 
for  many  months.  (Fig.  1)  It  started  as  a 


Fiuure  1 

Psoriasis  of  the  scalp. 
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Figure  2 Figure  3 

Psoriasis  of  the  gluteal  fold.  “White  psoriasis”  of  the  toe  web. 


simple  case  of  dandruff — or  so  it  was  thought 
to  be — until  the  scale  was  noted  to  be  very 
matted  and  thick.  He  does  not  have  lesions  on 
his  elbows,  his  knees,  or  other  parts  of  his 
body,  but  this  nevertheless  is  psoriasis  and 
the  scale  is  relatively  typical  for  psoriasis.  You 
notice  that  in  this  lesion,  if  the  scales  are 
scraped  off,  you  will  get  tiny  bleeding  points 
where  the  scale  is  removed.  Actually,  this  pa- 
tient was  thought  to  have  a fungus  infection 
when  he  was  originally  seen  by  his  physician 
and  it  is  easily  understood  how  this  mistake 
can  be  made.  Dr.  Riley  will  show  us  how  this 
can  be  interpreted  in  a different  manner. 

Dr.  Riley.  One  thing  I’d  like  to  comment  on 
before  we  look  at  these  other  differential 
diagnoses  is  that  in  the  patient  you  have  just 
seen,  his  hair  grows  very  luxuriantly  through 
this  thick  lesion  and  that  is  one  of  the  dif- 
ferential points  from  fungus  or  from  sebor- 
rhea. It  is  amazing  in  psoriasis  that  you  can 
grow  such  hair  through  such  a thick  lesion. 
This  picture  illustrates  another  lesion.  (Fig.  2) 
If  you  saw  this,  I think  you  would  be  perfectly 
justified  at  first  thinking  this  is  a mycotic  in- 
fection or  that  it  is  tinea  cruris.  The  next  pic- 
ture (Fig.  3)  illustrates  another  common  mis- 
diagnosis. This,  I think,  looks  just  like  ath- 


lete’s foot  or  tinea  pedis,  but  this  is  white 
psoriasis — psoriasis  in  the  toe  web. 

Dr.  Allison-.  This  lady  has  consented  to  help 
us  in  showing  how  extensive  some  of  these 
psoriatic  lesions  can  be.  Actually,  these  lesions 
are  well  underway  towards  getting  well  and 
no  longer  have  the  thick,  typical  scale  of 
psoriasis.  Nevertheless  you  can  still  see  the 
extensive  involvement.  It  is  on  her  back  and 
in  her  scalp  also.  She  demonstrates  another 
clinical  feature  of  psoriasis:  you  can  see  that 
the  fingernails  and  toenails  may  be  involved. 
(Fig.  4)  There  is  separation  of  the  nail  and  a 
building  up  of  a large  keratin  mass  under- 
neath the  nail.  You  can  recognize  psoriasis  in 
several  of  her  fingernails,  this  thumbnail  and 
also  her  toenails.  These  lesions  may  be  easily 
confused  with  a fungus  infection  and  I be- 
lieve that  Dr.  Riley  has  another  slide  to 
demonstrate  psoriasis  of  the  nails. 

Dr.  Riley:  Involvement  of  the  nails  in  psoria- 
sis presents  a picture  of  pitting  (Fig.  5)  which 
in  many  ways  is  almost  diagnostic.  If  you 
have  a patient  with  other  lesions  and  you’re 
not  sure  whether  they  are  seborrhea  or  fun- 
gus, look  at  the  fingernails.  If  you  find  pit- 
ting, this  is  a good  clue  that  you’re  dealing 


Figure  4 

Psoriasis  of  the  nails. 


Figure  5 

Pitted  nails  of  psoriasis. 
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with  psoriasis.  Now,  as  far  as  nail  changes 
are  concerned,  they  are  found  in  a large  per- 
centage of  the  patients  who  have  associated 
arthritis.  This  x-ray  film  shows  some  of  the 
findings  in  psoriatic  arthritis,  which  occurs  in 
about  5 percent  of  patients  with  psoriasis. 
The  film  shows  reabsorption,  narrowing  of 
the  joints  and  subluxation  of  the  distal  phal- 
anges. These  are  the  findings  in  psoriatic 
joints. 

Dr.  Allison : This  patient  has  destructive 
changes  within  his  fingers  showing  the  stig- 
mata of  psoriatic  arthritis.  He  also  has  changes 
in  his  nails  from  psoriasis.  He  presents  over 
his  entire  body  a rare  complication  of 
psoriasis  that  we  term  exfoliative  psoriasis 
(Fig.  6)  and  you  can  see  that  his  entire  body, 


Figure  6 

Exfoliative  psoriasis. 


down  to  his  legs  and  his  feet,  is  involved  with 
psoriasis.  I think  it  is  wise  to  note  that  round 
lesions  do  not  necessarily  denote  ringworm. 
On  the  patient’s  back  we  can  see  that  the 
process  is  quite  extensive.  He  has  some  nor- 
mal skin  but  this  is  the  only  real  area  of  nor- 
mal skin  that  he  has.  Now  you  have  also 
noted,  haven’t  you,  that  you  get  cold  easily? 
Patient:  That’s  right. 

Dr.  Allison:  And  this  is  one  of  the  things  that 
you  have  to  watch  in  these  patients,  because 
with  this  much  vascular  involvement  they 


radiate  and  thus  lose  a great  deal  of  heat. 
They  will  chill  and  they  will  also  get  hot  very 
easily. 

Dr.  Groom:  How  about  some  of  the  things 
that  you  mentioned  earlier  this  evening.  Dr. 
Calloway — about  the  abnormalities  in  the 
blood  in  psoriasis.  Has  this  given  any  clue 
as  to  the  treatment.  Has  it  been  fruitful? 

Dr.  Calloway:  As  a matter  of  fact,  despite  the 
intensive  investigation,  we  have  not  really 
made  any  break  through  in  the  treatment  of 
psoriasis.  As  has  been  shown  here,  psoriasis 
occurs  in  males  and  in  females,  it  occurs  in 
young  and  old,  and  it  is  a controllable  dis- 
order rather  than  a specifically  curable  one. 
Since  we  have  to  talk  about  various  forms  of 
treatment,  I am  going  to  discuss  first  some  of 
the  older  treatments  that  have  been  used  over 
a period  of  many  years.  This  has  to  do  with 
the  use  of  sunshine,  ultra-violet  light,  and  the 
crude  coal  tar  ointments.  These  can  be  used 
quite  successfully  in  managing  psoriasis,  keep- 
ing it  under  control.  But  one  of  the  things  that 
the  patient  has  to  recognize  is  that  he  must 
work  on  his  psoriasis  every  day.  He  cannot 
ignore  it.  He  must  recognize  that  it  is  a con- 
trollable disorder,  not  one  that  is  going  to  be 
cured  by  some  magic  medicine  or  any  inten- 
sive, unusual  form  of  therapy. 

Dr.  Groom:  Do  you  think  this  old  treatment 
of  tar  is  very  useful?  How  much  do  you  use  P 
now? — how  often  in  a given  patient,  let’s  say 
Dr.  Calloway:  1 still  feel  that  the  Goecker- 
mann  type  of  tar  routine  is  the  treatment  of 
choice  to  begin  with.  It  is,  however,  some- 
what messy.  Later  on  we’ll  have  demonstrated 
to  us  some  of  the  newer  forms  of  therapy 
using  the  hydrocortisone  preparations  under 
occlusive  dressings. 

Dr.  Groom:  Is  there  much  of  a problem 
usually  with  itching  or  pain  that  requires 
symptomatic  treatment — not  specifically  for 
the  psoriasis,  but  for  the  symptoms  of  it? 

Dr.  Calloway:  No.  Psoriasis  is  not  cosmetically 
acceptable  to  people  but  it  does  not  as  a rule 
itch.  It  does  not  cause  people  any  great  dis- 
comfort unless  it  gets  to  the  exfoliative  stage 
which  has  been  demonstrated  by  one  of  our 
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patients  here  today.  Under  ordinary  circum- 
stances, however,  psoriasis  remains  a chronic, 
non-contagious  affection  of  the  skin  which  is 
cosmetically  unacceptable  because  of  the  ap- 
pearance of  these  lesions. 

Dr.  Groom:  I’ve  heard  it  said  that  these  pa- 
tients are  better  in  the  summertime.  Do 
you  think  so? 

Dr.  Calloway:  Oh,  they  do  much  better  in  the 
summertime.  This  is  why  ultraviolet  light  is 
one  of  the  effective  forms  of  treatment. 

Dr.  Groom:  Do  you  have  your  patients  get 
ultraviolet  lights  to  put  in  their  homes? 

Dr.  Calloway:  Very  frequently  we  have  them 
get  ultraviolet  lights.  Or  they  build  an  ultra- 
violet light  cabinet  right  in  the  home  so 
that  they  can  utilize  this  form  of  treatment. 
Dr.  Groom:  Now,  how  about  systemic  treat- 
ment, Dr.  Calloway?  There  have  been  some 
advances  in  that  as  you  mentioned  during 
rehearsal.  Do  you  think  that  plays  much  of 
a role?  Has  it  greatly  augmented  the  treat- 
ment of  psoriasis  in  the  last  few  years? 

Dr.  Calloway:  Yes,  I think  that  it  has.  On  the 
other  hand  these  treatments  or  medications 
are  used  not  as  a last  resort  but  in  the  more 
severe  examples  of  psoriasis.  We  still  like  to 
control  our  patients  with  ordinary  local  treat- 
ment and  avoid  the  use  of  some  of  the  more 
toxic  medications  such  as  aminopterin  or 
methatrexate.  These  are  still  carried  out  best 
in  or  near  a hospital  where  laboratory  pro- 
cedures can  be  checked  frequently.  Such 
treatment  is  very  useful  in  patients  with  ex- 
foliative psoriasis,  in  people  who  have  psoria- 
sis of  the  nails,  psoriasis  of  the  scalp  or  of 
the  joints.  But  again,  it  requires  a special 
technique  and  should  be  reserved,  I think,  for 
people  who  at  least  have  close  hospital  super- 
vision. 

Dr.  Groom:  Do  you  use  steroids  a great  deal 
in  your  patients? 

Dr.  Calloway:  No,  I don’t  use  steroids  in  my 
patients  but  I would  like  to  ask  Dr.  Allison 
to  comment  on  this  particular  phase. 

Dr.  Allison:  My  feelings  on  steroids  in  psoria- 
sis are  that  this  is  the  last  thing  that  I want 
to  use.  If  I can  possibly  control  my  patient  in 


any  other  way,  both  the  patient  and  I will  rest 
far  more  securely  and  for  a much  longer  per- 
iod of  time.  The  reason  for  this  is  that  too 
many  patients  on  steroids  build  up  resistance. 
The  dose  has  to  be  increased,  or  when  you  try 
to  reduce  the  dose  there  is  a rebound  phe- 
nomenon. Then  our  patients  may  go  through 
all  the  other  complications  of  prolonged  ster- 
oid therapy.  Perhaps  in  an  acute,  severe  on- 
set of  psoriasis  the  steroids  may  be  helpful. 
But  generally  speaking,  I try  to  stay  away 
from  steroid  therapy. 

Dr.  Groom:  You  mentioned  earlier  that  about 
five  percent  of  these  patients  have  arthritis. 
That  strikes  me  as  being  a little  low.  Perhaps 
in  medicine  we  see  more  who  have  arthritis 
and  don’t  see  a representative  group.  Does 
therapy  of  the  arthritis,  let  us  say,  help  the 
psoriasis  and  vice  versa?  What  do  you  think, 
Dr.  Calloway? 

Dr.  Calloway:  Yes,  I think  that  the  treatments 
should  be  combined.  I don’t  think  that  you 
should  treat  the  psoriasis  alone  or  that  you 
should  treat  the  arthritis  alone.  The  best  re- 
sults are  obtained  when  both  the  psoriasis  and 
the  arthritis  are  attacked  at  the  same  time. 

Dr.  Groom:  There  is  something  new  in  local 
treatment  which  Dr.  Kathleen  Biley  is  going 
to  demonstrate:  a method,  we  might  say,  of 
intensification  of  local  care. 

Dr.  Riley:  Well,  in  contrast  to  the  systemic 
therapy  and  the  fact  that  we  don’t  like  to 
use  it,  the  use  of  steroids  locally  is  certainly 
the  newest  and  I think  the  best  form  of  ther- 
apy we  have  at  the  moment.  We  use  a fluorin- 
ated  form  of  the  steroid  under  a plastic  dress- 
ing and  we’re  going  to  demonstrate  this  for 
you  if  Miss  Cawley  will  help  me  with  this 
patient.  We  will  use  his  foot.  (Fig.  7)  You 


Figure  7 

Occlusive  dressing  therapy  for 
psoriasis  of  the  foot. 
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apply  the  cream  lightly,  not  heavily,  be- 
cause it  is  rather  expensive.  Then  you  apply 
over  the  area  a plastic  cover.  There  are  sev- 
eral types  available.  This  is  polyethylene  plas- 
tic such  as  Saran,  or  Cutrite,  or  several  other 
brands  on  the  market.  In  fact,  you  can  use 
the  cover  off  of  a loaf  of  bread — most  loaves 
are  covered  with  polyethylene.  These  plastics 
are  easy  to  handle  because  they  stick  together 
and  you  can  cover  the  area  completely.  The 
reason  this  method  works  is  because  as  you 
seal  the  plastic,  the  heat  of  the  body  and 
the  moisture  actually  promote  penetration  of 
the  steroid  into  the  lesion  itself.  So  you 
actually  get  intra-lesional  therapy.  This  dress- 
ing is  worn  for  36  hours.  It  is  relatively  com- 
fortable and  maneuverable.  On  the  hand  a 
plastic  glove  can  be  used — you  can  buy  them 
nowadays  at  most  of  the  drug  stores.  Put  the 
cream  on,  put  a bandage  around  the  wrist, 
and  the  patient  is  free  to  smoke  and  eat  and 
do  whatever  he  wants  to  do.  Other  tech- 
niques are  adapted  for  other  areas  of  the 
body.  I think  the  main  problem  in  this  ther- 
apy is  teaching  the  patient  to  do  it  properly. 
If  you  treat  an  arm,  a refrigerator  sack  like 
this  is  convenient.  The  important  thing  is 
that  you  seal  it.  If  you’re  going  to  be  using 
an  adhesive,  say  an  inch  on  the  plastic,  an 
inch  on  the  skin,  make  it  a little  loose  so  that 
the  patient  can  bend  without  breaking  the 
seal.  And  he’s  maneuverable — he  can  get 
about  with  it  on.  If  the  trunk  is  involved  and 
you  want  to  treat  that  area  you  can  get  a 
plastic  cover  from  the  dry  cleaners — one  like 
clothes  come  covered  with.  Put  it  on  like  a 
T-shirt.  Then  you  can  put  a T-shirt  on  over 
that  and  a pair  of  shorts  to  hold  it  in  place 
and  it’s  remarkably  comfortable.  As  I say, 
the  patient  can  move  around.  I think  36  hour 
programs  of  treatment  work  best  and  can 
produce  fairly  dramatic  fading  of  the  psori- 
atic lesions.  To  me,  one  of  the  main  points  in 
use  of  this  is  that  you  learn  the  technique  of 
applying  it.  I find  it  worthwhile  in  the  office 
to  demonstrate  it  to  the  patient. 

Perhaps  some  of  the  panel  are  not  as  en- 
thusiastic about  this  local  treatment  as  I am 


and  would  like  to  make  some  comments,  per- 
haps about  some  of  the  complications  in- 
volved. 

Dr.  Groom:  Exactly  what  ointment  do  you 
put  on  there?  I know  it’s  a steroid  ointment, 
and  do  you  believe  that  you  get  much  sys- 
temic absorption? 

Dr.  Riley:  If  you’re  using  the  fluorinated  ster- 
oids ( and  there  are  three  of  them  on  the 
market  which  I think  most  people  are  familiar 
with,  Aristocort,  Cordran,  and  Synalar)  you 
do  get  some  systemic  absorption  but  not 
enough  to  present  a problem.  It  is  my  feeling 
that  they  give  you  a little  better  results  than 
just  the  straight  hydrocortisones. 

Dr.  Groom:  You  leave  these  on  for  how  long 
at  a time? 

Dr.  Riley:  I prefer  36  hours,  24  to  36  hours. 
For  a short  duration,  ovenight,  it  doesn’t  seem 
to  me  to  be  worth  the  cost  and  the  trouble. 
Take  a weekend  and  do  it  every  weekend. 
Then  you  do  get  a good  clearing.  This  is 
aesthetically  pleasant  and  nice  compared  to 
the  tar  treatments  which  stain  everything  vou 
put  on  and  your  bed  linens. 

Dr.  Groom:  Dr.  Allison,  has  your  patient  tried 
this  treatment?  Maybe  he  could  give  us  his 
opinion. 

Dr.  Allison:  Dr.  Groom,  this  patient  has  not 
had  that  therapy  because  he  has  had  one  of 
the  complications  that  any  patient  having  a 
grease  or  cream  rubbed  on  the  skin  may  have. 
He  has  repeated  furunculosis  and  we  have 
had  a great  deal  of  difficulty  with  this  prob- 
lem. One  of  the  drawbacks  and  one  of  the 
possible  complications  of  your  using  any  oc- 
clusive dressing  is  that  you  may  cause  an  in- 
fection. If  there  is  any  tendency  for  a patient 
to  have  an  infection,  it  will  certainly  be 
brought  out.  Therefore  we  have  not  used  that 
treatment  in  this  patient.  I think  it  should  be 
mentioned  that  none  of  the  older  or  stronger 
preparations  should  be  used  under  the  occlu- 
sive dressing  because  you  will  get  consider- 
able irritation.  They  will  penetrate  into  the 
skin.  This  patient,  as  you  may  have  noticed, 
has  had  very  little  of  the  white  scale  of 
psoriasis  and  has  been  exfoliative.  Possibly 
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Dr.  Calloway  would  like  to  comment  on  some- 
thing that  might  make  a psoriatic  turn  into 
this  picture. 

Dr.  Calloway:  One  of  the  things  which  some- 
times is  used  in  patients  is  a preparation 
called  chloroquine  or  Aralen,  and  this  hap- 
pens to  he  one  of  the  complications  of  this 
type  of  medication.  Many  people  are  pre- 
cipitated into  an  exfoliative  dermatitis  by  the 
use  of  chloroquine  or  Aralen  for  various  con- 
ditions. 

I would  like  to  make  some  comment  about 
psoriasis  in  general,  however,  pointing  out  as 
I did  before,  that  it  is  not  a specifically  cur- 
able disorder.  This  is  a controllable  disorder 
and  one  has  to  work  every  day  with  the  oint- 
ments, with  the  lotions,  in  order  to  accom- 
plish a satisfactory  control.  I know  that 
people  get  tired  of  working  on  their  skin 
every  day  but  I get  tired  of  shaving  eveiy 
day.  Somewhere  along  the  line  these  people 
have  got  to  continue  to  work  at  their  skin 
religiously  with  the  medication  that  has  been 
outlined  by  their  physician. 

Dr.  Allison:  Dr.  Groom,  may  I make  one  other 
comment?  I think  that  one  of  the  patients 
that  we  have  demonstrated  has  really  bene- 
fited from  the  more  drastic,  cautious  therapy 
of  aminopterin.  This  patient  has  been  on 
aminopterin  off  and  on  since  1957,  and  until 
that  time  he  was  bedridden.  He  was  losing 
so  much  scale  that  he  had  developed  a hypo- 
proteinemia  and  was  an  invalid  with  all  of 
the  complications.  We  do  not  like  to  use  this 
drug  and  do  not  recommend  it  except  in  un- 
usual or  severe  cases,  but  I believe  that  it 
has  actually  been  lifesaving  in  this  man’s  case. 
Dr.  Groom:  Well,  of  course,  he  represents, 
does  he  not,  a more  or  less  end  stage  of  the 
disease  insofar  as  severity  is  concerned?  I was 
struck  with  the  lack  of  scales  on  him.  How 
much  time  a day  does  he  have  to  take  care 
of  his  skin? 

Dr.  Allisojv.  Well,  actually,  he  takes  a tar  bath 
with  one  of  the  oil-tar  preparations  that  are 
on  the  market  and  then  greases  himself  down. 
This  does  not  take  more  than  about  two  or 
three  minutes  of  greasing.  I think  that  he 


could  spend  a great  deal  more  time,  but  he 
has  learned  to  budget  his  time  and  how  he 
lives  with  this  problem. 

Before  leaving  this  subject  we  should  em- 
phasize that  these  people  will  go  into  remis- 
sions in  which  they  will  have  no  more  psor- 
iasis for  years  or  perhaps  for  a lifetime.  Cer- 
tainly we  must  not  leave  the  impression  that 
they  will  all  end  up  as  this  last  patient  we 
have  shown.  Some  patients  have  psoriasis 
only  of  their  fingernails  and  never  anywhere 
else,  or  one  spot  within  the  scalp  that  may 
bother  them  for  three  or  four  months,  for 
three  or  four  years,  and  then  never  have  it 
again. 

Dr.  Calloway:  1 think  that  in  the  localized 
lesions  such  as  have  been  mentioned  by  Dr. 
Allison  that  this  is  an  ideal  place  for  the  use 
of  the  occlusive,  saran-wrap  type  of  therapy. 
One  can,  if  it  is  a very  small  lesion,  actually 
inject  the  fluorinated  cortisone  directly  into 
the  lesion,  but  the  use  of  the  plastic  occlusive 
dressing  is  almost  as  effective  as  intralesional 
injection. 

Dr.  Groom:  We  resolved  that  tonight  we 
would  discuss  some  of  the  more  common  der- 
matological problems  and  I can’t  think  of  any 
more  commonplace  problem  than  the  derma- 
tomycoses.  Kathleen,  what  is  and  is  not  a 
fungus? 

Dr.  Riley:  Well,  let  me  illustrate  with  some 
typical  examples  of  what  people  term  ring- 
worm or  so  called  tinea.  This  first  picture 
shows  a round  lesion  with  a sharp,  demar- 
cated, active  erythematous,  vesicular  border 
with  a clearing  center.  This  is  the  lesion  of 
ringworm.  (Fig.  8)  It  is  so  often  diagnosed 


Figure  8 
Tinea  corporis. 
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everything  else  from  psoriasis  up  and  down. 
These  lesions  can  run  together  and  make 
larger  areas,  or  actually,  they  can  cover  the 
whole  body.  This  second  picture  illustrates  the 
same  lesion  on  the  buttocks  and  this  is  so- 
called  tinea  cruris  with  the  same  sharply  de- 
marcated, active,  vesicular  border  and  clear- 
ing center.  These  pictures  illustrate  some 
other  diseases  in  the  differential  diagnoses 
that  can  look  just  like  ringworm.  This  is 
psoriasis.  Here  perhaps  when  you  look  at  the 
first  lesion  you  really  cannot,  from  a clinical 
point  of  view,  tell  it  from  a true  ringworm. 


Here  is  a more  bizarre,  but  also  a round 
lesion  which  is  sometimes  called  ringworm  . . . 
it  is  discoid  lupus  erythematosus  (Fig.  9),  not 


ringworm  at  all.  This  picture  shows  a nail 
that  could  have  been  psoriasis  but  is  a my- 
cotic nail  showing  the  thickening,  the  distor- 
tion, the  discoloration,  which  you  can’t  see 


Figure  10  Tinea  Unguium. 
Figure  11  Tinea  capitis  with  kerion. 


quite  on  black  and  white  but  it's  there. 
(Fig.  10) 

Here  is  the  clinical  picture  of  tinea  capitus 
in  a little  boy  that  has  a piled  up,  thick  kerion 
lesion.  (Fig.  11)  And  this  is  a lesion  in 
the  upper  lip  with  a granulomatous  lesion 
forming.  (Fig.  12)  But  this  third  picture  illus- 


Figure  12 

Trichophyton  granuloma  of  the  lip. 


trates  a more  typical  tinea  capitis,  with  semi- 
alopecia, scaling,  and  no  real  inflammatory 
action.  (Fig.  13)  In  fact,  it  doesn’t  bother  the 
patient  very  much  except  that  he  has  a bald 
spot  which  is  usually  the  reason  they  come  in. 


Figure  13 

Tinea  capitis  with  semi-alopecia. 


This  can  be  very  easily  diagnosed  by  the  use 
of  the  Wood’s  light,  which  causes  fluorescence 
of  the  infected  hair.  The  hair  will  show  a 
greenish-yellow  color,  and  it  can  be  done 
with  this  verv  small  and  inexpensive  Wood’s 
light,  which  is  a nickel-filtered  ultraviolet 
light.  Not  all  of  the  ringworms  or  tinea  will 
show  fluorescence  under  this,  only  the  Nlicro- 
sporons  in  the  hair.  The  body  lesions  will  not 
show  fluorescence  but  about  98  percent  of 
tinea  capitis  will,  and  this  gives  a definite 
diagnosis. 
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Another  diagnostic  procedure  for  tinea  capitis 
is  to  use  KOH  on  the  hair.  Take  the  hair,  put 
the  KOH  on  it  on  a slide  witli  a cover  glass 
and  you  see  the  spores  in  the  shaft  itself. 
(Fig.  14)  This  is,  of  course,  another  useful 
diagnostic  technique.  In  diagnosing  the  lesions 
on  tlie  body  in  tinea  corporus  vve  can  make 
a KOH  preparation  and  Dr.  Calloway  is 
going  to  demonstrate  the  simple  technique 
for  doing  this. 

Dr.  Calloway:  Here  is  a simple  procedure 
which  can  be  carried  out  in  any  doctor’s 
office — all  vou  need  is  a couple  of  glass  slides. 
You  scrape  the  lesion  that  you  suspect  of 
being  a fungus,  then  add  to  the  scrapings 
15%  potassium  hydroxide  solution.  Cover 
this  with  a cover  slip  and  examine  it  under  the 
microscope.  Now  you  will  notice  that  I am 
scraping  the  periphery  of  this  lesion;  I am 
not  scraping  the  center.  It  is  very  important 
that  you  get  the  active  border.  Scrape  off 
some  of  these  scales  and  put  them  on  the 
slide  so  that  they  can  be  examined  under  the 
microscope.  Now,  I have  collected  these 
slides,  and  I will  then  add  the  15 (/  potassium 
hydroxide — one  drop  of  this  solution — and 
cover  with  the  cover  slip.  Once  this  has  di- 
gested, the  typical  mycelia  of  the  organism 
will  be  evident  under  the  microscope  as 
demonstrated  by  Dr.  Riley. 

Dr.  Riley:  You  can  see  this  is  a very  easy 
and  certainly  inexpensive  technique,  one  that 
anvbody  can  do  in  the  office.  What  you  see 
under  the  microscope  is  this,  the  easily 
recognized  mycelia.  (Fig.  15)  Here  is  defi- 


nite evidence  of  a mycotic  infection. 

So  use  the  KOH  and,  if  you  want  to  identify 
the  specific  organism,  you  can  send  some  of 
the  material  to  any  one  of  the  mycology  labs 
and  they  will  grow  the  culture  in  Sabouraud’s 
medium. 

Dr.  Groom:  In  my  dermatological  rambles  I 
just  happen  to  have  come  up  with  this  cul- 
ture. I have  no  idea  what  it  means,  but,  Kath- 
leen, maybe  you  can  tell  us. 

Dr.  Riley:  Well,  this  just  demonstrates  the 
end  result.  It  is  the  fungus  growing  on  the 
media.  You  can  see  the  color  on  the  back 
which  is  the  thing  that  helps  us  identify  it. 
These  tubes  can  be  grown  at  room  tempera- 
ture but  perhaps  it  would  be  better  in  most 
cases  to  send  some  material  to  a mycology 
laboratory  for  identification  of  the  particular 
organism. 

Dr.  Groom:  Now  you’ve  mentioned  three 
things  in  addition  to  your  recognition  of  the 
pattern  of  these  lesions:  the  Woods  light, 
the  KOH  or  potassium  hydroxide,  and  the  cul- 
ture. Are  there  any  other  helpful  diagnostic 
clues  you  can  give,  Dr.  Calloway,  on  fungus 
diseases  in  general? 

Dr.  Calloway:  I think  there  are  a good  many 
things  that  ought  to  be  considered  in  the 
differential  diagnoses  of  various  fungus  in- 
fections. Just  because  it  happens  to  be  on  the 
foot  doesn’t  mean  it’s  athlete’s  foot,  for  ex- 
ample. It  may  be  a foot-gear  dermatitis,  a 
neurodermatitis,  sweat  reaction  and  a variety 
of  things.  Just  because  the  lesion  is  round 
does  not  mean  that  it  is  a ringworm  infection. 
As  a matter  of  fact,  the  patient  that  I demon- 


Figure  14 


Figure  15 


KOH  slide  of 
mycelia. 


KOH  slide  of  hair  Top:  Mycelia  in 

showing  spores.  culture  with  griseo- 

fulvin. 


Bottom : Normal 
mycelia  in  culture. 
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strated  with  the  lesion  on  the  leg  did  not 
really  have  a ringworm  of  the  leg  although 
this  was  an  annular  lesion  and  I am  sure  that 
most  people  would  suspect  it  of  being  a ring- 
worm infection.  On  the  other  hand,  this  hap- 
pened to  be  a dry  winter  itch  type  of  re- 
action. Had  this  person  been  treated  with 
griseofulvin  or  even  with  some  of  the  con- 
ventional therapy,  he  would  not  have  re- 
sponded to  treatment  and  thus  the  treatment 
would  have  been  said  to  have  been  ineffective 
when  actually  it  was  an  inaccurate  diagnosis 
to  begin  with. 

Dr.  Groom:  How  about  the  standard  treat- 
ment of  fungus  diseases?  Do  you  want  to 
launch  on  to  that  now?  Aside  from  the  griseo- 
fulvin and  the  newer  things,  how  about  the 
old  standbys? 

Dr.  Calloway : As  a matter  of  fact,  with  the 
exception  of  ringworm  of  the  scalp,  ringworm 
of  the  beard,  and  ringworm  of  the  nails,  1 
think  that  most  of  the  standard  treatment 
should  be  as  it  has  been  in  the  past  several 
years.  We  have  many  medications — the  fatty 
acid  preparations,  the  resorcinol  and  the 
standard  fungicidal  ointments,  the  standard 
fungicidal  powders,  the  standard  fungicidal 
liquids — and  I think  that  for  the  average  fun- 
gus infection  of  the  feet  or  arm  or  groin  these 
should  be  used  first.  Now  when  the  infection 
is  in  the  scalp,  we  do  want  to  resort  to 
griseofulvin.  After  all,  ointments,  lotions,  or 
whatever  may  be  applied  to  the  scalp  do  not 
affect  the  hair  root  and  the  only  way  that  you 
can  get  to  the  hair  root  is  to  get  into  the 
blood  stream  and  attack  the  infection  from 
the  inside.  This  same  thing  applies  to  fungus 
infections  of  the  nails.  The  nail  is  a hard- 
armor-plated-like  lesion  and  treating  it  with 
ointments  and  liquids  would  be  similar  to 
treating  athlete’s  foot  through  the  sole  of  the 
shoe.  It  would  not  get  in  very  well.  And  so 
for  such  infections  as  this,  we  do  think  that 
griseofulvin  is  indicated.  We  also  feel  that  it 
is  indicated  in  the  tricophyton  rubrum  in- 
fection. That  happens  to  be  the  real  tough 
fungus,  the  red  fungus  that  was  demonstrated 
in  the  culture  that  you  had  a few  minutes 


ago.  It  almost  never  responds  except  to 
griseofulvin  therapy. 

Dr.  Groom:  And  what  is  your  schedule  of 
treatment  with  griseofulvin? 

Dr.  Calloway:  Well,  that  gets  into  some  com- 
plications. Let’s  begin  by  talking  about  griseo- 
fulvin. To  begin  with,  griseofulvin  is  one  of 
the  four  penicillin  derivatives  and  is  not 
useful  in  anything  but  fungus  infection.  It  is 
worthless  in  treatment  of  bacterial  infections. 
We  started  off  with  what  we  might  call  old 
griseofulvin,  which  came  in  golfball  size 
particles.  We  now  have  peanut  size  particles 
of  micronized  griseofulvin  which  does  a much 
better  job.  We  have  discovered  that  we  can 
get  along  with  about  half  the  dose  that  we 
used  to  use  with  the  old  griseofulvin.  We  also 
find  that  one  does  better  if  one  takes  the 
entire  total  daily  dose  on  a fat  meal  or  after 
a fat  meal.  By  a fat  meal  I mean  that  for 
breakfast  one  can  take  a couple  of  strips  of 
bacon,  some  buttered  toast,  some  cream  in 
the  coffee,  and  then  take  either  one-half  or 
one  gram  (if  it  is  an  adult)  and  that  is  the 
total  dosage  for  the  day. 

Dr.  Groom:  What  does  griseofulvin  do  to  the 
mycelia? 

Dr.  Calloway:  It  produces  a curling  effect 
which  will  be  demonstrated  here  by  Dr.  Riley. 
Dr.  Riley:  This  is  normal  mycelia  in  culture 
and  here  is  what  happens  when  it  is  affected 
bv  griseofulvin.  (Fig.  16) 

Dr.  Calloway:  I think  one  of  the  important 
things  to  point  out  is  that  you  must  have 
your  diagnosis  first  because  many  of  the  in- 
fections in  the  groin,  for  example,  are  mondial 
infections  or  other  forms  of  irritation.  Not  only 
does  griseofulvin  not  do  them  any  good,  but 
it  may  aggravate  those  with  many  fungus 
infections,  if  you  treat  the  mondial  infection 
itself,  you  get  an  overgrowth  of  others  and 
the  patient  becomes  much  worse  than  before 
treatment  was  started. 

Dr.  Groom:  You  mention  the  use  of  it  in 
nails,  fingernails  and  toenails.  Can  you  show 
us  some  results  of  treatment,  Dr.  Riley? 

Dr.  Riley:  These  pictures  illustrate  here  the 
mycotic  nail  which  you  are  familiar  with. 
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The  thing  that  is  dramatic  about  the  treat- 
ment or  its  results  in  nails  is  this:  as  the  new 
nail  grows  out,  it  is  perfectly  normal.  Here 
von  can  see  the  sharp  line  of  demarcation  be- 
tween new  unaffected  nail  and  old  infected 
nail.  (Fig.  17)  Usually  it  takes  about  six 


Figure  17 

Tinea  unguium  being  treated  with 
griseofulvin. 


months  to  a year  to  get  good  nails,  but  they 
are  new  nails  which  we’ve  never  been  able  to 
obtain  before. 

Dr.  Allison:  Dr.  Groom,  may  I make  a com- 
ment here?  1 think  it’s  about  time  to  say  how 
long  you  treat  with  griseofulvin.  You  have  to 
treat  scalp  lesions  for  at  least  six  weeks.  Now 
this  is  still  better  than  the  old  treatment  of 
using  ointments  for  an  average  time  of  three 
months  for  a cure.  Microscopic  control,  ex- 
amining the  hairs  periodically,  will  help  you 
determine  how  long  to  treat  these  patients. 
Also,  I think  that  a body  lesion  will  have  to 
be  treated  on  an  average  of  two  weeks  unless 
it  is  an  area  such  as  the  palm  or  the  sole.  In 
my  experience  it  takes  about  six  weeks  and 
frequently  longer  to  clear  up  the  palms  of 
the  hand  or  the  soles  of  the  feet.  Fingernails 
take  six  to  nine  months  usually  and  toenails 
take,  in  my  experience,  a year  and  frequently 
longer.  I believe  that  I have  more  failures 
with  toenail  therapy  than  with  any  other. 
Some  doctors  are  combining  operative  re- 
moval or  chemical  removal  of  the  nail,  particu- 
larly of  the  toenail,  and  perhaps  some  of  the 
other  panelists  would  like  to  comment  on  this. 
This  is  a long  term  and  expensive  therapy  and 
1 think  that  your  patient  does  have  to  know 
that  100  percent  cures  are  not  going  to  be 
obtained. 

Dr.  Calloway:  This  is  certainly  true  and,  as 
has  been  pointed  out  by  you,  as  you  go  down 


from  the  scalp  to  the  toes,  the  effectiveness 
of  griseofulvin  decreases  proportionately  going 
down  the  body.  I don’t  know  why  fingernails 
do  better  than  toenails,  but  I know  that  they 
do.  I know  that  ringworm  of  the  scalp  does 
better  than  almost  any  other  form  of  ring- 
worm. One  of  the  things  that  has  been  al- 
luded to,  and  1 think  it’s  important  that  we 
know  this,  is  that  one  doesn’t  change  one’s 
ancestors  by  giving  griseofulvin.  If  a person 
is  susceptible  to  fungus,  even  after  he  has 
been  treated  with  griseofulvin,  he  will  still  be 
fungus-susceptible  and  may  expect  to  have 
fungus  infections  again  in  the  future.  In- 
cidentally, this  drug  is  worthless  in  the  treat- 
ment of  tinea  versicolor  and  it  is  also  worth- 
less in  the  treatment  of  the  common  deep 
fungus  infections  of  the  body. 

Dr.  Allison:  In  our  patients  with  fungus  in- 
fections we  must  consider  that  they  may  have 
diabetes.  I think  this  has  to  be  borne  in 
mind  particularly  when  you  have  a patient 
that  you  have  tried  to  clear  up  and  he  does 
not  respond  or  he  relapses  frequently.  Also, 
steroids  will  certainly  cause  an  overgrowth 
of  fungus  infections  that  may  not  respond  to 
routine  therapy  or  even  to  griseofulvin  as 
long  as  they  are  on  steroids.  Perhaps  we  can 
show  some  slides  of  the  effect  of  steroid 
therapy. 

Dr.  Allison:  Here  is  a picture  of  a patient  who 
had  very  severe  arthritis.  He  was  about  to  be 
operated  on  and  they  felt  they  couldn’t  ade- 
quately sterilize  his  skin,  so  asked  us  to  see 
him.  He  had  been  on  steroids  and  had  a very 
unusual  pustular  type  of  fungus  infection.  This 
patient  not  only  had  skin  lesions  but  he  had 
fingernail  lesions.  We  have  also  had  patients 
with  Cushing’s  disease  who  have  had  exces- 
sive production  in  their  own  body  of  steroids 
and  have  thereby  had  resistant  fungus  in- 
fections. 

Dr.  Groom:  Before  we  leave  the  dermato- 
mycoses,  1 wonder  if  you  might  say  one  word 
about  a particularly  persistent  one  and  that 
is  the  chronic  infection  in  the  external  audi- 
tory canal?  Dr.  Rilev,  do  you  have  any  good 
tips  for  us  on  that? 
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Dr.  Riley:  That's  a good  question.  I’m  afraid 
I don’t  have  any  real  tips  on  that.  Most  der- 
matologists don’t  feel  that  you  have  a fungus 
infection  of  the  ear.  It  is  a misnomer,  shall  we 
say.  These  are  predominantly  staph  infections 
and  that’s  why  the  so-called  fungicidal  thera- 
pies don’t  work  and  these  people  keep  itching 
for  years. 

Dr.  Groom : They  certainly  do  keep  itching 
for  years,  I’ll  say  that — coming  back  and  com- 
ing back. 

The  next  category  for  consideration  of  the 
panel  is  that  of  acne.  Dr.  Calloway,  what  is 
your  approach  to  the  acne  patient? 

Dr.  Ccilloivaij:  Well,  Dr.  Groom,  some  of  the 
things  which  I am  going  to  say  about  acne 
are  not  necessarily  true  if  one  goes  to  the 
basic  pathophysiology  of  the  disorder.  But 
on  the  other  hand,  for  practical  purposes,  as 
I try  to  explain  to  my  patients  and  to  the 
mothers  and  fathers  of  these  patients,  there 
are  certain  things  which  are  essentially  true 
and  will  explain  the  disorder.  I point  out  to 
the  parents  and  to  the  patient  that  this  is  a 
chronic  affection  of  the  skin  which  infects  the 
oil  glands  chiefly  of  the  face,  neck,  shoulders, 
upper  chest  and  back.  In  essence,  what  hap- 
pens is  that  instead  of  having  a thin,  sweet 
mild  type  of  oil  coming  out,  this  is  a cottage 
cheese,  a thick  type  of  oil,  and  when  this 
thick  cottage  cheese  starts  out  through  the 
pore,  it  plugs  up  the  pore  and  then,  mixed 
with  the  keratin,  it  forms  a hard  plug.  The  oil 
gland  below  does  not  know  that  this  has 
happened,  hence  keeps  on  making  more  oil 
until  you  get  quite  an  accumulation  of  mate- 
rial. Then  one  of  four  things  may  happen  to 
this  plug:  it  may  come  out,  and  that’s  fine.  Or 
it  may  persist  as  a blackhead.  The  blackhead  is 
due  to  oxidation,  the  oil  becoming  rancid;  it 
is  not  due  to  lack  of  cleanliness.  The  patient 
must  be  brought  to  understand  this. 

The  next  lesion  which  may  appear  is  the 
ordinary  so-called  pimple  and,  sometimes,  the 
pustular  or  cystic  white-headed  lesions.  Now 
even  these  lesions  are  not  real  infections.  This 
material  becomes  liquified  and  sterile  pus 
which  is  not  due  to  a specific  organism.  Dr. 


Riley  has  some  charts  here  which  may  demon- 
strate the  blackhead,  the  pimple,  and  the 
pustule  for  you. 

Dr.  Riley:  I certainly  find  that  the  five  min- 
utes you  invest  when  you  first  see  a patient 
in  explaining  to  him  how  acne  works  is  worth- 
while. By  showing  him  a simple  chart  which 
gives  a diagram  of  a cross  section  of  the  skin 
where  you  can  see  the  hair  root,  the  seba- 
ceous gland,  the  opening  from  the  sebaceous 
gland  and  what  the  patient  calls  a pore, 
(They’re  always  very  interested  to  know  what 
a pore  is)  and  this  shows  the  progression  of 
the  formation  of  a eomedone  and  the  pustu- 
lar lesion  and  the  cyst.  I find  that  teenagers 
take  to  this  and  you  win  their  confidence, 
their  cooperation,  in  a higher  degree  than  if 
you  just  start  off  with  the  treatment  pro- 
cedure and  don’t  try  to  explain  the  disease  to 
them. 

Dr.  Groom:  A great  deal  of  therapy  then  is 
dispelling  of  a good  many  old  wives’  tales, 
so  to  speak,  about  acne  and  what  might  cause 
it  and  really  doesn’t  cause  it. 

Dr.  Calloway:  Yes,  I think  this  is  very  impor- 
tant. I emphasize  from  the  outset  that  this  is 
nothing  for  the  patient  to  be  ashamed  of.  It 
is  nothing  that  he  has  done  that  was  wrong. 
He  has  his  kind  of  skin  because  of  his  mother 
and  father  who  have  given  him  this  kind  of 
skin  and  he  has  skin  in  which  the  oil  glands 
don’t  function  properly,  in  the  same  way  that 
some  people  sunburn  easily  or  some  people 
freckle  easily.  Now  there  are  many  things  that 
will  come  out  in  discussion  about  our  manage- 
ment of  these  people  that  need  to  be  cor- 
rected, of  course.  We  will  discuss  diet,  cleanli- 
ness and  shampoos  and  so  forth.  One  thing 
that  must  be  understood  from  the  outset  is 
that  acne  is  nothing  that  the  patient  has 
caught;  it  is  nothing  that  he  should  be 
ashamed  of.  It  is  not  a real  disease  as  much 
as  it  is  a condition  of  the  skin. 

Dr.  Groom:  Which  patients  do  you  treat  in 
your  office,  Dr.  Allison? 

Dr.  Allison:  I think  that  everybody  that  comes 
to  you  with  some  question  about  acne  de- 
serves the  explanation  that  both  Dr.  Calloway 
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and  Dr.  Riley  have  gone  into.  To  me  this 
initial  interview  is  of  extreme  importance, 
both  for  the  parent  and  for  the  patient.  We 
have  a patient  here  who  demonstrates  the 
importance  of  acne.  He  has  all  of  the  lesions 
of  ordinary  acne,  plus  the  lesions  of  unusual 
acne.  You  can  perhaps,  over  the  television, 
see  some  of  the  oilv  shine  of  his  face.  He  has 
the  ordinary  pimples  that  the  patients  have 
and  he  also  has  blackheads.  You  can  see  large 
cystic  lesions  such  as  he  has  here.  There  are 
other  lesions  here  and  he  has  unusual  acne 
going  down  even  to  the  elbows.  The  lesions 
have  also  been  extensive  on  his  back.  You 
can  see  a large  pustular  lesion  here.  This  is 
all  skin  that  is  very  extensively  scarred.  He 
is  now  under  control  basically  with  a form  of 
therapy  that  we  will  talk  about.  This  gives 
you  a good  illustration  of  what  can  happen 
in  acne.  Patients  should  be  seen  when  they 
begin  to  have  acne  to  get  them  on  the  right 
road  and  the  right  understanding  and  to  make 
sure  that  they  do  not  progress  into  prevent- 
able stages  of  the  disease. 

Dr.  Calloway:  Dr.  Allison  is  quite  right.  1 
think  that  most  of  these  patients  are  con- 
cerned about  it  enough  to  see  a physician 
should  have  some  form  of  therapy.  Too  often 
patients  are  told  that  this  is  a condition  they 
will  outgrow,  a condition  of  teenage  which 
doesn’t  require  treatment.  So  “don’t  worry 
about  treatment.”  Meantime  when  these  pa- 
tients are  ignored,  when  they  do  not  have 
good  treatment,  they  get  many  of  the  bad 
scars  of  acne  and  they  become  emotionally 
disturbed.  I think  that  the  emotional  side  of 
this  whole  problem  is  one  of  the  most  im- 
portant things  of  all  to  consider. 

Dr.  Allison:  Dr.  Groom,  could  I just  agree 
with  Dr.  Calloway  very  emphatically.  The 
thing  that  I try  to  get  over  to  my  patients  and 
parents  is  that  acne  may  scar  physically,  but 
this  can  frequently  be  corrected  or  can  be 
accepted.  It  is  the  emotional  scarring  of 
acne  that  is  the  real  problem  we  are  con- 
stantly fighting. 

Dr.  Groom:  How  about  the  everyday  treat- 
ment of  acne?  You  mentioned  what  you  can 


do  to  prevent  scarring.  How  do  you  approach 
die  patient,  let’s  say,  with  a moderate  degree 
of  acne  in  adolescence? 

Dr.  Calloway:  I think  that  the  patient  first  of 
all  has  to  understand  that  it  is  generally  good 
for  him  to  get  more  sleep  and  more  rest.  It  is 
generally  good  for  him  to  keep  his  face  clean 
with  frequent  bathing,  to  keep  his  scalp  clean 
so  that  he  does  not  have  any  oil  or  dandruff, 
and  to  apply  certain  of  the  standard  medica- 
tions for  his  skin.  I do  not  overemphasize  the 
dietary  control.  I think  that  diet,  as  long  as 
one  doesn’t  eat  excessively  of  fats  and  sweets 
and  things  of  that  sort,  doesn’t  make  a great 
deal  of  difference.  There  are  a few  specific 
foods  which  the  average  patient  tolerates 
poorly,  such  as  chocolate,  Cola  drinks  some- 
times aggravate  acne.  I talk  to  my  patients 
about  this  and  tell  them  that  if  they  can 
demonstrate  that  chocolate  does  not  aggra- 
vate their  acne,  as  far  as  I’m  concerned,  they 
can  eat  chocolate  until  it  runs  out  of  their 
ears. 

Patients  should  not  pick  or  squeeze  at 
these  lesions  because  it  does  increase  the 
scarring.  I think  they  should  put  themselves 
in  the  hands  of  a physician  who  outlines  a 
schedule  of  treatment,  and  they  should  stick 
to  this  religiously. 

Dr.  Groom:  Do  you  believe  x-ray  has  any 
place  in  the  treatment  of  acne? 

Dr.  Calloway:  Well,  I’m  prejudiced  about 
the  use  of  x-ray  therapy.  I have  an  x-ray  ma- 
chine in  my  office  which  to  my  knowledge 
has  not  been  turned  on  for  the  past  six 
months,  not  only  for  acne  but  for  any  other 
conditions  of  the  skin.  I’m  not  in  a very  good 
position  to  discuss  this  except  to  say  that  I 
personally  do  not  use  x-ray  therapy. 

Dr.  Groom:  How  about  the  cleaning  and 
scrubbing  of  these  lesions?  Do  you  emphasize 
that?  And  do  antibiotics  play  a role  in  the 
treatment  of  acne? 

Dr.  Calloway:  Yes,  I think  that  although  this 
eruption  is  not  caused  by  a germ,  systemic 
antibiotics  are  useful  in  management.  The 
tetracyclines,  Declomycin,  Erythromycin 
many  of  these  preparations  are  useful  in 
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controlling  acne,  and  I cannot  explain  this 
since  it  is  not  an  infectious  disease. 

Dr.  Groom:  There  is  something  that  one 
might  say  masquerades  as  acne  called  kero- 
toacanthoma.  Dr.  Allison,  show  us  some  kero- 
toacanthoma,  will  you? 

Dr.  Allison:  Before  we  show  kerotoacanthoma, 
could  we  just  talk  one  minute  about  further 
therapy  for  acne?  Actually  before  saying 
therapy,  we  just  should  demonstrate  what 
you  can  do  to  aggravate  acne.  This  is  a pic- 
ture of  a young  man  who  has  an  acne  ten- 
dency, but  he  has  made  this  accumulation  of 
enlarged  pores  and  cystic  structures  simply 
by  picking  at  his  skin  with  a habit  mechan- 
ism. As  a form  of  therapy  we  have  used  der- 
mabrasion and  have  planed  over  this  skin  to 
smooth  it  down,  to  give  him  a better  cosmetic 
presentation.  Dermabrasion  is  something  that 
we  use  to  control  or  remove  some  of  the  scars 
of  acne. 

The  kerotoacanthoma  that  Dr.  Groom  men- 
tioned I think  is  a very  important  and  rela- 
tively new  lesion  that  we  have  recognized. 
The  importance  of  this  lesion  is  that  it  is  fre- 
quently mistaken  as  cancer,  both  by  the  pa- 
tient and  his  physician.  The  characteristic 
feature  of  this  lesion  is  that  it  comes  up 
rapidly,  within  two  or  three  months,  so  that 
it  seems  to  be  a rapidly  growing  cancer.  When 
it  is  excised  it  may  have  a picture  pathologic- 
ally which  is  very  difficult  to  distinguish  from 
a squamous  cell  carcinoma  unless  the  patholo- 
gist is  familiar  with  this  or  unless  you  give 
him  this  clinical  impression.  Ninety  percent 
of  these  lesions  will  probably  occur  on  the 
head  or  the  neck.  Here  is  one  on  the  back 
of  the  hand.  Both  of  these  lesions  have  been 
clinically  proven  to  be  kerotoacanthomas  and 
pathologically  were  kerotoacanthomas.  I do 
not  think  that  a clinical  diagnosis  alone  is 
sufficient.  They  must  be  proven  pathologic- 
ally. Here  is  a patient  (Fig.  18)  with  a lesion 
that  had  grown  within  two  months  and  he 
was  seen  by  a very  excellent  surgeon  who 
questioned  the  possible  diagnosis  of  a kero- 
toacanthomas. The  surgeon  recognized  that 
if  this  were  a cancer  he  would  have  to  prob- 


ably swing  a flap  to  cover  the  defect  ade- 
quately. A dermatologist,  suspecting  a kero- 
acanthoma,  simply  shaved  the  lesion  a little 
bit  below  the  surface  of  the  skin,  sufficient 


Filgure  18 
Keratoacanthoma. 


for  biopsy.  You  can  see  in  the  follow-up  pic- 
ture the  excellent  cosmetic  result  this  patient 
has  received. 

Dr.  Groom:  You  know  there  is  always  the 
swinging  of  the  pendulum  in  every  specialty 
of  medicine  and  I think  that  now  in  der- 
matology the  pendulum  might  be  swinging 
toward  some  new  ideas  about  damage  to  the 
skin  from  sunlight,  and  ultraviolet.  I find  that 
we  don’t  have,  let  us  say,  complete  agree- 
ment here  of  our  panelists  about  this.  Dr. 
Riley,  would  you  like  to  present  one  side  of 
the  picture  of  skin  damage  due  to  sunlight? 
Dr.  Riley:  There  is  some  evidence  that  sun- 
light— long  exposure,  heavy  sunburn — does 
produce  aging  and  definite  changes  in  the 
skin  that  not  only  can  be  identified  clinically 
but  can  be  identified  under  the  microscope. 
We  fear  that  this  aging  makes  one  predis- 
posed toward  skin  cancers  and  senile  kera- 
toses. One  of  the  reasons  we  don’t  like  to  talk 
about  this  and  one  of  the  reasons  that  I think 
Dr.  Groom  and  Dr.  Calloway  don’t  like  this 
subject,  is  that  they  are  sunbathers.  So  we 
don’t  quite  agree,  maybe,  for  that  reason. 
Dr.  Allison  will  show  slides  of  some  of  these 
lesions  in  heavily  sunburned  skin. 

Dr.  Allison:  Where  do  we  see  the  changes  ol 
sun  damage?  We  see  these  on  the  sun  exposed 
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areas,  and  this  is  a patient  who  has  pre-can- 
cerous  or  senile  keratotic  lesions  on  her  face. 
She  does  not  have  them  on  the  covered  part 
of  her  body.  We  can  see  in  the  next  picture 
the  neck  which  has  been  wrinkled  and 
creased  and  hyperpigmented  from  sun  dam- 
age, as  contrasted  to  the  normal  skin  over 
here  which  is  just  aged  skin  without  the 
damage  of  sunburn.  You  can  see  the  arm  of 
a patient  developing  pre-cancerous  and  can- 
cerous lesions  and  atypical  pigmented  areas 
from  chronic  sun  exposure.  Not  everyone  gets 
this  type  of  problem.  The  fairer  the  skin,  the 
greater  the  tendency  to  have  this  tvpe  of 
problem.  An  albino  patient,  for  example, 
will  certainly  be  most  susceptible  to  sun 
damage. 

Now  this  is  a pathological  section  of  skin 
showing  that  the  normal  dermis  has  been  re- 
placed by  damaged  skin — a homogenous  pic- 
ture of  this  dermis  due  to  sun  damage.  Here 
on  the  blackboard  is  a simple  formula  for 
a sun  screening  preparation.  There  are  also 
acceptable  preparations  on  the  market  that 
can  be  used  to  prevent  sun  damage.  This  is 
one  which  can  be  prescribed: 


PABA 
Dist.  FLO 
Hydrophilic  Ungt. 


4 5 

6 

6 0 


Water  Washable  Base  q.s.  30 


Mix:  Levigate  PABA  with  IDO.  Add  hydro- 
philic ungt.,  then  Water  Washable  Base. 
Sig:  Sun  protective  ointment. 

Actually,  any  type  of  covering,  whether  it  is 
plain  talcum  powder  or  any  type  of  makeup 
will  help  to  prevent  sun  damage. 

Dr.  Groom:  It  just  seems  to  me  that  in 
nature  the  human  organism  is  subjected  to 
sunlight  ordinarily — and  actually,  in  our  civ- 
ilization, much  less  than  in  nature.  Do  you 
think  that  the  sun  is  so  deleterious  to  your 
skin,  Dr.  Calloway? 

Dr.  Calloway:  I don’t  think  there  is  any  ques- 
tion but  that  the  incidence  of  cancer  of  the 
skin  in  Texas  and  Oklahoma,  for  example,  is 


much  greater  than  it  is  in  the  New  England 
States.  Up  there  they  have  about  2400  hours 
of  sunshine  a year  and  Oklahoma  and  Texas 
have  3600  hours  of  sunshine  per  year.  Under 
those  circumstances  there  is  more  skin  can- 
cer in  Texas  and  Oklahoma  for  example  than 
there  is  in  New  England.  There  is  always 
another  possibility,  however,  that  they  may 
have  a different  kind  of  person  who  lives  in 
that  area.  It  is  also  well  known  that  people  of 
Scotch  ancestry  are  more  likely  to  have 
actinic  or  sunlight  keratosis  and  these  actinic 
changes  in  the  skin  than  are  people  from 
Italy  or  more  darkly  pigmented  or  darkhaired, 
brown  eyed  races.  I still  go  about  the  sum- 
mer enjoying  myself.  I do  not  stay  out  of  the 
sunshine  completely.  I think  perhaps  I have 
the  kind  of  skin  which  will  tolerate  this  kind 
of  sunshine.  On  the  other  hand,  if  I were  a 
blue-eyed  blond  or  redhead,  if  I did  have  a 
Scotch  type  of  skin,  I would  most  certainly 
avoid  excessive  sunshine  and  I would  use  a 
sun  screen  when  I was  out  in  the  sun. 

Dr.  Groom:  Yes,  but  are  there  not  two  differ- 
ent things  here  that  we  are  talking  about? 
One  is  the  development  of  keratoses  and 
malignancy  and  the  other  is  Dr.  Riley’s  con- 
cept of  the  premature  aging  and  wrinkling 
of  the  skin. 

Dr.  Riley:  I think  that’s  an  important  point 
as  far  as  women  are  concerned.  If  you  are  in 
the  sun  a lot,  I think  there  is  evidence  that 
you  do  wrinkle  more.  Maybe  that’s  a debat- 
able point,  but  in  Charleston  where  people  are 
out  at  the  beach,  skiing,  with  many  hours  of 
heavy  sunshine,  I think  they  should  be 
warned  against  damage  to  their  skin  by  sun- 
light. 

Dr.  Calloway:  As  a matter  of  fact,  this  is  well 
recognized  and  Dr.  Allison  showed  you  a 
histologic  picture  of  the  skin.  There  is  definite 
damage  from  sunlight.  It  happens  that  it  is 
in  the  upper  third  and  the  aging  usually  hap- 
pens in  the  middle  or  lower  part  of  the  skin. 
Dr.  Groom:  So  much  for  our  formal  discus- 
sion. We  come  now  to  the  informal  part  of 
this  program,  which  is  the  question  and 
answer  portion.  While  we’re  waiting  for  the 
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questions  to  get  underway,  we  should  give 
some  thought  to  an  ever  present  problem 
which  perhaps  some  of  the  younger  mem- 
bers of  the  profession,  including  some  of  us 
here  on  the  panel,  perhaps  need  to  be  re- 
minded occasionally.  That  is  something  said  by 
William  Osier  many  years  ago,  that  “syphilis 
is  the  great  imitator.”  Indeed,  many  of  the 
lesions  discussed  here  this  evening  do  need 
to  be  differentiated  from  syphilis.  As  a matter 
of  fact,  just  a few  years  ago  when  I was  in 
medical  school  ( which  isn’t  too  long  ago,  I 
keep  telling  myself;)  the  specialty  was  one 
of  dermatology  and  syphilology,  so  inter- 
twined are  these  two  fields.  We  are  going  to 
show  for  the  next  three  minutes  some  ex- 
cerpts from  a very  excellent  film.  But  before 
we  do  that,  let  me  turn  to  Dr.  Allison  and 
ask  him  how  prevalent  is  this  old  problem  of 
syphilis  today? 

Dr.  Allison : As  a help  in  introducing  part  of 
this  film,  we’ll  just  look  at  the  national  sta- 
tistics, and  these  are  international  statistics 
as  well  as  national.  The  rate  of  syphilis  came 
down  to  1954,  leveled  off,  then  in  1957  began 
to  increase  and  has  increased  steadily  to  date. 
Such  is  the  national  picture.  We  in  South 
Carolina  have  had  a similar  situation;  the  rise 
in  syphilis  has  been  alarming.  So  we  do  have 
syphilis  with  us  once  more. 

Dr.  Groom:  In  view  of  that  we  ought  to  show 
a few  excerpts  from  this  film  on  the  diagnosis 
of  syphilis. 

(A  film  on  syphilis  was  shown  here) 

Dr.  Groom : Ordinarily  we  don't  show  pre- 
pared films  on  these  programs  but  this  is  a 
very  excellent  film  entitled  “The  Identification 
of  Svphilis.”  It  is  a 30  minute  movie  available 
from  the  State  Health  Department. 

Now  to  the  questions  of  which  we  already 
have  quite  a few.  Our  first  question  comes 
from  Berkeley  County  and  I’ll  turn  it  to  any 
of  the  panelists  who  wishes  to  volunteer.  Is 
the  old  chrysarobin  ointment  used  for  the 
treatment  of  psoriasis  today? 

Dr.  Calloway:  I don’t  use  chrysarobin  because 
it’s  such  a tricky  preparation  that  i don  t 
know  how  to  use  it.  When  I have  tried  to  use 


it  in  the  past.  I’ve  had  lots  of  reactions  from 
it  and  accordingly  I use  crude  coal  tar  and 
the  other  preparations  because  I know  best 
how  to  use  them. 

Dr.  Allison:  Dr.  Groom,  I might  add  that  I 
use  this  but  only  in  my  office,  applying  it 
myself  to  the  patient.  I never  prescribe  it.  I 
think  it  is  still  a verv  useful  tool  if  used  with 
precaution. 

Dr.  Riley:  I don’t  use  it  at  all. 

Dr.  Groom:  A question  for  Dr.  Allison  re- 
garding the  treatment  of  pustular  dermatosis, 
asking  whether  systemic  antibiotics  are  in- 
dicated in  the  treatment. 

Dr.  Allison:  If  the  questioner  means  by 

pustular  dermatoses  those  like  impetigo,  there 
was  a very  interesting  article  in  a recent  issue 
of  the  New  England  Journal  of  Medicine  ap- 
parently showing  proof  that  systemic  anti- 
biotics are  of  help.  The  average  case  of 
impetigo  that  I see  in  my  office  can  be  cleared 
up  without  systemic  antibiotics.  But  if  there 
is  any  question,  antibiotics  systemically  cer- 
tainly do  help  in  the  more  severe  or  unusual 
cases.  I think  we  must  realize  that  all  pustular 
dermatoses  are  not  infectious,  particularly 
those  on  the  palms  and  soles.  They  are  not 
infectious  lesions  and  antibiotics  do  not  help 
them. 

Dr.  Calloway:  I will  disagree  to  some  extent 
with  that.  I think  that  many  impetigo  patients 
can  be  controlled  but  that  too  often  people 
who  have  infected  chicken  pox  or  dew  sores 
or  scabies  or  whatever  the  eruption  is,  are 
allowed  to  go  without  systemic  antibiotics 
and  many  of  those  people  have  developed 
acute  glomerulonephritis,  with  evidence  of 
kidney  damage.  So  unless  the  impetigo  or 
dermatoses  responds  quickly,  the  patients 
should  be  put  on  systemic  antibiotics  and 
maintained  on  them. 

Dr.  Groom:  We’d  better  move  on  to  some  of 
these  other  questions.  This  one  from  Shaw 
Air  Force  Base  is  directed  principally  to  Dr. 
Riley:  “If  a patient  comes  into  the  office 
denying  a history  of  syphilis  but  is  weakly 
serum  positive  and  has  a Reiter  Protein  Com- 
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plement  Fixation  positive,  how  would  you 
treat  and  what  would  you  do?” 

Dr.  Riley:  I think  first  you’d  want  to  be  sure 
this  patient  had  no  physical  sign  bv  a good 
cutaneous  examination  of  any  suspicious 
luetic  lesions.  If  I had  nothing  else  to  support 
my  diagnosis,  I would  certainly  repeat  the 
VDRL  and  the  KRP.  Of  course  if  they  came 
back  negative  or  increased  in  title,  1 think 
this  would  answer  the  question  one  way  or 
the  other.  If  I got  the  same  answer  back, 
both  weakly  positive,  I think  I would  do  a 
lumbar  puncture  on  this  patient. 

Dr.  Groom:  You  mean  a spinal  fluid  examina- 
tion? 

Dr.  Calloway:  Right,  and  if  the  fluid  was 
negative,  I would  give  a small  dose,  4.8  mil- 
lion units  of  penicillin.  Of  course  if  the  fluid 
was  positive,  you  would  give  the  larger 
dosages  we  use  for  CNS  syphilis. 

Dr.  Groom:  Will  no  one  of  the  panelists  put 
in  a word  for  the  treponema  immobilization 
test?  Is  that  still  with  us?  What  do  you 
think? 

Dr.  Calloway:  Well,  the  treponema  immobili- 
zation test  is  with  us,  but  it  sometimes  takes 
from  two  to  six  weeks  to  get  this  back  as  it 
requires  the  blood  being  sent  to  Atlanta  to 
the  Communicable  Disease  Center.  If  I had 
such  a patient,  and  the  laboratory  tests  were 
as  presented  by  the  questioner  and  by  Dr. 
Riley,  I think  1 would  go  ahead  and  treat  this 
patient.  I would  not  commit  the  patient  to  a 
diagnosis  of  syphilis  but  I would  commit  the 
patient  to  a complete  course  of  penicillin 
therapy  for  syphilis. 

Dr.  Groom:  You  make  a significant  distinction 
there. 

Here  is  another  question,  changing  the  sub- 
ject a bit:  “What  are  the  dangers  in  the  use 
of  continuous  steroid  therapy  in  infants  such 
as  those  with  chronic  eczema?”  Who  would 
like  to  tackle  that  one? 

Dr.  Allison:  I do  not  care  to  put  anyone  on 
steroid  therapy  systemically  unless  I have  to. 

I think  it  is  a dangerous  treatment  if  it  has  to 
be  continued  for  any  length  of  time.  As  far  as 
topical  therapy  is  concerned,  1 am  not  at 
all  afraid  of  absorption  from  topical  therapy. 


If  you  need  to  use  enough  topically  to  get 
absorption,  then  your  patient  needs  it  and 
you’re  not  going  to  mind  the  slight  absorption 
that  you’ll  get  from  the  steroid.  Occasionally 
our  severe  atopic  infants  do  have  to  be  put 
on  systemic  steroids  by  mouth,  but  for  only 
short  periods  of  time. 

Dr.  Groom:  Would  you  add  anything  to 
that? 

Dr.  Calloway:  I would  agree  that  on  rare 
occasions  it  may  be  necessary  to  put  children 
on  steroids  but  I think  you’re  defeating  the 
purpose  unless  you’re  forced  into  it  because 
so  many  times  we  have  built  up  the  explana- 
tion for  the  parents  that  this  is  a condition 
they’re  going  to  have  to  manage  and  control 
for  the  rest  of  their  lives,  that  they  cannot 
necessarily  expect  any  dramatic  cures,  and 
then  we  give  steroids  and  the  child  is  all  well 
for  a week  or  two  and  it  destroys  the  basic 
philosophy  of  local  and  continuous  treatment. 
Dr.  Groom:  This  question  is  directed  to  Dr. 
Calloway,  and  a very  practical  one  it  is:  “In  a 
child  with  a diagnosis  of  eczema,  how  long 
would  you  hold  off  on  vaccination? 

Dr.  Calloway:  I would  hold  off  on  vaccination 
as  long  as  the  child  had  the  eczema.  I think 
that  the  risk  of  a patient  getting  smallpox  in 
our  country  today  is  remote  and  I think  that 
the  chance  of  getting  into  serious  difficulty 
by  vaccinating  a child  with  active  eczema 
is  great.  One  of  the  things  that  one  must  not 
do  is  to  give  a child  large  doses  of  steroids  to 
get  the  eczema  under  control  and  then  mis- 
takenly believe  that  now  vaccination  can  be 
done.  Those  are  the  cases  that  really  get  into 
difficulty.  The  child  who  is  on  large  doses 
of  steroids  and  gets  vaccination  may  get  a 
generalized  eczema  vaccination  which  can 
be  fatal.  For  the  child  who  has  eczema,  I 
would  just  wait  until  he  is  seven,  eight,  nine, 
ten,  eleven,  or  twelve  years  old  before  I 
would  bother  about  giving  him  smallpox  vac- 
cination. 

Dr.  Groom:  “For  patients  with  atopic  derma- 
titis who  have  received  routine  treatment  in- 
cluding hydrocortisone,  what  other  treatment 
would  you  prescribe,  and  how  much  and  how 
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long  would  one  use  the  other  preparations?” 
Dr.  Riley:  I assume  that  he  means  that  the  pa- 
tient has  had  local  steroids  which  is  what 
everyone  tries  first,  I’m  sure.  But  local  ster- 
oids alone  are  certainly  not  the  answer  in 
handling  the  atopic  patient.  His  local  care  in- 
cludes careful  bathing  habits  ...  by  that  I 
mean  avoiding  irritating  soaps.  I prefer  one 
of  the  oil  baths  and  one  of  the  milder  soaps: 
if  I can  mention  trade  names,  such  things  as 
Lowila  and  Aveeno  soap.  I think  that  how 
they  bathe  in  the  winter  is  important.  Tar  is 
still  an  excellent  drug  and  to  be  used  in  the 
atopic  (when  they  are  not  in  the  acute 
phase)  if  they  have  a lot  of  itching  and 
thickened  lesions.  Using  tar  ointments  in  zinc 
oxide  bases  is  still  an  important  part  of  the 
local  care  of  the  atopic.  I combine  this  with 
local  steroid  therapy. 

Dr.  Allison:  There  is  another  angle  to  this. 
If  the  questioner  meant  that  I have  tried  all 
of  this,  what  do  I do  now,  I would  suggest 
before  you  put  this  patient  on  systemic  corti- 
sones,  to  put  him  in  the  hospital.  A break 
from  his  environment,  a chance  to  get  con- 
centrated treatment,  is  frequently  of  tremen- 
dous help.  I liken  it  to  one  of  the  best  treat- 
ments for  hypertension,  that  is  putting  the 
patient  to  bed  and  giving  him  rest.  Frequently 
this  alone  will  bring  his  blood  pressure  down. 
The  same  thing  is  true  of  many  of  our  severe 
atopies. 

Dr.  Riley : Let  me  add  one  other  thing.  I 
think  that  these  people  need  antipruritic  help 
by  things  they  can  take,  such  as  sedation,  mild 
sedation,  and  I think  antihistamines  in  large 
doses  help  the  puritus  in  the  atopic  patient. 
Dr.  Groom  : How  about  anti-pruritics  now  that 
you  mention  that?  Do  you  have  any  particular 
suggestions  on  anti-pruritics? 

Dr.  Riley:  Well,  locally  we  are  already  using 
them  when  we  use  the  cortisone  cream  or 
when  we’re  using  the  tar  preparations. 
Systemically,  I use  antihistamines  — the 
usual  ones — in  large  doses,  and  I use  things 
like  Atarax  as  a sedative.  Or  good  old  chloral 
hydrate  is  hard  to  beat.  Dermatologists  like 
chloral  hydrate,  a 10H  solution.  I think  those 


are  my  favorites  as  far  as  systemic  control  of 
pruritus  is  concerned. 

Dr.  Groom:  No  mention  of  calamine  lotion 
here  tonight? 

Dr.  Riley:  Not  from  me.  How  about  the 
others? 

Dr.  Groom:  Calamine  has  gone  by  the  board. 
That  seems  to  be  the  concensus. 

This  question  brings  up  something  new  in 
dermatology,  I think,  relatively  new,  bearing 
on  the  metabolic  processes  giving  rise  to  pig- 
mentation. How  about  suntan  pills?  Who 
would  like  to  tackle  that? 

Dr.  Allison:  I’ll  volunteer  for  this  one.  Suntan 
pills  to  me  have  been  grossly  over-advertised. 
We  do  have  drugs  of  the  Oxsoralen  or  psora- 
len group  that  will  speed  up  the  whole  tan- 
ning process.  But  what  is  not  adequately 
brought  out  in  the  advertisement  is  that  it 
speeds  up  the  sunburning  process  also.  So  you 
can  sunburn  as  well  as  suntan.  I believe  that 
there  has  been  excellent  work  to  show  that 
you  will  not  protect  from  carcinogenesis  by 
using  these  tablets  in  that  you’ve  got  to  get 
in  the  sunlight  before  they  give  you  any  tan 
or  any  help.  I do  not  recommend  them  for 
this  purpose. 

Dr.  Riley:  I think  so  many  people  now  use 
the  preparations  that  tan  you  without  sun 
and  labor  under  the  illusion  that  these  do 
give  you  some  protection,  and  they  don’t. 

Dr.  Groom:  Earlier  Dr.  Calloway  said  that 
his  x-ray  machine  was  gathering  dust  in  the 
corner  . . . that  it  just  hadn’t  been  turned  on 
for — how  many  years  did  you  say?  How 
about  skin  cancer  . . . do  you  turn  it  on  once 
in  a while  for  that? 

Dr.  Calloway:  Yes,  I should  have  said  that  I 
think  that  x-ray  therapy  is  over  used  for  in- 
flammatory conditions,  eczematous  dermato- 
sis, eczema  of  the  hands  and  things  of  that 
sort.  1 do  think  that  x-ray  should  be  used  in 
any  type  of  malignancy  of  the  skin.  The  der- 
matologist is  well  qualified,  he  is  trained,  he 
takes  an  examination  to  demonstrate  that  he 
is  capable  of  using  the  x-ray  therapy  in  all  of 
these  conditions,  and  I think  that  x-ray  ther- 
apy for  malignancy  is  indicated  for  the  der- 
matologist. 
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Dr.  Groom:  A somewhat  similar  question: 
“Is  there  a place  for  surgery  in  the  treatment 
of  plantar  warts?” 

Dr.  Calloway:  Well,  I think  that  plantar  warts 
many  times  recur  after  surgery.  Many  times 
the  scar  produced  by  surgery  is  just  as  pain- 
ful as  the  wart  itself  . I personally  believe  that 
surgery  of  plantar  warts  should  be  one  of 
the  later  treatments  and  not  one  of  the  first 
treatments. 

Dr.  Groom:  And  this  one  to  Dr.  Riley.  In 
just  about  one  minute,  Kathleen,  could  you 
give  your  typical  daily  program  for  the  treat- 
ment of  acne? 

Dr.  Riley:  Well,  as  far  as  local  care  is  con- 
cerned, I advise  patients  to  wash  the  face 


three  times  a day  using  a cleansing  soap 
such  as  Fostex  or  AeneDome  cleanser,  fol- 
lowed by  use  of  an  astringent  such  as  a 
camphor-boric  acid  and  alcohol  combination 
or  SeBa-Nil.  At  night  we  use  a sulphur  oint- 
ment preparation  and  there  are  a great  num- 
ber of  them  on  the  market:  One  of  the 
stronger  ones  is  Sulpho-Lac,  and  milder  ones 
Sulforcin  and  Fostil.  But  there  are  many  of 
them  which  can  be  used  at  night.  This  is  a 
basic  program  to  start  with.  It  has  to  be  in- 
dividualized to  suit  the  patients’  skin  accord- 
ing to  how  greasy  it  is. 

Dr.  Groom:  Thanks  to  our  panelists  for  these 
discussions  of  some  common  dermatological 
problems. 


MEDICAL  TELEVISION 

Thursday  and  Friday,  October  3rd  and  4th,  1963,  8-9:30  P.  M. 
on  South  Carolina’s  Educational  Television  Network. 

THYROID  DISEASES 

Panel:  Guest  Speaker — Dr.  Kenneth  R.  Crispell,  Prof,  of  Medicine 
Univ.  of  Virginia  School  of  Medicine 
Charlottesville,  Va. 

From  the  Medical  College  of  South  Carolina: 

Dr.  John  C.  Hawk,  Jr. 

Dr.  Maria  G.  Buse 

Dr.  Dale  Groom,  Moderator 
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President’s  Page 

At  the  last  Annual  Meeting  it  was  disclosed  that 
there  is  a substantial  number  of  physicians  practicing  in 
the  state  who  are  not  members  of  the  South  Carolina 
Medical  Association.  Exactly  how  many  doctors  fall  into 
this  group  we  do  not  know,  but  the  recent  requirement 
of  the  State  Board  of  Medical  Examiners  for  re-registra- 
tion should  make  available  more  accurate  figures  and 
perhaps  a list  of  those  who  fall  into  this  category. 

Why  this  should  be  so  we  are  not  sure.  An  Ad  Hoc 
Committee  on  Membership  has  been  appointed  to  try 
and  find  out  the  reasons  why  so  many  doctors  have  not 
associated  themselves  with  County  and  State  organiza- 
tions, and  before  the  year  is  out  we  hope  to  have  some  of  the  answers. 

The  South  Carolina  Medical  Association  should  certainly  be  able  to  sell  itself  to  the  prac- 
ticing physicians  of  the  state.  If  we  cannot  do  this,  how  can  we  hope  to  sell  ourselves  to  the 
general  public?  The  Association  offers  its  members  a number  of  group  insurance  opportunities 
— life,  health  and  professional  liability — with  greater  benefits  than  can  be  obtained  on  an  in- 
dividual basis.  A program  of  Public  Relations  is  constantly  trying  to  improve  the  stature  of  the 
physician  in  the  public  eye.  A greater  interest  and  participation  in  the  continuing  education 
of  the  physician  has  developed,  and  the  Association  is  delving  into  ways  in  which  its  effective- 
ness can  be  enhanced.  The  Council  is  the  watchdog  for  the  doctor  in  opposing  objectionable 
legislation.  The  establishment  of  the  Blue  Cross  and  Blue  Shield  plans — of  benefit  to  the  prac- 
ticing physician  as  well  as  a service  to  the  public — was  motivated  by  the  South  Carolina  Med- 
ical Association.  The  amicable  settlement  of  disputes  between  physician  and  patient  is  the 
duty  of  the  Mediation  Committee.  The  Liberty,  the  Health,  and  the  Happiness  of  every  phy- 
sician in  the  state,  as  well  as  every  citizen  of  South  Carolina,  is  of  vital  concern  to  the 
South  Carolina  Medical  Association. 

The  Committee  on  Membership,  with  Vic  Branford  of  Dillon  and  Bob  Clark  of  Due 
West  as  Co-Chairmen,  has  a representative  from  each  district  of  the  state.  It  will  be  their 
duty  to  go  into  each  county  to  ascertain  why  any  practicing  physician  is  not  a member  of 
his  County  and  State  organizations,  and  to  recommend  to  the  House  of  Delegates  means 
for  obtaining  a full  complement  of  membership  over  the  state.  If  there  is  dissatisfaction  we 
should  know  the  reason.  It  is  hoped  that  each  member  of  the  Association  will  constitute 
himself  an  associate  of  the  Committee  and  report  his  findings  to  one  of  the  Chairmen;  only 
in  this  way  can  our  goal  of  100'/  membership  be  achieved. 


Robert  Wilson,  M.  D. 
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Editorials 


Is  There  A Need  For  AAPS? 

At  this  time  there  are  an  ever-increasing 
number  of  organizations  to  which  members  of 
the  medical  profession  are  asked  to  contribute 
or  join  for  professional,  ethical,  political, 
social,  cultural  or  recreational  reasons.  Our 
county  medical  societies,  state  Medical  Asso- 
ciation, and  the  American  Medical  Associa- 
tion are  professional  bodies  and  through  their 
various  committee  sections  and  formally  or  in- 
formally organized  groups  provide  coverage 
of  a sort,  or  interests  and  information  which 
should  seem  to  be  sufficient.  Yet,  when  it  ap- 
pears that  the  medical  profession  has  at  stake 
the  loss  of  some  of  the  rights  and  prerogatives 
of  its  individual  members  because  of  political 
action,  then  because  of  the  non-partisan  as- 
pects of  the  above  organizations  from  a politi- 
cal action  point  of  view,  it  has  became  ap- 
parent that  on  such  occasions  in  order  to  pre- 
sent a strong  voice  or  unified  support  on  a 
broad  basis  for  a definite  issue,  or  for  a 
specific  political  candidate,  then  other  or 
different  organizations  are  needed.  SCALPEL 
as  a state  organization  of  physicians  entered 
actively  in  the  last  political  campaign  in  the 
state.  The  times  being  what  they  are,  with 
social  forces  attempting  to  change  the  eco- 
nomic patterns  and  perhaps  even  eventually 
the  form  of  government  under  which  we  are 
now  organized,  they  demand  the  continuation 
and  support  of  partisan  or  political  action 
organizations  by  members  of  the  medical 
profession  in  this  state. 

The  forces  of  socialism  are  not  confining 
their  attack  to  the  practice  of  medicine,  but 
as  a group  with  a dynamic  political  philoso- 
phy are  pushing  ahead  in  all  areas  of  our  na- 
tional life  and  social  structure. 

The  American  Association  of  Physicians  and 
Surgeons  is  a professional  society  which  ser- 
ves organized  medicine  on  a national  level  by 
opposing  socialism  and  legislative  actions  de- 
signed to  promote  socialism  in  all  areas,  not 


just  those  that  relate  to  the  practice  of  medi- 
cine. Its  aims  are  to  protect  the  freedoms 
under  the  Constitution  and  Bill  of  Rights 
of  all  of  our  citizens,  and  not  just  those  of 
physicians,  but  also  their  patients.  It  has  been 
organized  long  enough  to  have  accumulated 
experience  as  a group  and  is  efficient  in  pro- 
viding information,  proper  guides  for  action, 
and  ability  to  recognize  and  alert  its  members 
to  the  various  political,  legislative,  and  propa- 
ganda efforts  that  encourage  or  promote 
socialistic  schemes. 

AMPAC  has  broadened  its  approach  in  re- 
cent years,  but  is  yet  to  really  free  itself  of 
being  confined  essentially  to  the  arena  of 
fighting  against  socialized  medicine. 

This  editorial  is  being  written  to  urge  you 
as  members  of  the  South  Carolina  Medical 
Association  to  consider  seriously  and  acquaint 
yourselves  with  the  philosophy,  organization, 
and  informational  services  provided  the  mem- 
bers of  the  AAPS  on  a national  basis,  and  its 
dynamic  qualities  in  providing  continuing  and 
vigilant  attacks  against  socialism  at  all  levels, 
but  especially  in  the  legislative  halls  in  Wash- 
ington, where  it  has  witnesses  and  observers 
who  study  the  testimony,  presentations  and 
proposed  legislative  bills  in  the  various  Con- 
gressional hearings  and  advise  the  members 
about  the  progress  of  these  hearings  and  pro- 
posed bills. 

A recent  Cuban  physician-refugee  in  an 
interview  in  Cleveland  was  quoted  as  stating, 
“We  were  too  interested  in  our  own  affairs 
to  bother  about  understanding  politics  or 
political  philosophy  until  it  was  too  late.” 

The  ebb  and  flow  of  the  tides  of  life  can 
drown  the  lazy  one  or  carry  the  thoughtless 
one  far  to  sea  before  he  is  even  aware  that 
there  is  a strong  current  developing.  It  is  not 
just  November  1964  that  should  attract  our 
attention,  but  what  is  transpiring  now,  next 
month,  next  December,  and  every  day.  The 
forces  of  socialism  have  been  organized. 
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working,  retreating,  re-grouping  and  re-at- 
tacking the  American  philosophy  of  a con- 
stitutionally organized  republic  since  1870, 
and  their  political  force  has  been  undim- 
inished and  unrelenting  in  this  attack  since 
1933.  Unless  an  appreciation  of  the  ramifica- 
tions and  tentacles  of  this  power  structure  and 
its  influence  is  had  and  countered,  the  battle 
will  be  lost  because  of  the  unrecognized 
strategems  of  conquest  by  way  of  Trojan 
horses  in  every  area  of  government,  including 
those  related  purely  to  advisory  and  educa- 
tional endeavors  at  local,  state,  as  well  as  na- 
tional levels.  Pious  declarations  today  are  of 
no  avail.  Understanding  the  evils  and  stand- 
ing against  them  fearlessly  and  doggedly  are 
the  only  actions  left  to  take.  The  AAPS  can 
provide  the  maps  and  strategy  to  help  in  this 
campaign. 

Vince  Moseley,  M.  D. 


Now,  these  companies  are  all  reputable  and 
all  have  contributed  major  advances  to  medi- 
cine in  the  past.  They  did  not  take  their  ac- 
tion because  their  drugs  would  not  have  met 
Federal  requirements.  They  made  these 
changes  because  the  burden  of  the  new  law 
was  too  great. 

The  reports  filed  on  a single  drug  by  one 
maker  to  conform  to  the  regulations  totaled 
8,000  pages.  These  pages  had  to  be  written  by 
highly-trained  clinical  personnel — in  lieu  of 
other  uses  for  their  time.  That  is  both  costly 
and  wasteful.  Another  reason  given  for 
lessened  research  was  that  physicians,  who 
used  to  test  new  drugs,  had  refused  to  do  so 
because  of  the  new  paper  work  involved. 

A silly  sidelight,  but  a serious  one,  is  that 
labeling  requirements  have  made  some  re- 
search on  patients  impossible.  The  placebo 
which  is  used  instead  of  a drug  on  patients 


Bad  Medicine 

Last  year,  critics  warned  that  amendments 
to  the  Pure  Food  and  Drug  laws  then  under 
consideration  woidd  not  contribute  much  to 
the  protection  of  the  public,  but  that  they 
might  hinder  the  development  of  new  drugs 
to  cure  man’s  ills  and  ease  his  pains. 

The  tragic  thalidomide  cases  were  in  the 
public  eye  at  the  time.  The  photos  of  de- 
formed children  were  more  moving  than 
rational  arguments.  It  was  even  lost  sight  of 
that  thalidomide  had  been  barred  from  sale 
in  this  country  under  laws  already  on  the 
books. 

Now  we  are  learning  the  extent  of  the  dam- 
age the  new  legislation  is  causing.  In  a speech 
to  the  Conference  of  the  Federal  Bar  Associa- 
tion in  Washington,  Dr.  Austin  Smith,  Presi- 
dent of  the  Pharmaceutical  Manufacturers 
Association,  told  of  a survey  of  10  leading 
drug  manufacturers. 

A single  company  stopped  clinical  research 
on  50  of  its  67  projects.  Another  company 
stopped  investigation  of  90  drugs  after  it  had 
almost  completed  work  on  20  of  them.  Two 
midwestern  drug  makers  closed  their  research 
departments.  Others  reported  that  they  were 
moving  their  research  activities  abroad. 


The  8,000  pages  pictures  above  represents  the 
required  material  submitted  to  the  Food  and 
Drug  Administration  in  Washington  by  Eli  Lilly 
and  Company  in  application  for  approval  of  a 
new  drug.  Much  of  this  represents  coded  data 
individually  reported  on  the  1888  patients  who 
used  the  drug.  This  mass  of  material  replaces 
summaries  previously  required.  Current  require- 
ments pose  a tremendous  burden  on  the  pharma- 
ceutical manufacturer. 
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to  make  sure  that  it’s  the  drug  and  not  the 
patient’s  attitude  that  causes  changes  in  his 
condition,  now  must  be  labeled  in  such  a way 
that  he  knows  when  he’s  getting  the  medicine 
and  when  he’s  getting  the  fake.  It  spoils  the 
experiments. 

Dr.  Smith  reported  that  Food  and  Drug 
officials  were  taking  all  of  the  180  days  al- 
lowed to  render  decisions,  then  sometimes 
calling  for  a change  in  the  report  which  gave 
them  another  180  days  to  work  in.  It’s  no 
wonder,  when  it  would  take  50  working  days 
just  to  read  an  8,000  page  report. 

So  the  “consumer  protection”  legislation 
already  has  made  drug  developments  more 
expensive,  cut  back  on  research,  delayed 
marketing  of  drugs  people  need  now,  and 
otherwise  undermined  American  leadership 
in  medical  progress. 

No  doubt  the  backers  of  this  legislation 
were  sincere.  But,  like  some  drugs,  their  law 
had  unforseen  side-effects.  It  would  be  nice  if 
Federal  controls  provided  easy  solutions  to 
our  problems,  but  they  don’t  seem  to  do  so. 


Delegates  Dilemma 

Some  of  our  younger  delegates  were  dis- 
tressed at  the  1963  meeting  of  the  House  of 
Delegates  at  the  rapidity  with  which  business 
was  transacted.  “Committee  reports,  resolu- 
tions, etc.,  are  disposed  of  so  rapidly  I don’t 
even  know  what  they  are  about  or  what  they 
recommend  so  how  can  I possibly  be  sup- 
posed to  vote  intelligently?”  one  delegate 
said  to  me.  Others  made  similar  complaints. 

I agreed  that  the  speed  was  indeed  rapid, 
but  that  when  committee  reports,  resolutions, 
etc.,  used  to  be  considered  in  detail  on  the 
floor  of  the  House  of  Delegates  the  time  re- 
quired was  disastrous,  virtually  leaving  no 
time  for  the  scientific  session;  that  each  re- 
port is  now  printed  in  full  in  the  Journal  be- 
fore the  meeting  of  the  House  of  Delegates 
and  should  be  studied  carefully  by  every  phy- 
sician, especially  those  reports  in  which  a phy- 
sician or  his  society  was  particularly  inter- 
ested, the  month  before  the  House  met;  that 
these  committee  reports  represented  extensive 
consideration  of  the  subject  by  the  appointed 


committees;  that  reference  committees  had 
been  resorted  to,  to  allow  further,  detailed 
hearings  to  anyone  interested  in  the  report, 
and  that  the  final  report  of  the  reference  com- 
mittees back  to  the  House  represented, 
usually,  a pretty  accurate  reflection  of  the 
action  the  House  should  take,  and  that  any 
delegate  was  free  to  oppose  the  recommenda- 
tions of  the  reference  committees  on  the  floor 
of  the  House  before  final  action  was  taken.  I 
also  pointed  out  that  any  member  was  com- 
pletely privileged  and  urged  to  appear  before 
the  reference  committees  and  express  his 
views,  whether  he  was  a delegate  or  not. 

For  two  or  three  months  before  the  1964 
meeting  I hope  every  county  medical  society 
will  urge  its  members  to  study  the  committee 
reports  in  the  Journal  when  they  are  printed, 
discuss  any  reports  in  which  they  are  inter- 
ested, and  have  their  delegates  go  to  the 
meeting  knowing  what  the  committee  reports 
are  going  to  be  and  what  the  feeling  of  their 
constituents  are  about  the  reports.  Then, 
when  a physician  or  a county  medical  society 
is  interested  in  a committee’s  action  the  dele- 
gates or  any  physician  should  make  it  a point 
to  attend  the  pertinent  reference  committee 
and  express  themselves  emphatically. 

Finally,  may  I urge  the  next  President  to 
have  the  reference  committees  and  the  sites 
of  meetings  allotted  them  printed  in  very 
large  letters  so  the  audience  of  the  House  can 
readily  see  which  reference  committee  is 
which  and  where  and  when  it  will  meet. 

Norman  O.  Eaddy,  M.  D. 


Seat  Belts  and  Harnesses 

There  has  been  a fair  amount  of  conversion 
to  the  use  of  seat  belts  as  a lifesaving  measure 
for  the  driver  of  automobiles.  Now  we  are  told 
that  seat  belts  are  not  sufficient  and  that 
shoulder  restraints  would  carry  protection  to 
the  logical  limit  in  order  to  prevent  “secondary 
collision.”  Maybe  with  all  the  rigging  required 
for  preserving  life  on  the  highways,  it  would 
be  better  to  stay  at  home  more  often  than  to 
be  dressed  up  like  an  astronaut.  The  man 
who  sits  and  stays  away  will  live  to  drive 
another  day. 
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Is  Someone  Watching  Your  Brain? 

DONALD  G.  KILGORE 
GREENVILLE,  S.  C. 


Most  physicians  are  only  too  familiar  with  the  more 
common  quacks  who  usurp  the  privileges  of  medical 
practice  with  insufficient  training.  Among  these  are 
chiropractors,  naturopaths,  “arthritis  specialists,”  mail 
order  laboratories  specializing  in  sink  tests,  self-styled 
nutritional  experts,  food  eultists,  and  self-anointed 
marriage  counselors.  However,  very  few  physicians 
have  any  knowledge  of  a new  form  of  quackery,  in- 
volving over  50,000,000  people  in  the  United  States, 
which  completely  overshadows  all  these  other  forms 
of  charlatanism.  A recent  book  entitled  “The  Brain 
Watchers”0  shines  a piteous  spotlight  on  the  multi- 
million dollar  psychological  testing  industry  “which 
all  too  often  has  lent  itself  to  shoddv  research,  sloppy 
techniques,  and  conformist  thinking  in  its  attempt  to 
serve  its  clients  and  make  a dollar.”  The  author  is 
not  concerned  with  psychiatrists  and  clinical  psy- 
chologists whose  long  years  of  training  enable  them 
to  recognize  the  deficiencies  and  limitations  of  psy- 
chological testing.  However,  he  vigorously  condemns 
unscrupulous  fast-buck  artists  who  have  appropriated 
and  used  psychologic  tests  without  fully  understand- 
ing their  intricacies.  In  many  large  companies  third 
rate  personnel  men  have  rapidly  and  painlessly  been 
transformed  into  psychoanalysts  by  taking  a three 
week  course  at  a resort  hotel  or  by  consulting  a 
dream  book  which  interprets  the  answers  to  a 
particular  test. 

How  widespread  is  this  menace?  Hiring,  firing, 
and  promotion  in  many  large  companies  may  rest 
completely  with  the  results  of  poorly  designed  psy- 
chologic tests  administered  by  incompetent  individ- 
uals. Among  the  corporations  who  have  swallowed 
this  bait  hook,  line,  and  sinker  are  such  industrial 
giants  as  Sears  Roebuck,  Standard  Oil  of  New 
Jersey,  Lever  Brothers,  National  Cash  Register,  IBM, 
and  many  others.  In  many  companies  everyone  from 
the  janitor  to  the  president  is  subject  to  the  meddling 
scrutiny  of  the  brain  watcher.  More  and  more  fre- 
quently, civil  service  promotions  for  local,  state,  and 
federal  employees  depend  on  the  results  of  psy- 
chologic tests.  Admissions  to  some  seminaries,  medical 
schools,  and  other  graduate  schools  require  psycho- 
logic testing.  The  California  Department  of  Educa- 
tion has  tested  all  school  children  for  over  ten  years, 
frequently  without  the  parents’  knowledge.  In  I960, 
half  a million  high  school  youngsters  took  a battery 
of  tests,  including  personality  inventories,  the  results 


of  which  will  go  to  their  schools  as  a part  of 
“Project  Talent,”  sponsored  by  the  U.  S.  Department 
of  Health,  Education,  and  Welfare. 

Apart  from  the  incompetence  of  the  testers,  many 
other  objections  are  noted.  ( 1 ) None  of  the  tests 
widely  used  today  has  shown  a significant  ability  to 
predict  who  will  or  will  not  be  a success  in  an  in- 
dustry or  profession.  (2)  Their  fetishism  to  find 
“the  Square  American.”  To  quote  the  author,  “The 
brain  watcher  in  his  servile  attempts  to  assuage 
management  and  live  off  its  largesse,  has  grasped  the 
current  inadequacies  and  foibles  of  each  occupation 
he  is  called  upon  to  test  and  used  them  as  his 
solemn  criteria.  The  personality  and  prejudices  of  the 
mean  working  doctor,  journalist,  sales  manager — 
rather  than  the  ideal — are  his  guidelines.”  ( 3 ) The 
author  expresses  amazement  at  the  ovine  acceptance 
with  which  most  people  allow  the  most  intimate  fea- 
tures of  their  personal  life  to  be  examined  by  these 
quacks.  As  he  points  out,  though,  most  successful 
men  learn  how  to  cheat  enough  on  these  tests  in  order 
that  they  may  conform  with  the  expected  ideal.  How- 
ever, he  is  genuinely  alarmed  at  the  use  of  these 
tests  for  children  who  are  not  sophisticated  enough 
to  cheat  successfully.  These  poor  children  may  be 
falsely  condemned  as  psychologic  incompetents  by 
individuals  whose  ability  to  administer  the  tests  may 
be  no  greater  than  that  of  the  child.  ( Without  your 
knowledge  and  permission,  would  you  like  your  child 
to  be  subjected  to  such  questions  as;  “This  girl  has 
bad  dreams.  Are  you  like  her?  Do  you  want  to  be 
like  her?  Which  parent  do  you  like  better?  Why? 
What  are  some  of  the  things  that  your  family  has 
done  to  embarrass  you?  What  are  the  strange  things 
you  hear  when  you  arc  alone?”) 

In  summary,  the  writer  has  produced  a book  which 
should  be  mandatory  reading  for  every  physician,  not 
only  because  of  the  unobtrusive  invasion  of  a medical 
field  but  also  as  an  invasion  of  the  rights  of  the 
individual  as  a citizen  and  a human  being.  While 
our  eyes  have  been  focused  on  the  dangers  of  the 
“Big  Brother”  of  Socialism,  the  “Big  Brother”  prob- 
ing and  judging  the  most  intimate  thoughts  of  over 
50,000,000  citizens  has  crept  up  on  us  unawares. 

°THE  BRAIN  WATCHERS.  By  Martin  L.  Gross. 

Random  House.  New  York. 
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News 


Dr.  James  Appointed  by  State  Board 
of  Health 

Dr.  Charles  A.  James  has  been  appointed  Clinical 
Director  of  the  Child  Evaluation  Clinic  operated  by 
the  Maternal  and  Child  Health  Division  of  the  South 
Carolina  State  Board  of  Health,  Dr.  G.  S.  T. 
Peeples,  State  Health  Officer,  announces. 

Dr.  E.  Kenneth  Aycock,  present  Clinical  Director, 
will  be  away  during  1963-1964  attending  Harvard 
University  School  of  Public  Health. 

Dr.  James  received  the  B.  S.  degree  from  the 
Citadel  and  the  M.  D.  degree  from  the  Duke  Univer- 
sity School  of  Medicine.  He  received  his  residency 
training  in  pediatrics  at  Johns  Hopkins  and  has  served 
two  years  in  the  Air  Force  stationed  at  Randolph 
Air  Force  Base,  Texas.  He  is  associated  in  private 
practice  with  Dr.  John  R.  Harvin  in  Columbia. 

The  Child  Evaluation  Clinic  is  located  at  1515 
Bull  Street,  Columbia. 


University  of  Tennessee  Offers  Continuing- 
Education  Courses 

Thirteen  courses  for  physicians  will  be  offered  by 
the  Department  of  Continuing  Education  of  the 
University  of  Tennessee  Medical  Units  during  the 
remainder  of  1963  and  the  first  half  of  1964. 

Scheduled  during  1963  are  Anesthesia  for  the 
General  Practitioner,  Sept.  2-6;  Endocrinology — 
Diagnosis  and  Treatment,  Oct.  9-11;  Pediatric  Hema- 
tology, Oct.  28-29;  Allergy,  Oct.  30-Nov.  1,  and 
Emergency  Surgery — Acute  Injuries,  Nov.  6-8. 

For  1964,  the  following  are  scheduled;  Radiology, 
March  9-13;  Surgery  of  the  Hand,  March  19-21; 
Obstetrics  and  Gynecology,  March  25-27;  Pediatric 
Allergy,  April  1-3;  Fractures  and  Dislocations,  May 
13-15;  Intensive  Review  of  the  Science  of  Anes- 
thesiology, May  18-22;  Psychiatry,  May  27-29,  and 
Emergencies  in  Medicine,  July  15-17. 


Annual  Meeting  of  AAPS 

The  20th  Annual  Meeting  of  the  Association  of 
American  Physicians  and  Surgeons  will  be  held 
October  10-12,  1963  at  the  Brown-Palace  Hotel, 
Denver,  Colorado.  The  speaking  program  will  be 
highlighted  by  the  address  of  U.  S.  Senator  Strom 
Thurmond. 


Dr.  James  Suggs  Joins  Dr.  Krueger 
in  Hartsville 

Dr.  James  Lewis  Suggs  has  become  associated 
with  Dr.  Kenneth  W.  Krueger  in  the  practice  of 
internal  medicine,  at  1101  North  Fifth  Street. 

(Dr.  Suggs,  a native  of  Conway,  did  his  under- 
graduate work  at  Wofford  College  from  1950  to  1954 
and  his  postgraduate  work,  during  the  next  two 
years,  at  the  same  institution. 


From  1955-59,  Dr.  Suggs  was  at  the  Medical  Col- 
lege of  South  Carolina  in  Charleston,  then  he  served 
his  internship  at  Jackson  Memorial  Hospital  in 
Miami,  1959-60.  From  1960  until  his  association  here 
with  Dr.  Krueger,  Dr.  Suggs  returned  to  the  Medical 
College  of  South  Carolina  for  his  residency  in  medi- 
cine. 


State  Board  of  Medical  Examiners 

At  the  June  meeting  of  the  State  Board  of  Medical 
Examiners  of  South  Carolina  interviews  were  held 
for  physicians  applying  for  medical  licensure  by 
endorsement  of  credentials.  Ten  applicants  were  li- 
censed to  practice  Medicine  and  Surgerv  in  the  State 
of  South  Carolina.  They  are  as  follows: 

Dr.  Joseph  W.  Black  graduated  from  Bowman 
Gray  School  of  Medicine  in  1959  and  is  licensed  in 
North  Carolina.  He  is  a pathologist  in  Anderson. 

Dr.  Donald  P.  Harris,  University  of  N.  C.  in  1961, 
is  licensed  in  North  Carolina.  He  is  in  general  prac- 
tice in  Summerville. 

Dr.  Robert  G.  Kiger  is  a 1958  graduate  of 
Vanderbilt  Medical  School  and  is  licensed  in  Ten- 
nessee. He  is  practicing  internal  medicine  in  Colum- 
bia. 

Dr.  Edward  E.  Kimbrough,  III  graduated  from 
Vanderbilt  in  1953;  he  is  licensed  in  Tennessee.  Dr. 
Kimbrough  is  an  orthopaedic  surgeon  in  Columbia. 

Dr.  Jean  H.  M.  Morgan  graduated  from  Woman’s 
Medical  College  of  Pennsylvania.  She  will  join  the 
faculty  of  the  Medical  College  of  S.  C.,  Dept,  of 
Medicine,  later  this  year. 

Dr.  Redden  L.  Parramore,  Jr.  is  a 1958  graduate 
of  the  Medical  College  of  Georgia  and  is  licensed  in 
Georgia.  He  will  begin  practicing  otolaryngology  in 
Charleston,  later  this  year. 

Dr.  Charles  C.  Pixley  graduated  from  the  Univer- 
sity of  Oregon,  class  of  1947,  and  is  licensed  in 
Pennsylvania.  He  expects  to  be  transferred  from  Fort 
Lee,  Va.  to  Ft.  Jackson  in  the  not  too  distant  future. 

Dr.  James  L.  Rollins  is  a 1962  graduate  of  the 
University  of  Tennessee  and  is  licensed  in  Tennessee. 
He  is  in  general  practice  in  Landrum. 

Dr.  Ilestley  D.  Stepp  graduated  from  Bowman 
Gray  School  of  Medicine  in  1959  and  is  licensed  in 
North  Carolina.  He  is  in  general  practice  in  Green- 
ville. 

Dr.  Robert  N.  Wilcox,  a 1954  graduate  of  the 
University  of  Kansas  School  of  Medicine,  is  licensed 
in  Kansas.  He  is  a radiologist  in  Conway. 


Psychiatric  Ward  To  Meet  Growing  Need 

Anderson  Memorial  Hospital  was  to  open  a psy- 
chiatric ward  on  its  seventh  floor  in  July. 

There  were  to  be  16  beds,  and  there  will  be  four 
full-time  nurses  and  one  part-time  nurse. 
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Dr.  Hartzog  Has  Retired  As  Health 
Director  Of  Two  Counties 

Dr.  L.  A.  Hartzog,  director  of  the  Bamberg  and 
Barnwell  County  Health  Departments  for  the 
past  16  years,  retired  from  public  health  July  1 and 
will  resume  private  practice  in  the  Olar  community 
where  he  was  born  79  years  ago  and  has  lived  ever 
since. 

The  silver-haired  physician,  with  an  enviable 
record  of  54  years  of  continuous  medical  service 
filled  with  a host  of  achievements,  not  the  least  of 
which  was  the  delivery  of  some  3,000  babies  born 
in  Bamberg  county,  including  a set  of  lusty-lunged 
quadruplets,  has  no  desire  to  just  sit  on  his  laurels 
and  watch  the  rest  of  the  world  go  by. 

Medicine  is  the  genial  doctor’s  hobby  as  well  as 
his  vocation,  and  he  is  looking  forward  to  continued 
service  in  the  years  ahead  by  keeping  morning  and 
evening  office  hours  in  his  beloved  Olar. 

He  graduated  from  the  Medical  College  of  South 
Carolina  in  the  class  of  1909  and  was  chosen  for 
the  coveted  honor  of  valedictorian,  a tribute  to  his 
silver-tongued  oratory,  which  has  made  him  one  of 
Bamberg  county’s  most  popular  speakers. 


Dr.  L.  P.  Varn  New  Bamberg  Health 
Director 

Dr.  Lucius  P.  Varn,  of  Branchville,  director  of  the 
Orangeburg  County  Health  Department  on  a part- 
time  basis,  also  became  director  of  the  Bamberg  and 
Barnwell  County  Health  Departments  on  a full- 
time basis  July  1.  In  the  new  assignment,  he  suc- 
ceeds Dr.  L.  A.  Hartzog,  who  is  retiring  after  having 
served  as  director  of  the  Bamberg  and  Barnwell 
units  since  1947. 

State  Board  of  Medical  Examiners 

The  State  Board  of  Medical  Examiners  of  South 
Carolina  held  written  examinations  at  the  Columbia 
Hotel  on  June  18,  19,  1963.  Seventy-five  physicians 
passed  the  written  examinations  and  have  been  li- 
censed. Most  of  the  physicians  were  recent  gradu- 
ates of  the  Medical  College  of  South  Carolina;  six 
were  graduates  of  other  medical  schools. 

The  successful  candidates  are  as  follows:  Drs. 

Julian  C.  Adams,  Columbia;  Albert  F.  Aiken,  Green- 
ville; Sidney  D.  Appel,  Charleston;  John  A.  Aycock, 
Jr.,  Rock  Hill;  Ralph  E.  Baker,  Jr.,  Bluffton;  Joseph 
D.  Balentine,  Greenville;  George  L.  Bass,  Jr.,  Colum- 
bia; John  N.  Bennett,  Walterboro;  Frank  W.  Berry, 
Jr.,  Rock  Hill;  William  C.  Boggs,  Lancaster;  Peter 
J.  Botzis,  Spartanburg;  Benjamin  C.  Bowen,  Clem- 
son;  James  B.  Bradley,  Jr.,  Moncks  Corner;  Charles 
B.  Carter,  Charleston;  Sandra  C.  Catoe,  Kershaw; 
Themistocles  J.  Chakeris,  Charleston;  Joe  T.  Chand- 
ler, Piedmont;  Robert  M.  Clark,  Walhalla;  William 
L.  Coker,  Jr.,  Turbeville. 

Also,  Drs.  George  A.  Colbert,  Jr.,  Georgetown; 
Clarence  T.  Cook,  Lake  City;  Ralph  E.  Cox,  Jr., 
Greenville;  Mixon  M.  Darracott,  Abbeville;  William 


K.  Dodd,  Round  O;  John  J.  Donoghue,  Beaufort; 
Walter  G.  Edwards,  Jr.,  Columbia;  Laurie  N.  Ervin, 
Dillon;  John  I.  Fishburne,  Jr.,  Charleston;  Charles 
T.  Goodson,  Hartsville;  Edward  C.  Haile,  Jr.,  Col- 
umbia; Charles  H.  Ham,  Jr.,  Darlington;  Harry  E. 
Heinitsh,  Spartanburg;  James  H.  Herlong,  Rock  Hill; 
Otis  M.  Hill,  Jr.,  Sumter;  Michael  L.  Hodge,  Olanta; 
William  O.  Holloway,  Ware  Shoals;  Thaddeus  E. 
Kelly,  Conway;  Henry  R.  Kuernmerer. 

Also,  Drs.  Joseph  Lee,  III,  Landrum;  Frank  F. 
Martin,  Newberry;  Henry  C.  Martin,  Liberty;  Samuel 
W.  McCalla,  Greenville;  Schubert  D.  McPhail,  Honea 
Path;  Henry  G.  Mealing,  Jr.,  North  Augusta;  Lorie 
W.  Moore,  Lake  City;  Nicholas  K.  Moore,  Columbia; 
George  S.  Nettles,  Summerville;  Roy  E.  Nickles,  Jr., 
Greenwood;  William  N.  Padgett,  Jr.,  Marion;  William 
G.  Porter,  Anderson;  Russell  B.  Prince,  Union;  Helen 
K.  Ringer,  Newberry;  Rion  M.  Rutledge,  Columbia; 
Gerald  E.  Sanders,  Bamberg;  Marshall  C.  Sasser, 
Conway;  Legrand  T.  Scott,  Jr.,  Florence,  George  B. 
Sibert,  Jr.,  Sumter. 

Also,  Drs.  John  M.  Smith,  Jr.,  Saluda;  Kate  E. 
Smith,  Lake  City;  Paul  B.  Smith,  Spartanburg;  Wil- 
liam B.  Spearman,  Easley;  Hunter  R.  Stokes,  Flor- 
ence; James  S.  Strong,  Jr.,  Due  West;  Katherine 
Stuckey,  Bishopville;  John  P.  Sutton,  Greenville; 
John  P.  Taylor,  Batesburg;  Walter  P.  Tiedeman,  III, 
Bamberg;  Thomas  L.  Tiller,  Jr.,  Florence;  Michael 
A.  Valverde,  Washington,  D.  C.;  George  H.  Varn, 
Jr.,  Abbeville;  William  T.  Ward,  Jr.,  Columbia; 
Asbury  H.  Williams,  Lake  City;  Eston  E.  Williams, 
Jr.,  Orangeburg;  Charles  G.  Zahler,  Columbia;  James 
W.  Mitchener,  Augusta,  Ga. 

The  next  written  examinations  of  the  State  Board 
of  Medical  Examiners  of  South  Carolina  are  sched- 
uled for  November. 


Dr.  John  Rickenbacker  Locates  in  Dillon 

Dr.  John  Rickenbacker  has  recently  moved  from 
Columbia  to  Dillon  and  opened  offices  at  602  N. 
4th  Avenue  for  the  practice  of  general  surgery. 

Dr.  Rickenbacker,  now  38,  served  four  years  of 
active  duty  with  the  U.  S.  Naval  Air  Force  in  World 
War  II.  He  received  his  pre-medical  education  at 
Catawba  College,  Salisbury,  N.  C.,  and  was  gradu- 
ated in  medicine  from  the  University  of  North  Caro- 
lina in  1954.  He  served  a one-year  internship  in 
Winston-Salem,  N.  C.,  and  then  began  several  years 
of  extensive  and  intensive  training  in  surgery. 

After  four  years  residency  in  pathology  and  gen- 
eral surgery  in  Charlotte,  N.  C.,  he  went  with  the 
Veterans  Administration  Hospital  in  Columbia,  where 
he  was  an  active  surgical  staff  member  and  quali- 
fied for  the  American  College  of  Surgeons  and  the 
American  Board  of  Surgery.  He  was  in  Columbia 
four  years  before  moving  to  Dillon. 


Mortgage  Burned,  New  Hospital  Planned 
in  Pickens 

At  the  monthly  meeting  of  the  hospital  board  of 
trustees  of  Cannon  Memorial  Hospital  in  Pickens, 
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a mortgage  was  burned  signifying  the  closing  out  of 
$95,000  indebtedness  which  the  hospital  and  its 
trustees  assumed  in  1957  when  they  bought  the 
institution  from  its  builder,  Dr.  E.  Gaine  Cannon. 
At  the  same  time  plans  were  being  made  for  the 
construction  of  another  hospital  to  take  care  of  the 
overcrowded  conditions  which  now  prevail  at  Can- 
non Memorial. 


Southern  Medical  Association 

The  57th  Annual  Meeting  of  the  Southern  Medical 
Association  will  be  held  November  18-21,  1963,  in 
New  Orleans.  The  four  days  of  scientific  sessions 
will  include  21  specialty  sections,  symposiums  on 
Science  Writing,  Thermal  Technics  in  Medicine  and 
Malignancies,  plus  a hundred  or  more  scientific  and 
technical  exhibits. 


Dr.  Steward  Associated 

Dr.  Donald  M.  Steward,  recently  a resident  in 
anesthesiology  at  the  Medical  College  Hospital,  is 
now  associated  with  Drs.  Newberry  and  Stern,  2725 
Edgewood  Road,  Columbia. 


Hahnemann  Medical  College  Course 

Hahnemann  Medical  College  and  Hospital  will 
sponsor  a postgraduate  course  on  “Aging  of  the 
Lung:  Perspectives’  at  the  Sheraton  Hotel,  Phila- 
delphia, November  18-20,  1963.  Those  interested 

may  write  the  College  at  230  Nortli  Broad  Street, 
Philadelphia  2,  Penn. 


Dr.  B.  F.  Hardy  Honored  For  50  Years 

At  the  recent  monthly  meeting  of  the  Pee  Dee 
Medical  Association,  Dillon’s  Dr.  B.  F.  Hardy  was 
honored  with  a gold  pen  representing  50  years  of  dis- 
tinguished service  to  the  medical  profession. 

The  major  part  of  his  work  has  been  independent 
of  hospitals.  “They  came  along  a little  late  for  me,” 
he  said.  “Back  in  my  heyday,  we  treated  patients 
in  homes  or  our  offices.”  He  recalls  the  24  hour 
period  that  he  delivered  five  babies  in  homes  about 
the  county.  “Could  have  been  six,  he  says,  “but  I 
missed  one  call  because  I wasn’t  available.” 


Sumter,  Kershaw  Health  Departments 
to  Combine 

The  single  unit  operation  of  the  Sumter  and  Ker- 
shaw County  Health  Departments  will  provide  a 
pilot  study  for  the  entire  state  according  to  Dr. 
Alex  Heise,  director  in  Sumter. 

The  two  counties  will  share  supervisory  personnel 
for  increased  efficiency  and  productivity. 


Camden  Will  Expand  Hospital  For  Aged 

An  expansion  program  of  the  south  wing  of  Cam- 
den Memorial,  Inc.  in  Camden  to  provide  space  for 
an  additional  16  to  18  beds  is  planned,  according  to 
announcement. 


New  Doctors  In  Easley 

Dr.  W.  G.  McCuen  of  Easley  has  announced  the 
association  of  Dr.  Dexter  B.  Rogers  with  him  in 
the  practice  of  general  medicine. 

The  new  Easley  physician  is  a native,  a graduate 
of  the  Citadel,  and  the  Medical  College  of  South 
Carolina. 

He  interned  at  the  Greenville  General  Hospital, 
and  served  for  the  past  two  years  as  a captain  in 
the  Army  Medical  Corps,  stationed  at  Fort  Jackson. 

Drs.  J.  H.  Jameson,  J.  A.  White,  and  R.  G.  Mann 
of  Easley  announce  the  association  of  Dr.  James  C. 
Brice,  Jr.  with  them  in  the  practice  of  general  medi- 
cine in  Easley. 

Dr.  Brice  is  also  a native  of  Easley.  He  attended 
Davidson  College  as  a George  F.  Baker  Scholar,  re- 
ceiving the  B.  S.  degree,  cum  laude,  in  1957. 

He  was  graduated  from  the  Emory  University 
School  of  Medicine,  and  interned  at  the  Greenville 
General  Hospital.  Military  obligation  was  fulfilled 
with  the  U.  S.  Public  Health  Service,  with  Dr.  Brice 
serving  as  Chief  Medical  Officer  of  the  Federal 
Correctional  Institution,  Tallahassee,  Fla. 


The  Medical  College  of  Georgia 

The  Medical  College  of  Georgia,  Department  of 
Continuing  Education  has  planned  a series  of  five 
postgraduate  courses  for  the  fall  and  winter  1963-64. 
The  first  is  a Psychosomatic  Medicine  Conference, 
which  will  run  each  Wednesday  evening  for  12  weeks 
starting  October  9,  the  second  is  on  Fractures  in  Gen- 
eral Practice,  scheduled  for  October  22,  24,  1963. 


Heart  Symposium 

The  Forsyth  County  Heart  Association  extends  a 
cordial  invitation  to  the  physicians  of  the  state  to 
attend  its  Annual  Heart  Symposium.  This  is  a one 
day  meeting,  held  at  the  Hotel  Robert  E.  Lee,  Win- 
ston-Salem, N.  C.,  September  20. 

Speakers  are:  W.  Proctor  Harvey,  M.  D.,  George- 
town University  Hospital,  Washington,  D.  C.;  Samuel 
Kaplan,  M.  D.,  Childrens  Hospital,  Cincinnati,  Ohio; 
and  J.  Edwin  Wood,  M.  D.,  Eugene  Talmadge  Hos- 
pital, Augusta,  Georgia. 


S.  C.  Academy  of  General  Practice 

The  Fifteenth  Annual  Scientific  Assembly  of  the 
S.  C.  Academy  of  General  Practice  will  be  held 
October  10-11,  1963  at  the  Hotel  Columbia, 

Columbia,  S.  C.  The  list  of  speakers  includes:  Dr. 
Herbert  O.  Sieker,  Prof,  of  Medicine,  Duke  Univer- 
sity School  of  Medicine;  Dr.  Eugene  A.  Stead,  Jr., 
Prof,  of  Medicine,  Duke  University  School  of  Medi- 
cine; Professor  Raymond  Bost,  Lutheran  Theological 
Seminary,  Columbia;  Dr.  Edward  S.  Orgain,  Prof, 
of  Medicine,  Duke  University  School  of  Medicine; 
Dr.  Morton  D.  Bagdonoff,  Prof,  of  Medicine,  Duke 
University  School  of  Medicine;  Dr.  Cheves  McC. 
Smythe,  Associate  Prof,  of  Medicine,  Medical  Col- 
lege of  S.  C.;  Dr.  Albert  E.  Ritt,  President  of  Amer- 
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ican  Academy  of  General  Practice;  and  Dr.  William 
M.  Nicholson,  Prof,  of  Medicine,  Duke  University 
School  of  medicine. 

Those  attending  the  Assembly  may  earn  16  credits 
in  category  1. 


Providence  Regulations  On  Doctors 
Unchanged 

Columbia’s  one  Catholic  hospital.  Providence,  will 
begin  accepting  Negro  patients  in  the  fall,  but 
Negro  doctors  will  not  be  permitted  to  practice 
there. 

Only  members  of  the  Columbia  Medical  Society 
may  become  staff  doctors.  The  Columbia  Medical 
Society  does  not  “at  present"  accept  Negro  doctors 
into  its  membership. 


Barnwell  Surgeon’s  Hobby  Turns 
Into  Business 

A Barnwell  surgeon’s  hobby  has  evolved  into  a 
small  manufacturing  plant  which  produces  a unique 
king-sized  baby  crib  and  play  pen  combination  which 
fits  across  the  back  seat  and  floor  of  any  sized  auto- 
mobile in  a matter  of  minutes. 

Dr.  L.  M.  Mace  conceived  his  “Ba-Joy’’  when  his 
own  child  was  six  months  old  in  1949. 

Since  that  time,  he’s  constantly  improved  the 
earlier  models  until  he  was  able  to  patent  the 
product,  establish  a small  assembly  line  and  begin 
operations  in  a building  in  downtown  Barnwell. 

So  far,  the  plant  is  operated  in  spare  time  by  Dr. 
Mace,  surgeon  at  Barnwell  County  hospital,  and 
his  step-father,  E.  B.  Sanders. 


Dr.  C.  A.  vonLehe  Begins  Residency 

After  practicing  general  medicine  in  Walterboro 
since  1951,  Dr.  Charles  A.  vonLehe  closed  his  office 
July  1 to  begin  his  residency  in  radiology.  He  will 
take  his  three  year  residency  at  the  Medical  College 
Hospital. 

Physicians  In  The  News 

Dr.  Ina  Sylvia  Crawley,  an  intern  at  the  Green- 
ville General  Hospital,  has  received  one  of  the  20 
annual  Mead  Johnston  Awards  for  graduate 
training  in  general  practice.  . . . 

Dr.  Marjorie  M.  Mengedoht  recently  was 
elected  president  of  the  Charleston  area  Chapter 
of  the  Muscular  Dystrophy  Association  of  Amer- 
ica, Inc.  . . . 

Dr.  Gaylord  Kelly  has  been  named  Conway 
Jaycee  of  the  Year. 


Olantan  Returns  to  Practice  in  Home  Town 

Dr.  Charles  H.  Truluck  has  opened  offices  for  the 
general  practice  of  medicine  in  a former  residence 
on  Main  Street  in  Olanta. 

Dr.  Truluck  was  graduated  from  The  Citadel  and 
the  Medical  College  of  South  Carolina.  He  recently 
completed  his  internship  at  McLeod  Infirmary  in 
Florence. 


The  Good  Works  of  Dr.  Temple 

Dr.  L.  Wade  Temple  of  Lake  View  recently  re- 
ceived acclaim  as  a “Pee  Dee  Personality”  in  the 
Florence  Morning  News.  Known  throughout  his  area 
for  his  charity  and  generosity.  Dr.  Temple  is  par- 
tially responsible  for  much  of  the  progress  in  his 
town. 

Lake  View  boasts  a handsome  Masonic  Lodge 
building  which  Dr.  Temple’s  money  provided.  He 
rents  the  lodge  to  the  chapter  for  $240  a year  and 
donates  that  rent  money  to  a scholarship  fund  at  Lake 
View  High  School. 

Lake  View  also  has  a fine  library.  The  land  on 
which  it  stands  was  donated  by  Dr.  Temple.  He  has 
extensive  farming  interests  and  there  are  many 
farmers  who  owe  independence  to  him.  They  tenant 
his  farms  until  they  can  save  some  money.  Then  he 
personally  helps  them,  financially  and  otherwise,  to 
get  farms  of  their  own. 


Dr.  Thomas  Mann  To  Practice  In 
Greenville 

Dr.  Thomas  C.  Mann  has  become  associated  with 
Dr.  John  D.  Ashmore,  Jr.  in  the  practice  of  general 
and  thoracic  surgery  in  Greenville. 

Dr.  Mann  received  his  M.  D.  degree  from  the 
Medical  College  of  South  Carolina  in  1955.  He  in- 
terned at  the  Medical  Center  Hospitals  in  Charleston, 
1955-56,  and  then  spent  two  years  in  Japan  as  a 
flight  surgeon  in  the  U.  S.  Air  Force.  From  1958-63 
he  was  a general  surgery  resident  at  the  Medical 
College  of  Georgia  in  Augusta. 


“Got  the  idea  from  a drive-in  bank." 
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Doctors  Associate 

Drs.  C.  Warren  Irvin,  Jr.,  Donald  E.  Saunders,  Jr., 
and  Thomas  E.  Hair,  Jr.  announce  their  association 
in  the  practice  of  cardiology  and  internal  medicine 
in  Columbia.  Their  new  offices  are  at  The  Columbia 
Clinic,  2739  Laurel  Street. 


Fifty  Year  Pins 

Fifty  Year  Pins  have  been  presented  to  the  follow- 
ing members  of  the  Association. 

Dr.  Carl  A.  West,  507  Walnut  Street,  Camden. 
Dr.  B.  Franklin  Hardy,  Dillon. 

Dr.  Kenneth  M.  Lynch,  Medical  College  of  South 
Carolina,  16  Lucas  Street,  Charleston. 


Dr.  Haynie  Associated  in  Belton 

Dr.  William  R.  Haynie  has  announced  that  he 
would  enter  the  practice  of  general  medicine  in  Bel- 
ton the  first  of  August.  He  will  be  associated  with 
Dr.  Kenneth  M.  Waggett  in  offices  on  River  Street. 

Doctor  Haynie  is  a native  of  Belton.  His  father  prac- 
ticed medicine  in  Belton  for  many  years,  and  had 
as  his  associate  Dr.  K.  M.  Waggett  during  the  last 
three  years  of  active  practice. 

Dr.  Haynie  attended  The  Citadel  and  was  grad- 
uated from  the  Medical  College  of  South  Carolina 
in  I960.  He  served  his  internship  at  Greenville  Gen- 
eral Hospital,  and  is  now  completing  his  second  year 
of  active  duty  with  the  U.  S.  Navy. 

Dr.  Kiger  Opens  New  Office  In  Columbia 

Dr.  Robert  G.  Kiger  has  announced  the  opening 
of  offices  at  1822  Washington  St.,  Columbia. 

Dr.  Kiger,  a native  of  Tennessee,  moved  to  Col- 
umbia with  his  parents  in  1949.  He  attended  Van- 
derbilt University  Medical  School  where  he  received 
his  Nl.  D.  degree  in  1958.  His  post  graduate  training 
as  an  intern  was  also  received  at  Vanderbilt  Univer- 
sity Hospital  and  Dr.  Kiger  received  a year  of  gen- 
eral surgical  residency  at  Eugene  Talmadge  Mem- 
orial Hospital  in  Augusta,  Ga.  He  then  took  a resi- 
dency in  internal  medicine  from  1960  to  1963. 

During  1961-62,  Dr.  Kiger  was  appointed  as  a 
teaching  fellow  in  cardiology  by  the  National  Insti- 
tutes of  Health  at  the  Medical  College  of  Georgia. 
In  addition  to  his  clinical  interests,  Dr.  Kiger  has 
published  several  research  projects  on  the  dynamics 


of  the  heart  and  its  circulation. 

He  is  a participant  member  of  the  American  Fed- 
eration for  Clinical  Research  and  also  the  American 
and  Georgia  Heart  Associations. 


Dr.  Craig  Moves  to  Whitmire 

Dr.  Lawrence  H.  Craig,  who  opened  an  office  in 
Edgefield  in  June  of  1962,  has  recently  opened 
offices  for  the  practice  of  general  medicine  in  Whit- 
mire. He  is  located  in  the  Medical  Center  Building. 


Doctors  Open  Offices 

Dr.  Donald  P.  Harris  announces  the  opening  of 
his  office  at  208  Pine  Street,  Summerville,  for  the 
general  practice  of  medicine  and  surgery.  . . . Dr. 
Travis  B.  Stevenson,  Jr.,  has  opened  offices  at  216 
West  Cambridge  Avenue,  Greenwood,  for  the  prac- 
tice of  general  and  thoracic  surgery.  He  has  just 
completed  five  years  of  residency  at  the  South 
Carolina  Medical  College  Hospital  where  he  was 
co-chief  of  the  residents  of  surgery.  . . . Sydney  E. 
Carter,  M.  D.,  opened  his  office  for  the  practice  of 
general  medicine  in  Newberry  in  July. 

Dr.  Carter  was  graduated  from  The  Citadel,  at- 
tended the  University  of  South  Carolina,  and  re- 
ceived his  medical  degree  from  the  Medical  College 
of  South  Carolina  in  1961.  He  then  interned  there 
for  one  year  and  completed  a year  as  assistant  resi- 
dent in  internal  medicine  in  June  of  this  year.  . . . 
John  Sughrue,  Jr.,  M.  D.  announces  the  opening  of 
his  offices  for  the  practice  of  Obstetrics  and  Gynecol- 
ogy at  221  Calhoun  St.  and  915  St.  Andrews  Blvd., 
Charleston. 


Dr.  Waters  Returns  to  Florence 

After  a two  year  tour  with  the  U.  S.  Public  Health 
Service,  Dr.  Charles  M.  Waters  has  returned  to 
Florence  to  become  associated  with  Dr.  Berry  B. 
Monroe  in  the  practice  of  pediatrics.  Dr.  Waters  is 
a graduate  of  the  Medical  College  of  South  Carolina 
and  interned  at  St.  Louis  City  Hospital  in  St.  Louis, 
Mo.  He  served  a residency  in  pediatrics  at  North 
Carolina  Memorial  Hospital  prior  to  joining  the 
Health  Service.  While  associated  with  this  service, 
Dr.  Waters  was  an  epidemiologist  in  the  Com- 
municable Disease  Branch  assigned  to  the  Florida 
Board  of  Health  in  Jacksonville. 


ONE  GIFT 


THE  UNITED  WAY 




works  many  wonders 
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Book  Reviews 


AN  ATLAS  OF 
HEMODYNAMICS  O F 
THE  CARDIOVASCU- 
LAR SYSTEM  by  Howard 
L.  Moscovitz,  Ephraim 
Donoso,  Ira  K.  Gelb,  and 
Robert  J.  Wilder.  Grune 
and  Stratton.  1963,  $11.75. 

This  book  presents  the 
wide  scope  of  cardiovascular 
dynamics  and  chooses  as  its 
method  of  presentation  a 
middle  ground  between  the 
lengthy  discussions  in  classical  texts  and  the  tradi- 
tional atlas  which  is  restricted  to  illustrations  with 
their  pertinent  captions. 

The  illustrations  of  the  book  combine  pressure, 
sound  and  angiocardiographic  as  well  as  electro- 
cardiographic correlations.  Liberal  use  is  made  of 
intracardiac  phonocardiographic  techniques  to  re- 
cord sounds  from  the  cardiac  chambers.  The  illus- 
trations are,  in  great  part,  correlations  of  pulmonary 
artery,  right  ventricular  and  right  atrial  pressures, 
or,  when  pertinent,  pressures  of  the  left  atrium  and 
left  ventricle,  these  correlated  with  phonocardio- 
graphic or  electrocardiographic  tracings  taken  at  the 
same  time. 

This  graphic  display  of  intracardiac  dynamics  is 
most  effective. 

The  book  discusses  normal  cardiac  physiology  and 
includes  congenital  lesions  as  well  as  cardiac  arrhy- 
thmias. There  is  also  a discussion  of  the  fourth  heart 
sound,  mechanisms  of  production  of  flow  murmurs 
and  the  hemodynamics  of  hypothermia. 

The  accompanying  text  is  more  than  a discussion 
of  the  illustrations  that  are  presented,  and  uses  the 
illustrations  as  a take-off  point  for  discussion  of  the 
physiology  demonstrated  by  the  graphs  or  illustra- 
tions. The  arrangement  of  the  book  is  such  that  one 
page  of  text  serves  to  discuss  an  illustration  that 
utilizes  the  accompanying  page.  Correlation  of  text 
with  diagram  becomes  simple  and  fascinating. 

This  method  of  presentation  is  effective  and  in- 
formative. The  book  should  be  of  great  interest  to 
investigators  active  in  research,  medical  students 
and  clinical  cardiologists. 

Arthur  V.  Williams,  M.  D. 


THE  SPECIFICITY  OF  SEROLOGICAL  RE- 
ACTIONS. By  Karl  Landsteiner,  M.  I).  Dover 
Publications,  Inc.  New  York.  $2.00.  Paperbound. 

This  is  a republication  of  an  important  basic  study 
of  immunology  and  immuno-chcmistry.  It  should  be 
useful  to  all  workers  in  these  fields  and  offers  an 
inexpensive  edition  for  study. 

J.  I.  W. 


GASTROENTEROLOGY,  Esophagus  and  Stom- 
ach. Henry  L.  Rockus,  M.  D.,  Volume  One.  W.  B. 
Saunders  Co.,  Philadelphia.  $25.00. 

All  physicians  with  an  interest  in  gastroenterological 
problems  will  be  pleased  to  see  volume  one  of  this 
highly  respected  three-volume  set.  For  years  this  set 
has  been  perhaps  the  most  comprehensive  and  author- 
itative work  on  gastroenterology  available.  However 
for  some  ten  years  it  has  needed  revision,  in  light 
of  the  great  advances  that  have  occurred  in  this  field. 

For  every  esophageal  or  gastric  disease  and  dis- 
order the  authors  write  descriptively  of  causative 
factors,  clinical  features,  diagnostic  aids,  differential 
diagnosis  and  therapy.  The  clinical  approach  to  each 
problem  is  emphasized.  Each  chapter  is  headed  by 
an  outline  which  the  reviewer  found  very  helpful. 

Portions  of  this  book  are  written  by  various  special- 
ists who  at  one  time  or  another  have  been  associated 
with  the  University  of  Pennsylvania  Medical  School, 
long  considered  one  of  the  leading  centers  of  gastro- 
enterological teaching.  As  such  it  tends  to  present  a 
point  of  view  which  never  becomes  too  divergent. 

This  volume  is  the  ultimate  in  a book  source  for 
gastroenterological  problems.  As  such  it  should  be 
owned  by  all  gastroenterologists  and  internists,  and 
should  be  available  to  all  who  have  any  interest  in 
the  field  of  gastroenterology. 

Clarence  Legerton,  M.  D. 

PSYCHOLOGICAL  D E V E L O P M ENT  IN 
HEALTH  & DISEASE.  Engel,  George  L.,  M.  I). 
W.  B.  Saunders  Company,  Philadelphia  and  Lon- 
don, 1962.  $7.50. 

After  presenting  a summary  of  the  biological  and 
genetic  factors  in  human  development,  this  ex- 
ceptionally well  written  and  well  organized  book 
presents  a lucid  account  of  personality  development 
from  birth  to  late  adulthood.  The  stages  of  develop- 
ment during  which  the  structure  of  personality  ( Id, 
Ego,  Superego,  Oedipal  Conflict,  etc. ) and  the 
mental  mechanisms  emerge  arc  clearly  delineated 
with  emphasis  on  the  etiology  of  both  normal  and  ab- 
normal personality  development.  A phenomonological 
approach  is  used  in  formulating  the  nosological  cate- 
gories of  clinical  syndromes.  A broad  comprehensive 
and  masterful  differentiation  between  psychotic  and 
neurotic  manifestations  is  presented  in  which  careful 
consideration  is  given  to  all  types  of  mental  diseases 
including  those  of  the  organic  brain  syndromes  and 
the  psychosomatic  syndromes.  The  reader  is  referred 
to  standard  textbooks  for  discussion  of  the  sub-cate- 
gories of  the  psychoses,  neuroses,  etc.  This  is  a worth- 
while book  and  should  rank  high  on  anv  recom- 
mended reading  list  in  psychiatry. 

Junius  M.  Rowe,  Ph.  D. 
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MINUTES 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION* 
115TH  ANNUAL  SESSION 

HOUSE  OF  DELEGATES 

OCEAN  FOREST  HOTEL  MYRTLE  BEACH,  S.  C. 

MAY  7-8,  1963 

JAMES  H.  GRESSETTE,  M.  D.,  Presiding 


At  this  time  we  will  hear  the  report  of  the  Junior 
Delegate  to  the  AMA,  Dr.  Joe  Cain. 

Dr.  Joe  Cain:  Mr.  President,  Members  of  the  House 
of  Delegates,  I will  give  you  a brief  report  on  the 
proceedings  of  the  two  meetings,  that  have  been 
held  since  our  last  Annual  meeting,  on  subjects  which 
1 think  will  be  of  particular  interest  to  our  Associa- 
tion. 

First,  the  111th  Annual  Meeting  held  in  June  last 
year  in  Chicago,  Dr.  Leonard  Larson,  presiding.  At 
that  meeting  Dr.  George  Fister  of  Ogden,  Utah  was 
inaugurated  president  for  this  year  and  Dr.  Edward 
Annis  was  elected  President-Elect. 

The  1962  Distinguished  Service  Award  was  voted 
to  Dr.  Russell  L.  Cecil. 

Jackie  Cooper  was  given  a special  award  for  his  por- 
trayal of  the  Navy  physician  in  the  Television  strip 
“Hennessey.” 

Health  Care  for  the  Aged 

The  House  reaffirmed  the  position  of  active  opposi- 
tion to  the  King-Anderson  Bill,  for  the  following 
reasons : 

1 ) the  lack  of  need  for  such  a plan. 

2)  that  it  would  provide  inadequate  care  for  all  aged 
rather  than  complete  care  for  those  who  need 
help. 

3)  The  fact  that  inherent  in  the  use  of  the  Social 
Security  mechanism  are  governmental  controls 
of  medical  practice  which  would  increase  with 
the  expansion  of  the  program. 

4)  deterioration  of  the  quality  of  medical  care  not 
only  for  the  aged  but  for  the  population  as  a 
whole. 

And  it  strongly  reaffirms  support  for  the  Kerr-Mills 
Act,  and  declared  that  it  should  be  given  a fair  and 
reasonable  chance  to  meet  the  need  and  thus  remove 
the  demand  for  further  federal  legislation. 

Medical  Discipline 

As  you  know  the  House  of  Delegates  amended  the 
By-Laws  allowing  the  AMA  certain  disciplinary 
measures  over  its  members  which  had  theretofore 
been  the  prerogative  of  the  county  and  the  state 
societies.  This  was  interpreted,  clarified  so  that  this 
section  now  reads: 

“In  addition  to  such  disciplinary  action  as  may  be 
taken  under  the  constitution  and  by-laws  of  the 
component  society  and  constituent  association  to 
which  the  Member  belongs,  or  when  a state  medi- 
cal association  to  which  a Member  belongs  re- 
quests the  AMA  to  take  disciplinary  action,  or 
when  at  the  request  of  the  American  Medical  Asso- 
ciation the  state  association  to  which  the  member 
belongs  consents  to  disciplinary  proceedings  by 
AMA,  the  Judicial  Council,  after  due  notice  and 


“This  is  an  edited  version  of  the  minutes  in  which 
some  of  the  routine  parliamentary  procedures  and 
customary  amenities  have  been  omitted  for  lack  of 
space.  The  verbatim  copy  of  the  proceedings  is  in 
the  hands  of  the  Secretary. 


hearing,  may  censure  him,  or  may  suspend  or  expel 
anv  member  of  the  American  Medical  Association 
from  AMA  membership  only  for  an  infraction  of 
the  Constitution  or  these  by-laws  or  for  a violation 
of  the  Principles  of  Medical  Ethics.” 

AMA  Board  of  T rustees 

The  House  recommended  that  the  size  of  the  Board 
be  increased  from  its  present  11  members  to  15 
members. 

American  Board  of  Abdominal  Surgery 
A study  report  from  the  Council  on  Medical  Ed- 
ucation and  Hospitals,  recommending  that  recogni- 
tion should  not  be  granted  to  the  American  Board 
of  Abdominal  Surgery  as  a specialty  board,  was 
unanimously  approved  by  the  House.  In  accepting 
the  Council  report,  the  House  also  declared  its  dis- 
approval in  principle  of  establishing  specialties  which 
are  based  largely  or  wholly  on  an  arbitrarily  defined 
anatomical  region  of  the  bodv.  At  the  same  time 
commending  the  Board  for  its  active  concern  for  the 
continuing  education  of  physicians  interested  in  ab- 
dominal surgery,  through  the  American  Society  of 
Abdominal  Surgeons  organized  for  this  purpose. 

American  College  of  Surgeons 
Four  resolutions  involving  surgical  assistants  and  re- 
lations between  the  AMA  and  the  American  Col- 
lege of  Surgeons  restated  the  Association’s  policy  in 
the  following  manner: 

( 1 ) Each  member  of  the  AMA  is  expected  to  ob- 
serve the  Principles  of  Medical  Ethics  in  every 
aspect  of  his  professional  practice. 

( 2 ) Each  doctor  engaged  in  the  care  of  the  pa- 
tient is  entitled  to  compensation  commensurate 
with  the  value  of  the  services  he  has  person- 
ally rendered. 

( 3 ) No  doctor  should  bill  or  be  paid  for  a service 
which  he  does  not  perform;  mere  referral  does 
not  constitute  a professional  service  for  which 
a professional  charge  should  be  made  or  for 
which  a fee  may  be  ethically  received. 

( 4 ) When  services  are  rendered  by  more  than  one 
physician,  each  physician  should  submit  his 
own  bill  to  the  patient  and  be  compensated 
separately  whenever  possible. 

( 5 ) It  is  ethically  permissible  in  certain  circum- 
stances, however,  for  a surgeon  to  engage  other 
physicians  to  assist  him  in  the  performance  of 
a surgical  procedure  and  to  pav  a reasonable 
amount  for  such  assistance.  This  principle  ap- 
plies whether  or  not  an  assisting  physician  is 
the  referring  doctor. 

Voluntary  Health  Insurance 
Or.  voluntary  health  insurance  the  house  approved 
the  following  policy  statement: 

1.  The  need  for  application  of  the  prepayment  or 
insurance  principle  to  protect  our  people  against 
the  costs  of  medical  care  is  fully  recognized  and 
applies  to  all  ages  rather  than  to  the  aged  alone. 

2.  Persons  financially  able  to  prepay  their  own 
expenses  are  expected  to  do  so  and  must  be  en- 
couraged rather  than  compelled  to  do  so. 

3.  Persons  financially  unable  to  prepay  adequately 
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their  expenses  may  properly  be  assisted  to  the 
degree  necessary  by  their  families,  their  com- 
munities, their  states,  and  if  these  fail,  by  the 
Federal  Government — but  only  in  conjunction 
with  other  levels  of  government. 

4.  The  prepayment  system  should  be  devoid  of 
governmental  controls. 

5.  Dignity  and  self-sufficiency  for  the  individual 
Jshould  be  upheld. 

6.  The  protection  offered  must  be  reasonably  com- 
prehensive rather  than  token  in  character. 

Miscellaneous  Actions  (June  Meeting) 

The  Board  of  Trustees  has  instructed  the  Council 
on  Drugs  to  conduct  a study  on  the  relationship 
between  tobacco  and  disease. 

The  statement  of  Principles  on  Mental  Health  was 
adopted  and  it  was  urged  that  all  constituent  asso- 
ciations lend  active  support  to  the  First  National 
Congress  for  Mental  Illness  and  Health,  to  be 
held  in  Chicago  in  October.  ( I understand  that 
we  were  well  represented  at  that  meeting) 
Endorsed  a resolution  on  employment  of  the  handi- 
capped. 

Approved  a Guide  to  the  Organization  and  Opera- 
tion of  Airport  Medical  Service. 

Urged  automobile  manufacturers  to  make  seat 
belts  standard  equipment  on  all  automobiles. 
Recommended  that  the  Council  on  Medical  Educa- 
tion and  Hospitals  conduct  a study  of  specialty 
residences. 

Reaffirmed  its  opposition  to  compulsory  coverage 
of  physicians  under  the  Social  Security  Act. 


In  November  in  Los  Angeles  the  meeting  was 
held  within  a few  weeks  after  the  national  election. 
At  this  time  the  legislative  situation  was  reviewed 
and  while  there  were  some  changes  made  there  was 
a note  of  optimism  which  permeated  the  meeting. 
Dr.  Fister,  the  president,  told  the  opening  session 
of  the  House:  “We  will  not  compromise  on  the 
fundamental  principles  in  which  we  believe  and 
for  which  we  have  fought  in  the  past  with  cour- 
age and  good  judgment.  We  will  not  jeopardize 
our  position  either  by  indicating  a willingness  to 
consider  a compromise  which  would  damage  our 
basic  principles,  or  by  hasty  action  which  might 
be  misinterpreted.” 

He  urged  that  the  people  be  educated  to  the 
true  facts.  He  said,  “The  people  will  respond  to 
the  truth,  and  it  is  imperative  that  we  as  individ- 
uals and  as  an  organization  see  that  they  get  the 

truth.” 

Then  the  House  reaffirmed,  without  compromise 
or  change,  the  Association’s  present  policy  of  op- 
position to  the  King-Anderson  type  of  legislation 
and  support  for  the  Kerr-Mills  program.  They  ap- 
proved in  addition  certain  suggested  amendments 
to  the  Kerr-Mills  Law': 

1.  Remove  the  requirement  that  both  Old  Age 
Assistance  ( OAA ) and  Medical  Assistance  for 
the  Aged  (MAA)  programs  be  administered  bv 
the  same  agency; 

( Explanation  by  Dr.  Cain — In  South  Carolina 
our  State  Welfare  Department  which  now' 
supervises  the  welfare  department  and  which 
also  supervises  our  Assistance  to  the  Aged,  under 
the  Kerr-Mills,  would  be  separate.  And  I think 
that  most  of  you  wall  agree  that  that  is  probabh 
a very  good  idea  because  a lot  of  people  confuse 
the  two  and  certainly  it  does  not  add  to  the  dig- 
nity of  medical  assistance  to  the  aged  by  having 
it  administered  through  the  Welfare  DlcpaJt- 
ment. ) 

2.  Provide  flexibility  in  the  administration  of  the 
income  limitations  proposed  under  state  law 


so  that  a person  who  experiences  a major  ill- 
ness may  qualify  for  benefits  if  the  expense  of 
that  illness,  in  effect,  reduced  his  money  income 
below  the  maximum  provided; 

3.  Include  a provision  in  the  law  requiring  state 
administering  agencies  to  seek  expert  advice 
from  physicians  or  medical  societies  through 
medical  advisory  committees;  and 

4.  Provide  for  “free  choice”  of  hospital  and  doctor 
under  state  programs. 

The  House  also  endorsed  in  principle  four  pro- 
posed amendments  to  the  Internal  Revenue  Code, 
designed  to  assist  in  financing  the  medical  and  hos- 
pital expenses  of  the  aged. 

In  considering  seven  so-called  “pledge”  resolu- 
tions involving  professional  freedom,  which  were 
introduced,  it  was  suggested  that  the  members  of 
the  AMA  pledge  not  to  cooperate  with  anv  such 
program  as  the  King-Anderson.  The  action  on 
these  so-called  “pledge”  resolutions  was  that  all 
physicians  be  encouraged  to  support  the  position 
taken  by  the  House  of  Delegates  in  June  1961, 
w hich  said : 

“The  House  of  Delegates  invites  attention  to 
the  fact  that  the  medical  profession  is  the  only 
group  which  can  render  medical  care  under  any 
system  and  that  the  medical  profession  is  best 
qualified  to  determine  how  the  best  medical 
care  can  be  delivered. 

The  House  of  Delegates  believes  that  the  medi- 
cal profession  will  see  to  it  that  every  person  re- 
ceives the  best  available  care  regardless  of  his 
ability  to  pay,  and  it  further  believes  that  the 
profession  will  render  that  care  according  to  the 
system  it  believes  is  in  the  public  interest  and 
that  it  will  not  be  a willing  party  to  implement- 
ing any  system  which  is  detrimental  to  the  pub- 
lic welfare.” 

Medical  Ethics 

The  Judicial  Council  submitted  a report  containing 
new  opinions  on  the  medical  ethics  involved  in 
physician  ownership  of  drug  stores,  drug  repackag- 
ing houses  and  drug  companies,  dispensing  of 
glasses  by  ophthalmologists,  and  advertising  prac- 
tices of  medical  laboratories.  This  created  quite  a 
stir,  as  you  might  well  imagine,  and  the  only  part 
of  that  report  which  was  adopted  had  to  do  with 
advertising  practices  of  medical  laboratories. 

The  rest  was  referred  back  to  the  Judicial  Council 
for  further  study  and  report. 

Interns  and  Residents 

A special  report  on  the  compensation  of  interns  and 
residents  was  submitted  for  information,  only,  and 
referred  back  to  the  Committee  for  further  study. 
The  recommendation  as  to  foreign  graduates,  in 
order  to  maintain  high  standards  in  education  and 
better  assure  the  patient’s  welfare,  at  least  25  per 
cent  of  the  total  house  staff  of  a hospital  should 
be  graduates  of  accredited  United  States  or  Can- 
adian medical  schools.  When  United  States  and 
Canadian  graduates  represent  a lesser  proportion 
of  the  house  staff  for  two  successive  years,  this 
will  warrant  that  serious  consideration  be  given  to 
disapproving  the  internship. 

Board  of  Trustees 

The  House  passed  on  a resolution  that  the  Board 
ol  Trustees  be  expanded  from  11  to  15  members, 
and  then  when  it  got  ready  to  elect  those  members 
it  finally  found  out  that  it  did  not  have  the  neces- 
sary 2 -3rd  majority  to  pass  it,  as  it  was  a change 
in  the  Bylaws.  Many  people  who  had  stayed  just  to 
vote  on  that  went  home  thinking  it  had  passed 
only  to  find  they  have  got  to  vote  on  it  again  in 
June,  1964. 
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Blue  Shield , Senior  Citizens  Program 
It  was  urged  that  the  state  and  county  medical  so- 
cieties continue  to  promote  this  program. 

M iscellaneous  Actions 

The  recommendation  dealing  with  the  “Liberty 
Amendment  which  many  of  you  are  interested  in. 
Activities  for  further  study.  (We  expect  a report 
on  that  this  June.) 

Now,  Gentlemen,  those  are  a few  of  the  tilings 
which  happened.  Of  course  it  is  impossible  to  report 
on  all  of  them.  I would  like  to  take  this  opportunity 
to  urge  the  House  of  Delegates  and  the  Members 
of  the  South  Carolina  Medical  Association  to  let 
your  delegates  to  the  AMA  know  what  your  feeling 
is  on  controversial  subjects.  It  will  help  us  a great 
deal  in  the  stand  which  we  take.  So  far  as  I know, 
the  delegates  of  the  South  Carolina  Medical  Associa- 
tion have  been  instructed  only  on  one  or  two  occa- 
sions and  it  would  certainly  help  us  and  it  would 
make  the  AMA  and  the  South  Carolina  Medical 
Association  seem  a whole  lot  closer  to  our  members 
if  the  members  were  to  let  us  know  what  their 
wishes  were,  instead  of  reading  a decision  of  the 
AMA  and  then  indicating  that  we  are  not  repre- 
senting them,  that  we  get  up  there  and  pass  a lot 
of  things  which  are  detrimental  to  their  welfare. 
Now,  we  don’t  do  that.  If  anything  gets  by  and  we 
know  that  any  of  our  members  are  interested  in  it 
we  try  to  do  the  best  we  can  to  represent  you.  But 
if  you  don’t  tell  us  what  you  want,  we  don’t  know. 
So,  we  would  certainly  appreciate  any  help  or  sug- 
gestions that  you  have  considering  any  of  these  prob- 
lems which  are  coming  up.  Thank  you  very  much. 
The  Chair:  This  will  go  to  the  Reference  Committee 
on  Reports  of  Council  and  Officers. 

Now,  we  will  have  reports  of  committees,  many  of 
these  have  been  published.  Is  there  anyone  who  lias 
a report  that  they  would  like  to  volunteer  first.  You 
have  one,  Dr.  Price? 

Dr.  Julian  Price:  In  November  1962,  the  Special 
Committee  on  Poliomyelitis  Vaccine  submitted  a re- 
port to  the  South  Carolina  Medical  Association.  This 
report  was  published  in  the  Journal.  At  that  time  we 
advocated  a policy  of  watchful  waiting  and  urged 
that  each  community  consider  the  question  of  a 


vaccination  program  on  its  own  merits.  Since  that 
time,  the  status  of  the  vaccine  has  been  clarified  and 
communities  throughout  the  country  are  taking  a 
more  active  part  in  promoting  vaccination  programs. 
The  committee  is  watching  with  interest  the  cam- 
paign which  has  been  conducted  and  which  is  now 
going  on  in  Charleston  under  the  sponsorship  of  the 
county  medical  society.  We  wish  to  commend  the 
society  for  the  remarkable  success  which  has  been 
achieved  so  far.  The  committee  believes  the  experi- 
ence of  other  communities  and  of  Charleston  should 
serve  as  an  example  for  our  various  county  medical 
societies.  We  would  suggest  that  each  local  medical 
society  consider  the  possibility  of  launching  a com- 
munity wide  campaign  for  the  giving  of  tbe  Sabin 
vaccine.  This  campaign  should  be  carried  on  in  the 
fall  of  1963  or  in  the  early  months  of  1964. 

The  committee  wishes  to  reiterate  its  firm  recom- 
mendation that  when  a community  wide  program 
towards  giving  the  Sabin  vaccine  is  organized,  it 
should  be  done  under  the  auspices  of  the  local  medi- 
cal society  working  in  close  collaboration  with  the 
local  health  department. 

The  Chair:  That  report  will  be  referred  to  the  Refer- 
ence Committee  on  Public  and  Industrial  Health. 
Does  anyone  have  another  committee  report? 

Dr.  W.  R.  Wallace:  Mr.  President,  gentlemen,  this 
report  that  I have  to  make  or  this  proposal  is  some- 
what supplementary  to  the  report,  that  we  did  not 
know  would  be  publicized,  by  Dr.  Price. 

The  Executive  Committee  of  the  State  Board  of 
Health  feels  that  the  preliminary  work  and  all  has 
been  done  and  the  basis  of  the  treatment  and  the 
results  have  all  been  very  satisfactory,  and  we  feel 
that  the  time  has  come  now  that  the  South  Carolina 
Medical  Association  should  take  the  lead  in  the  ad- 
ministration of  polio  vaccine,  the  oral  vaccine.  We 
appreciate  very  much  the  certain  lay  organizations, 
which  have  promoted  it,  the  JC’s  particularly  and 
we  hope  that  they  will  continue  to  be  interested  in 
it  and  help  in  the  routine  work  of  records,  etc.  But 
we  feel  that  the  Medical  Association  should  very 
definitely  proceed  with  this  program.  Now,  we  feel 
that  there  will  be  funds  for  it.  The  experience  of 
those  who  have  engaged  in  these  campaigns,  in 
the  various  counties,  the  voluntary  subscriptions  have 
gone  a long  way  and  in  some  counties  have  even 
exceeded  the  cost  and  so  if  there  is  a deficit  the 
State  Board  of  Health  is  prepared  to  underwrite  the 
deficit  in  the  cost  of  this. 

Now,  the  safety  of  it,  I think,  is  pretty  well  estab- 
lished. We  are  proposing,  with  the  consent  of  the 
Reference  Committee,  that  we  present  to  the  House 
of  Delegates  tomorrow  the  suggestion  that  this  cam- 
paign will  begin  statewide  on  October  16,  this  fall, 
on  which  No.  1 will  be  given;  and  on  November  27, 
No.  3 will  be  given  and  on  January  8,  No.  2.  Those 
dates  are  tentative  and  might  be  changed  one  way 
or  the  other. 

But  what  we  feel  is  that  if  there  is  a concerted 
effort,  all  working  together  at  the  same  time,  the 
program  will  go  over  much  better  and  probably  go 
to  the  extent  of  asking  the  Governor  to  proclaim 
these  weeks  as  “Polio  Vaccine  Week.’’  Thank  you. 
The  Chair:  That  suggestion  will  go  to  the  Com- 
mittee on  Public  & Industrial  Health.  Does  anyone 
else  have  a report  they  want  to  supplement? 

Dr.  D.  Strother  Pope:  Dr.  Cressette,  I have  a recom- 
mendation from  the  Columbia  Medical  Society  which 
is  apropos  to  the  Coroner-Medical  Examiner  Sys- 
tem Committee  for  1963  for  the  South  Carolina 
Medical  Association.  This  is  a directive  from  our 
Secretary  Dr.  James  Fort. 

At  the  Business  Meeting  of  the  Columbia  Medical 
Society  on  March  25,  1963,  the  following  recom- 
mendation was  passed : 
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That  the  delegates  of  the  Columbia  Medical  Society 
be  instructed  to  endorse  a model  post-morten  ex- 
amination law  as  soon  as  sufficient  trained  per- 
sonnel be  available  to  carry  out  the  act.  Further,  that 
such  be  recommended  to  the  South  Carolina  Medical 
Association  at  its  May  Meeting  bv  the  delegates  of 
this  Society. 

Mr.  President,  I make  this  recommendation. 

The  Chair:  That  will  go  along  with  the  Coroners 
Medical  Examination  System  Committee  of  the 
South  Carolina  Medical  Association. 

Is  anyone  here  to  report  or  publicize  the  report  of 
that  Committee,  Dr.  Dreskin,  Chairman?  It  was  not 
published,  I think. 

That  recommendation  will  go  to  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations. 

Does  anyone  else  have  an  additional  report  they 
want  to  make? 

Dr.  C.  II.  Browne,  of  Anderson:  Mr.  President, 

members  of  the  House  of  Delegates,  I am  delivering 
this  report,  I am  not  a member  of  this  committee, 
shall  I give  the  report? 

The  Chair:  Go  ahead  and  give  the  report.  Doctor. 
Dr.  Browne:  Mr.  President  and  members  of  the 
Association : 

This  committee  has  met  on  several  occasions  to 
discuss  the  problems  in  Nursing  Education  as  it 
affects  South  Carolina.  We  have  been  fortunate  in 
obtaining  a report  on  the  same  problem  prepared 
under  the  direction  of  the  S.  C.  Hospital  Association. 
This  is  a statistical  study  of  the  quantity  of  nurses 
and  the  quality  of  their  training.  We  feel  that  this 
is  an  excellent  presentation  of  the  problem  and 
recommend  that  all  members  of  the  association  ob- 
tain a copy.  Since  this  report  presents  the  problems 
very  satisfactory  this  committee  will  not  discuss  the 
problem  but  only  give  the  recommendations  that  we 
feel  will  help. 

First,  I might  say  that  it  was  not  felt  that  this  com- 
mittee had  any  directed  authority  to  act  on  this 
problem.  We  were  only  to  gather  information  and 
make  recommendations  to  the  Association.  It  is  a 
somewhat  sobering  reflection  that  at  present  there 
is  very  little  that  the  Medical  Association  can  do 
about  nursing  education.  The  leadership  in  this 
field  has  slipped  from  our  hands  and  may  not  be 
returned  no  matter  how  hard  we  trv. 

The  recommendations  are: 

One,  that  the  medical  association  encourage  and 
actively  engage  in  the  education  of  student  nurses 
on  the  local,  state  and  national  level,  and  that  we 
instruct  our  national  delegates  to  try  and  obtain  help 
on  the  national  level  to  improve  conditions  in  the 
national  nursing  associations. 

Second,  that  through  the  local  and  state  organization 
a definite  campaign  be  organized  to  recruit  more 
young  women  into  the  nursing  profession. 

Third,  that  since  the  training  of  the  professional  nurse 
of  today  contains  so  little  practical  experience,  a 
period  of  three  to  six  months  of  “internship”  be  re- 
quired after  graduation  before  the  nurse  is  licensed 
to  practice.  This  should  be  done  in  the  hospital 
where  the  training  was  taken,  and  should  consist  of 
full  nursing  duties  under  head  nurses. 

Fourth,  that  the  schools  of  practical  nursing  be  en- 
larged and  encouraged  as  much  as  possible.  The 
committee  feels  that  this  group  of  women  will  soon 
be  our  greatest  aid  in  actual  patient  care,  and  we 
should  do  all  that  we  can  to  increase  both  their 
numbers  and  skill. 

Fifth,  that  further  study  be  given  to  the  so  called 
"technician”  type  of  personnel  who  is  intensively 
trained  in  a particular  field  so  that  they  may  relieve 
nursing  personnel  in  these  areas.  This  has  been  found 


practical  in  the  armed  forces  and  may  prove  helpful 
in  civilian  life. 

Respectfully  submitted, 

S.  H.  Huff,  Jr.,  Chairman 

Mr.  President,  this  is  the  report  of  that  committee 
and  I simply  deliver  the  report. 

The  Chair:  Thank  you  doctor,  this  will  go  to  the 
Reference  Committee  on  Miscellaneous  Business. 
Assignment  of  other  reports  to  Reference  Com- 
mittees was  then  made  by  the  President. 

Unfinished  Business 

That  brings  us  then  to  unfinished  business. 

Well,  you  on  the  reference  committees,  who  are  in- 
terested in  the  subjects  that  have  been  brought  tip, 
indeed  you  have  a multitude,  you  have  a selection, 
you  may  take  anything  you  like  but  you  have  a 
heap  of  work  cut  out  for  you  to  do  tonight.  Remem- 
ber this  that  tomorrow  promises  to  be  a very  inter- 
esting day. 

If  there  is  no  further  business,  we  stand  adjourned. 


HOUSE  OF  DELEGATES— Wednesday,  May  8, 
1963,  9:15  A.  M. 

Presiding — James  H.  Gressette,  M.  I).,  President 

The  Chair:  We  have  a particular  program  from 
AMPAC  this  morning.  It  is  being  brought  by  Har- 
rison Peeples,  head  of  our  Chapter  organization.  He 
has  a program  which  he  would  like  to  present  to  you, 
the  House  of  Delegates.  This  was  approved  by  the 
Council  and  he  has  a certain  amount  of  time  allotted 
to  him.  Dr.  Harrison  Peeples. 

Dr.  Harrison  Peeples:  Mr.  President,  members  of  the 
House  of  Delegates,  this  is  real  early  to  start  talking 
about  politics;  vou  usually  talk  politics  at  night,  as  I 
understand.  You  remember  Mr.  Joe  Miller,  Executive 
Secretary  to  the  American  Medical  Political  Action 
Committee,  AMPAC,  discussed  last  year  with  you 
here,  at  the  House  of  Delegates,  the  advisability  of 
forming  a political  action  committee  in  this  state. 
Dr.  Gressette,  upon  your  approval,  requested  that  I 
follow-through  to  form  such  a committee.  At  my 
request  members  of  Council  invited  interested  phy- 
sicians to  meet  and  discuss  the  details  and  thus 
SCALPEL,  your  Political  Action  Committee  was 
formed.  A constitution  was  adopted  and  activity  be- 
gun. 

SCALPEL  is  a voluntary,  non-profit,  unincorporated 
committee  of  individual  physicians  and  is  not  affili- 
ated with  any  political  party. 

Our  purpose  is  three-fold.  First  to  promote  and  strive 
for  the  improvement  of  government  by  physicians’ 
participation.  Second  to  encourage  physicians  and 
others  to  study  important  political  issues,  records  of 
office  holders,  etc.  Third  to  assist  physicians  and 
others  in  organizing  themselves  for  more  effective 
political  action. 

The  organization  has  been  well  accepted  by  those 
who  are  informed  as  to  our  aims  and  purposes  and 
by  those  who  are  informed  of  the  real  issues  that 
confront  us  today. 

Since  you  the  members  of  the  House  of  Delegates 
are  the  elected  and  chosen  leaders  of  organized 
medicine  in  our  State,  it  is  well  to  have  you  informed 
of  what  AMPAC  and  SCALPEL  have  done  and 
plans  to  do.  We  must  organize  in  1963  for  1964.  We 
have  a set  of  slides  that  Dr.  Laurie  Brown  of 
Charleston  will  now  present  which  will  give  you  that 
insight.  Dr.  Brown. 

(Slides  were  shown  and  discussed  by  Dr.  Brown, 
giving  the  growth,  plans  and  accomplishments  of 
the  organizations.  The  slides  were  made  In  AMPAC, 
produced  by  the  American  Political  Action  Com- 
mittee of  American  Medical  Association.) 
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Dr.  Peeples:  Thank  yon  Dr.  Brown.  The  legisla- 
tive committee  and  Public  Relations  Sections  of 
the  American  Medical  Association  and  the  South 
Carolina  Medical  Association  have  done  an  excellent 
job  in  presenting  our  side  to  the  public  and  pointing 
out  to  our  legislative  bodies  the  pitfalls  of  many  de- 
ceitful pieces  of  legislation  being  put  forth  that  will 
ultimately  socialize  medicine.  This  battle  seemingly 
is  an  annual  event  consuming  considerable  time, 
effort  and  money  without  any  assurance  that  defeat 
of  a single  piece  of  legislation  is  a win.  This  battle 
is  renewed  each  year.  When  we  review  how  close 
these  wins  have  been  in  congressional  votes  it  is  clear 
something  more  needs  to  be  done,  because  once  a 
bill  of  King-Anderson  variety  is  passed,  our  war  is 
lost.  It  will  never  be  removed  from  statutory  books—— 
only  expanded.  Political  action  is  the  answer.  \\  e 
must  help  elect  Congressmen  who  believe  in  a sound, 
sensible,  conservative,  constitutional  government  with 
its  built-in  checks  and  balances.  These  men  will  be 
friends  of  the  private  practice  of  medicine  because 
it  is  free  enterprise  and  offers  the  most  good  to 
the  greatest  number.  If  we,  as  physicians  hide  be- 
hind the  claim  of  unethicalness,  undignified  action 
and  impropriety,  our  republic  will  lose  a very  im- 
portant segment  of  its  educated,  knowledgeable  con- 
servative leadership.  If  we  can  afford  a premium 
for  malpractice  insurance  in  medicine,  certainly  we 
can  afford  a premium  against  malpractice  in  govern- 
ment. There  is  ample  evidence  of  malpractice  there. 
We  must  make  sure  that  we  do  not  lose  our  personal 
liberty  and  freedoms  by  default,  and  most  important 
if  we  now  default,  our  children  and  those  to  follow 
us  will  never  have  the  chance  to  enjoy  these  liberties 
and  freedoms  that  were  passed  to  us. 

We  ask  each  of  vou  to  join  with  us  now.  Attend 
our  annual  meeting  this  afternoon.  We  ask  that  upon 
your  return  to  your  respective  communities  you  ask 
your  colleagues  to  join  with  us.  We  ask  that  you 
stand  and  be  counted.  If  we  lose  the  battle  we  are 
in  today  you  may  rest  assured  that  we  (you  and  I) 
will  be  reduced  to  a civil  servant  and  counted  out. 
Thank  you. 

The  Chair:  Thank  you  very  much  Dr.  Brown  and  Dr. 
Peeples. 

Reports  of  Reference  Committees 
The  Chair:  At  this  time  we  will  start  with  the  reports 
from  the  Reference  Committees.  We  will  take  the 
first  Reference  Committee,  as  listed.  Reports  of  Coun- 
cil and  Officers,  Dr.  Harold  S.  Pettit,  Chairman. 

Dr.  Harold  S.  Pettit — Report  of  Reference  Committee 
on  Reports  of  Council  and  Officers: 

This  Committee  considered  the  reports  of  The  Presi- 
dent, The  Council,  The  Secretary,  The  Treasurer, 
The  Editor  of  the  Journal,  The  Executive  Secretary 
and  we  went  over  the  Reports  of  the  Delegates  to 
the  AMA  very  carefully.  We  found  nothing  contro- 
versial in  them  and  we  move  the  adoption  of  these 
reports,  with  approval. 

( This  report  was  adopted. ) 

Dr.  Pettit:  In  the  report  of  the  President-elect,  he 
made  a recommendation  and  the  committee  approved 
it  and  move  the  following.  “That  a permanent  Post- 
graduate Education  Committee  be  established  to 
assist  the  director  of  Post-graduate  Education  of  the 
Medical  College  of  South  Carolina.  The  Committee 
is  to  be  composed  of  five  members,  appointed  by  the 
President  of  the  South  Carolina  Medical  Association. 
The  terms  will  be  staggered,  the  first  appointees  to 
serve  terms  of  1,  2,  3,  4 and  5 years.  Each  member 
appointed  after  1963  will  serve  five  years.  Members 
of  the  Committee  may  be  reappointed. 

(This  Report  was  adopted.) 

The  Chair:  Thank  you.  We  will  now  have  the  refer- 
ence committee’s  report  on  Legislation  and  Public 


Relations,  Dr.  C.  R.  May,  Chairman. 

Dr.  C.  R.  May,  Chairman,  Reference  Committee  on 
Legislation  and  Public  Relations: 

Mr.  President,  this  is  the  report  of  the  reference 
Committee  on  Legislation  and  Public  Relations.  In 
attendance  were  Doctors  Solomon,  Colvin,  Wyman 
and  myself,  and  the  following  matters  were  con- 
sidered : 

1.  Resolution  presented  by  Dr.  O.  B.  Mayer  con- 
cerning the  accident  and  death  rate  on  the  public 
highways  of  South  Carolina  in  which  he  resolved 
that  the  S.  C.  Medical  Association  recommend  to 
the  Governor,  General  Assembly  and  Highway  De- 
partment to  take  cognizance  of  this  problem  and 
that  more  rigid  enforcement  of  the  existing  traffic- 
laws  be  instituted  towards  the  end  of  saving  lives 
and  reducing  injuries;  and  further  resolved  that  a 
copy  of  this  resolution  be  sent  to  the  Governor  and 
General  Assembly. 

The  reference  committee  voted  favorably  on  this 
resolution  and  we  so  move  its  adoption. 

(This  was  adopted.) 

2.  Resolution  presented  by  Dr.  J.  Dec-herd  Guess 
concerning  the  emergency  first  aid  medical  care  given 
by  physicians  on  the  highway,  and  in  all  public- 
places,  and  resolved  that  the  House  of  Delegates 
instruct  its  standing  committee  on  Legislation  to 
study  the  problem  and  recommend  passage  of  legisla- 
tion protecting  the  doctor  from  liability  suits  (this 
is  the  Good  Samaritan  Law. ) 

Our  Committee  approved  this  resolution  and  so  move 
its  adoption,  Mr.  President.  (The  motion  was  sec- 
onded ) 

The  Chair:  This  motion  has  been  made  and  seconded 
that  this  resolution  be  adopted,  is  there  any  discus- 
sion? 

Dr.  Norman  Eaddij  (Recognized  by  The  Chair):  Mr. 
President,  this  matter  was  discussed  at  some  length 
before  Council  a year  or  two  ago  and  I would  like 
to  ask  Dr.  Guess — I believe  he  was  the  one  who  made 
the  motion,  if  he  would  accept  one  little  change — that 
when  this  matter  is  looked  into  by  the  committee  it 
is  being  referred  to  that  it  be  left  up  to  this  com- 
mittee whether  or  not  it  actually  recommends  enact- 
ment of  such  legislation. 

As  it  now  reads  the  committee  is  directed  to  recom- 
mend the  institution  of  passage  of  such  legislation 
but  after  they  look  into  it  they  might  find  that  they 
don’t  want  to  recommend  passage  of  such  legisla- 
tion, the  reason  being  that  heretofore,  I was  told, 
there  had  never  been  a suit  in  South  Carolina  of 
this  nature  and  it  might  be  better  to  let  sleeping  dogs 
lie  and  not  actually  recommend  passage  of  such 
legislation.  However,  I am  quite  willing  to  go  along 
with  whatever  Dr.  Guess  desires. 

The  Chair:  Is  there  any  further  discussion? 

Dr.  Guess:  Mr.  President,  in  presenting  this  resolu- 
tion I was  not  trying  to  dictate  or  even  to  arrange 
the  details  of  legislation  looking  towards  the  pro- 
tection of  doctors  against  suits  for  abandonment,  mal- 
practice, negligence,  etc.  My  idea  was  to  bring  this 
before  the  House  of  Delegates  and  through  that  to 
a Reference  Committee  and  then,  if  it  was  approved 
by  the  Reference  Committee  and  by  you,  then  the 
details  would  be  worked  out  by  our  Standing  Com- 
mittee. The  resolution  as  it  was  presented  to  you 
yesterday  was  “that  the  House  of  Delegates  request 
and  instruct  its  Standing  Committee  on  Legislation, 
assisted  by  legal  council  of  the  association,  to  study 
this  problem  and,  if  it  should  deem  it  to  be  in  the 
interest  of  both  the  medical  profession  and  of  the 
public  at  large,  to  have  introduced  into  the  General 
Assembly  of  South  Carolina  a bill  which  would  pro- 
vide that  no  person  licensed  under  the  laws  of  South 
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Carolina  to  practice  medicine  and  surgery  who  in 
good  faith  renders  emergency  service  at  the  scene 
of  the  emergency  shall  be  liable  for  any  civil  dam- 
ages as  a result  of  any  acts  of  omissions  by  such 
persons  in  rendering  the  emergency  care. 

Now,  this  particular  legislation  providing  for  this 
protection  for  the  medical  profession  has  already 
been  adopted  in  some  14  or  15  states,  and  those 
states  include  our  neighboring  state  of  Georgia  and 
our  near  neighboring  state  of  Virginia. 

I think  most  of  us  have  had  the  experience  of  driving 
along  the  highway,  coming  upon  an  accident  and  in- 
stead of  stopping  to  see  if  we  could  render  first  aid 
dodging  around  and  getting  out  because  we  are 
afraid.  I know  that  has  happened  to  me  on  two 
different  occasions.  I was  told  last  night  of  a case 
where  they  didn’t  stop  and  the  doctor  who  rendered 
first  aid  was  in  no  condition  to  practice  medicine 
but  he  did  try  to  do  his  professional  duty  and  by 
doing  that  he  laid  himself  liable  to  suit.  As  far  as  I 
know  there  have  been  no  suits  in  South  Carolina.  1 
can  remember  the  time  when  there  never  had  been 
a suit  for  malpractice,  for  example,  in  producing 
sterility  by  ligation  of  the  tubes,  and  then  in  one 
vear  we  had  three  suits  in  South  Carolina  against 
that.  The  time  will  come,  it  may  be  you  or  it  may 
be  me  that  will  pay  the  penalty  for  neglect,  so  I 
personally  feel  that  this  should  be  adopted  in  the 
form  in  which  the  resolution  was  prepared,  namely 
“that  it  be  referred  to  this  committee,  our  com- 
mittee, and  if  they  deem  that  the  introduction  and 
passage  of  this  would  be  in  the  interest  of  the  medi- 
cal profession  and  the  public  welfare,  then  that  its 
adoption  should  be  sought  by  that  committee  on  our 
behalf. 

The  Chair : Thank  you.  Dr.  Guess.  Is  there  any 
further  discussion? 

Doctor  May,  how  about  re-reading  that  recommenda- 
tion for  us  again,  now,  in  view  of  what  has  been  dis- 
cussed, let’s  get  it  clear  what  we  are  going  to  pass  or 
reject  or  what  not. 

Dr.  Mai/  ( Re-reading  the  second  recommendation  of 
the  Reference  Committee,  pertaining  to  ‘The  Good 
Samaritan’  situation. ) 2.  Resolution  presented  by  Dr. 
J.  Decherd  Guess  concerning  the  emergency  first  aid 
medical  care  given  by  physicians  on  the  highways 
and  in  all  public  places,  and  resolved  that  the  House 
of  Delegates  instruct  its  standing  committee  on 
Legislation  to  study  the  problem  and  recommend 
passage  of  legislation  protecting  the  doctor  from 
liability  suits,  (this  is  the  Good  Samaritan  Law). 
Our  reference  committee  approved  this  resolution  and 
so  move  its  adoption.  ( Dr.  Weston  seconded  the 
motion ) 

The  Chair:  It  has  been  moved  and  seconded  that  we 
adopt  the  resolution  as  presented  back  by  our 
Reference  Committee. 

( This  was  adopted. ) 

Dr.  May:  3.  This  is  a resolution  presented  by  a com- 
mittee of  the  Charleston  County  Medical  Society 
dealing  with  the  “compact  interstate  mental  health 
laws”  now  on  the  books  of  South  Carolina.  It  is  con- 
sidered by  the  committee  that  these  laws  might 
jeopardize  the  best  interest  of  patient  care  in  the 
State  of  South  Carolina. 

The  resolution  resolves  that  the  S.  C.  Medical  Asso- 
ciation call  these  matters  to  the  attention  of  all 
county  medical  societies  within  the  State  of  South 
Carolina  and  within  the  states  of  the  compact.  It  is 
also  resolved  that  the  South  Carolina  Medical  Society 
call  these  laws  to  the  attention  of  the  Congress  of 
the  United  States  since  it  is  questionable  whether  or 
not  such  “interstate  compacts”  are  permissible  within 
the  provisions  of  the  Constitution. 


The  reference  committee  approved  of  this  resolution 
and  we  so  move  its  adoption. 

( This  Report  was  passed. ) 

Dr.  May:  4.  This  is  a resolution  presented  by  Dr. 
Thomas  Parker  concerning  the  alleged  unethical  ac- 
tions of  Dr.  Charles  E.  Smith  concerning  the  psy- 
chiatric diagnosis  of  Edwin  A.  Walker.  It  was  re- 
solved that  the  House  of  Delegates  go  on  record  as 
condemning  this  action  as  unethical  medical  prac- 
tice. 

The  reference  committee  disapproved  this  resolu- 
tion and  recommends  that  it  be  accepted  as  informa- 
tion and  referred  to  the  AMA  Delegates  for  their 
discretion.  We  so  move.  This  motion  was  seconded. 
The  Chair:  It  has  been  moved  and  seconded  that  this 
resolution  be  disapproved.  Is  there  any  discussion? 
Dr.  Thomas  Parker:  Mr.  President  and  Delegates,  I 
don’t  want  to  talk  at  length  on  this  matter,  but  you 
all  know  there  are  two  or  three  things  that  we 
ought  to  bring  out  that  were  possibly  not  brought  out 
yesterday.  The  first  thing  is  that  the  image  that  we 
all  consider  so  important  these  days,  the  image 
of  the  medical  profession  has  been  very  definitely 
hurt  by  this  action  of  Dr.  Smith.  There  is  a totally 
new  legal  concept  that  has  come  up.  Now,  the  legal 
matter  may  be  bevond  our  control  but  the  concept 
is  this — it  used  to  be  that  if  a person  were  accused  of 
a crime,  suppose  we  say  murder,  and  it  looked  like 
to  him  he  might  get  hung,  that  he  would  plead  in- 
sanity. This  was  a maneuver  of  the  defense.  Now, 
the  new  concept  is  that  if  the  prosecution  accuses  a 
person  of  insanity  that  he  is  going  to  have  to  prove 
he  is  sane  before  he  can  get  a trial.  And  in  that 
case  he  might  never  get  a trial,  he  might  stay  in  an 
insane  asylum  the  rest  of  his  life.  This  is  a totally 
new  thing  and  it  is  a clear  and  present  danger  that 
affects  anybody  who  takes  a stand,  that  a Govern- 
mental authority  might  object  to.  I don’t  know  that 
we  can  do  anything  about  that,  as  doctors,  but  what 
we  can  do  is  that  we  can  express  our  displeasure  with 
a doctor  who  implements  this  thing;  and  in  the  case 
of  Dr.  Smith,  in  his  official  capacity,  he  issued  his 
statement  which  was  used  for  the  purposes  of  confin- 
ing General  Walker,  after  he  had  already  been  con- 
fined. So  that  I don’t  see  that  first,  as  citizens,  but 
second  as  doctors  we  can  fail  to  take  some  action. 
Now,  if  we  feel  that  we  don’t  know  enough  about 
this  particular  situation,  I believe  it  would  be  proper 
for  us  at  least  to  take  the  following  resolution  and  I 
would  submit  to  the  House  the  following  substitute 
resolve  because  the  recommendation  of  the  com- 
mittee was  that  “this  resolution  be  accepted  as  in- 
formation and  passed  along  to  our  Delegates.”  I be- 
lieve we  ought  to  do  more  than  that,  and  I would 
like  to  submit  this  as  a substitute  resolve  with  the 
preamble  being  the  same: 

“Therefore  Be  It  Resolved  by  the  House  of  Dele- 
gates of  the  South  Carolina  Medical  Association 
in  regular  session  assembled  this  8th  dav  of  May, 
1963,  that  it  petition  the  House  of  Delegates  of  the 
American  Medical  Association  to  obtain  a prompt 
report  from  its  judiciary  committee  on  the  actions 
of  Charles  E.  Smith,  M.  D.,  referred  to  above,  and 
that  the  House  of  Delegates  of  the  American  Medi- 
cal Association  take  prompt  and  definitive  action 
upon  this  report.” 

I don’t  see  how  we  can  do  any  less  than  that.  We 
don’t  wish  the  matter  tabled.  The  matter  is  before 
the  Judiciary  Committee  of  the  American  Medical 
Association.  It  is  supposed  to  report  in  June  and  we 
ought  to  take  action  one  way  or  another,  even  if 
we  don’t  censure  him,  we  ought  to  take  an  official 
position. 

So  that  I would  like  to  move  this  resolve  as  a sub- 
stitute resolve.  (The  motion  was  seconded) 
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( The  original  resolution  as  offered  by  the  Reference 
Committee  was  then  passed. ) 

5.  In  the  report  of  Council,  a motion  was  made  by 
Dr.  Fleming,  seconded  by  Dr.  Eaddy,  that  the  South 
Carolina  Medical  Association  Advisory  Committee 
to  the  South  Carolina  Industrial  Commission  be  made 
a permanent  committee. 

The  reference  committee  approves  this  motion  and 
we  so  recommend  its  adoption. 

( This  motion  was  passed. ) 

6.  In  the  report  of  Council  On  Motion  of  Dr.  W.  L. 
Perry,  seconded  by  Dr.  Evatt,  Council  opposed 
special  legislation  permitting  C.  A.  Mitchell  to 
register  as  an  osteopath.  This  opposition  to  be  con- 
veyed by  the  Executive  Director  to  the  appropriate 
legislative  committee  of  the  South  Carolina  General 
Assembly. 

(This  motion  was  passed.) 

7.  The  next  is  a report  of  a committee  appointed  by 
the  1962  Medical  Association  in  session  to  study 
the  needs  for  a Coroner-Medical  Examination  system 
for  the  State  of  South  Carolina.  The  recommenda- 
tions of  that  report  were: 

( 1 ) For  the  establishment  of  a complete  laboratory 
and  the  employment  of  a toxicologist  and  as- 
sistants and  laboratory  helpers. 

( 2 ) That  the  laboratory  be  used  as  a central  medical- 
, legal  laboratory  to  be  used  by  all  coroners  of 
all  counties. 

(3)  That  the  activities  of  all  coroners  be  submitted 
to  the  director  of  the  laboratory  and  an  analysis 
of  these  reports  be  undertaken. 

( This  motion  was  passed. ) 

8.  Report  by  Dr.  Clay  Evatt  concerning  the  advis- 
ability of  a permanently  established  committee  by 
tlie  society  to  deal  with  the  appeals  of  various  or- 
ganizations to  the  South  Carolina  Medical  Associa- 
tion for  its  endorsement  and  backing.  The  report 
recommends  that  staggered  membership  be  estab- 
lished with  overlapping  appointments. 

( The  reference  committee  approved  this  report  and 
it  was  adopted. ) 

9.  This  last  report  is  the  report  of  the  Committee  on 
Legislation  and  Public  Relations,  Dr.  Donald  C. 
Kilgore,  Jr.,  Chairman. 

It  deals  with  four  different  categories,  but  I believe 
that  since  we  have  considered  it  as  one  report  I would 
like  to  read  it  as  one  report  and  make  our  recom- 
mendation. It  dealt  with  the  following: 

( 1 ) The  report  deals  with  action  being  taken  to  ap- 
prove a resolution  condemning  racial  segregation  of 
blood  and  urging  individual  county  medical  societies 
to  pass  such  a resolution. 

(2)  President  Gressette  suggested  special  compul- 
sory legislation  for  poliomyelitis  vaccination.  The 
committee  (the  report  rather)  felt  that  this  had  al- 
ready been  taken  care  of  and  no  action  was  taken, 
by  that  committee. 

(3)  The  Committee  received  as  information  a pro- 
posal for  an  amendment  to  the  Medical  Practice  Act 
of  South  Carolina  concerning  re-registration  of  phy- 
sicians. Since  the  matter  had  already  been  disposed 
of,  no  action  was  taken  by  the  reference  committee. 
( That  was  the  Report  of  the  reference  Committee ) 

(4)  A proposal  for  the  passage  of  a sterilization  law 
was  presented.  The  reference  committee  had  no  ob- 
jections to  the  introduction  of  the  law  but  felt  that 
a resolution  by  local  medical  societies  would  be 
necessary  before  action  could  be  taken  on  this  sub- 
ject. 

Your  Reference  Committee  approves  this  report,  as 
published  in  the  Journal  and  recommends  its  adop- 
tion. (This  Report  was  adopted.) 


Mr.  President,  we  move  the  adoption  of  this,  our 
report,  in  its  entirety.  (This  was  seconded  by  Dr. 
Weston,  there  was  no  discussion,  the  vote  taken, 
passed  and  it  was  so  ordered. ) 

The  Chair : Public  & Industrial  Health,  Dr.  Wells, 
Chairman  of  that  Reference  Committee. 

Dr.  H.  H.  Wells:  Mr.  President,  this  Committee 
would  like  to  commend  the  Chair  for  his  efficiency 
and  his  generosity. 

The  following  is  the  report  of  the  Reference  Com- 
mittee on  Public  & Industrial  Health.  In  attendance 
were  Doctors  H.  F.  Hall,  Sol  Neidich,  F.  L.  Cul- 
bertson and  myself.  The  following  matters  were  con- 
sidered : 

1.  The  report  of  the  Committee  on  Emergency 
Medical  Care  which  was  reported  in  the  Journal  bv 
Dr.  Robert  S.  Solomon,  Chairman. 

The  reference  committee  recommends  the  adoption 
of  this  report,  as  printed  in  the  Journal,  and  expresses 
its  appreciation  to  this  committee  for  its  work. 

( This  motion  was  passed. ) 

2.  The  report  of  the  Committee  on  Maternal  Mortal- 
ity, printed  in  the  Journal. 

The  Reference  committee  wishes  to  express  its  ap- 
preciation to  Dr.  E.  J.  Dennis  and  his  committee  for 
its  excellent  and  informative  report  and  moves  the 
adoption  of  the  report  as  printed  in  the  Journal. 

The  committee  further  recommends  that  hospital 
facilities  be  made  available  to  all  maternity  patients, 
especially  primiparas  and  complicated  cases.  It  was 
thought  that  the  State  Hoard  of  Health  might  devise 
some  method  whereby  complicated  maternal  cases 
could  be  assured  of  hospital  care.  We  further  would 
like  to  point  out  to  the  House  of  Delegates  that  a 
telephone  consultation  is  available  day  or  night  from 
the  Medical  College  Hospital  staff  on  obstetrical 
complications.  We  urge  more  thorough  use  of  this 
service  as  a means  of  lessening  maternal  mortality  and 
creating  further  liaison  with  our  medical  school. 

( This  report  was  adopted. ) 

3.  The  report  of  the  Mental  Health  Committee  pub- 
lished in  the  Journal  by  Dr.  James  R.  Galloway, 
Chairman. 

The  reference  committee  recommends  the  adoption  of 
this  report  as  outlined  in  the  Journal  with  the  nine 
( 9 ) listed  recommendations.  ( This  report  was 
passed. ) 

4.  The  report  of  the  Committee  on  Infant  and  Child 
Health,  reported  in  the  Journal  by  Dr.  John  W. 
Rheney,  Jr.,  Chairman.  The  committee  on  Infant  and 
Child  Health  recommends  that  diphtheria,  whooping 
cough,  tetanus  and  polio  immunization  be  made 
mandatory  prior  to  a child’s  attending  school  in 
South  Carolina,  also  that  a physical  examination, 
hemoglobin  and  urinalysis  be  given  prior  to  entrance 
to  the  first  grade. 

The  reference  committee  endorses  these  suggestions 
in  principle  but  offers  no  method  of  implementation 
and  doubts  the  feasibility  of  such  a law  at  the  pres- 
ent time.  We  recommend  approval  in  principle  of  the 
recommendations  of  this  Committee  on  Infant  and 
Child  Health. 

(This  recommendation  was  adopted.) 

5.  The  report  of  the  Mental  Health  Commission 
which  was  referred  to  this  reference  Committee 
through  Council  was  discussed  at  some  length. 

It  was  the  feeling  of  this  reference  committee  that 
the  program  as  outlined  by  Dr.  Lawson  Bowling 
has  already  been  partially  implemented.  This  com- 
mittee endorses  the  recommendation  of  the  Mental 
Health  Commission  in  principle  but  urges  that  the 
Commission  make  every  effort  to  enlarge  the  medi- 
cal representation  on  each  committee.  We  are  con- 
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cerned  about  the  lack  of  medical  leadership  in  the 
field  of  mental  health  and  urge  the  Association  to 
regain  the  initiative  in  this  area.  We  would  like  to 
stress  particularly  the  role  of  the  generalist  in  the 
area  of  mental  care  and  urge  that  each  of  us  give 
due  consideration  to  the  mental  and  emotional  prob- 
lems of  our  patients. 

We  recommend  approval  of  the  report  in  principle. 
( This  motion  was  passed. ) 

6.  The  report  of  the  Special  Committee  on  Polio- 
myelitis Vaccine,  as  reported  by  Dr.  Julian  Price,  was 
considered. 

It  seems  generally  agreed  that  mass  immunization 
of  all  the  citizens  of  our  State  with  the  Sabin  vac- 
cine is  desirable.  There  seems  to  be  some  difference 
of  opinion  in  the  manner  in  which  immunization 
should  be  undertaken. 

The  reference  committee  wishes  to  make  the  fol- 
lowing recommendation  to  the  House  of  Delegates: 
It  is  recommended  that  the  President  of  the  South 
Carolina  Medical  Association  appoint  a special  com- 
mittee to  initiate  a statewide  immunization  program 
against  poliomyelitis,  and  that  this  committee  secure 
the  cooperation  and  endorsement  of  each  county  med- 
ical society.  The  facilities  of  the  State  Health  De- 
partment and  its  county  units  should  be  utilized  in 
the  program  and  appropriate  medical  records  be  kept. 
The  committee  feels  that  a unified  effort  with  the 
endorsement  of  the  Governor  of  South  Carolina  and 
the  Legislature  would  provide  maximum  public  re- 
sponse as  well  as  improved  medical  public  relations. 
( This  recommendation  was  passed. ) 

7.  The  School  Health  Committee  presented  the  fol- 
lowing resolution  by  Dr.  John  R.  Paul:  Be  it  resolved 
that  the  House  of  Delegates  of  the  South  Carolina 
Medical  Association  recommends  to  the  State  Board 
of  Education  that  physical  fitness  programs  be  de- 
veloped in  the  school  systems  commensurate  with 
age,  sex,  and  physical  well-being  of  the  students. 

( This  resolution  was  passed. ) 

8.  The  resolution  of  the  School  Health  Committee, 
presented  by  Dr.  John  R.  Paul,  concerning  the  re- 
peal of  Section  21-753  and  Section  32-128  of  the 
Code  of  Laws  of  South  Carolina,  1952. 

Dr.  Paul  failed  to  appear  before  the  reference  com- 
mittee and  there  was  not  sufficient  information  for 
the  committee  to  act.  Therefore,  action  on  this  par- 
ticular resolution  was  deferred. 

9.  The  report  of  the  Committee  on  Industrial  Medi- 
cine, printed  in  the  Journal,  with  Dr.  George  Poda, 
Chairman. 

( This  report  was  adopted. ) 

10.  The  report  of  the  Committee  on  Accident  Pre- 
vention printed  in  the  Journal,  with  Dr.  Henry  Moore, 
Chairman. 

(This  report  was  adopted.) 

Mr.  President,  I move  the  adoption  of  this  reference 
committee  report  on  Public  and  Industrial  Health. 
This  motion  was  seconded,  the  vote  was  taken  and 
passed.  The  report  was  adopted. 

The  Chair : Now,  we  will  have  the  Reference  Com- 
mittee Report  on  Amendments  to  Constitution  and 
Bv-Laws,  Dr.  A.  B.  Preacher,  Chairman. 

Dr.  A.  B.  Preacher,  Chairman:  A motion  was  made 
to  the  House  of  Delegates  in  1962  to  increase  the 
number  of  councilors  from  9 to  15.  At  that  time  a 
committee  was  appointed  to  make  further  study  of 
this  motion.  On  the  recommendations  of  this  com- 
mittee, we  the  Reference  Committee  recommend  that 
the  motion  be  dropped,  and  so  move. 

( This  motion  was  passed. ) 

Dr.  Preacher-.  A motion  was  presented  yesterday:  it 
was  moved  that  the  method  of  choosing  the  mem- 
bers of  Council  be  changed  in  the  Constitution  and 
by-laws.  It  suggested  a new  method  instead  of  being 


elected  by  this  body,  that  the  members  of  Council 
be  elected  from  their  respective  districts. 

The  Reference  Committee  felt  that  this  motion  cer- 
tainly had  a great  deal  in  favor  of  it  and  we  suggest 
the  House  of  Delegates  or  the  President  appoint  a 
committee  to  make  a further  study  in  regard  to  this 
motion  and  present  it  at  our  next  meeting.  And  we 
also  wish  to  remind  this  committee,  if  it  is  appointed, 
that  it  will  be  necessary  to  notify  the  county  societies 
at  least  two  months  before  the  next  meeting  in  order 
for  action  to  be  taken  at  the  next  meeting.  We  move 
that  this  committee  be  appointed. 

The  Chair:  Let  me  get  straight  on  that — in  other 
words  you  are  not  asking  for  any  specific  recom- 
mendation other  than  that  the  president  appoint  a 
committee  to  study  this  and  to  present  it  as  a change 
in  the  Constitution  and  by-Laws  at  the  next  meeting. 
And  if  they  propose  in  the  affirmative  that  such  a 
plan  be  adopted  that  they  circularize  the  county  so- 
cieties at  least  two  months  in  advance  of  next  year’s 
meeting  so  that  it  will  be  eligible  to  be  voted  on  at 
that  meeting.  Is  that  right? 

Dr.  Preacher:  Right. 

The  Chair:  It  is  so  moved.  Any  Second?  (The  motion 
was  seconded. ) Is  there  any  discussion? 

Dr.  Joe  Cain:  (Recognized)  Would  it  be  a change 
in  the  by-laws  or  in  the  constitution? 

The  Chair:  It  would  be  a change  in  the  Constitution, 
Joe. 

Dr.  Cain:  If  that  is  so,  it  will  have  to  be  brought  be- 
fore the  House  the  next  time  and  voted  on  at  the  next 
year’s  meeting,  would  it  not? 

Dr.  Preacher:  Dr.  Gressette,  I think  Dr.  Cain  is 
correct  in  that.  We  are  not  recommending  the  adop- 
tion of  this  motion,  we  are  recommending  that  it 
be  given  further  study.  It  is  my  opinion  that  it  would 
have  to  be  presented  at  the  next  meeting  and  be 
voted  on  at  the  following  meeting. 

The  Chair:  In  other  words,  you  want  to  recommend 
that  it  be  given  further  study? 

Dr.  Preacher:  Right. 

The  Chair:  You  recommend  that  it  be  given  further 
study  and  a motion  that  we  approve  the  recommenda- 
tion of  the  committee? 

(There  was  no  further  discussion,  the  vote  was  taken 
and  passed.  It  was  so  ordered.) 

Dr.  Preacher:  The  next  matter  that  was  taken  up  by 
this  committee  was  referred  to  us  by  Council.  I will 
read  what  this  was:  “It  was  moved  by  Dr.  Booker, 
seconded  by  Dr.  Gressette,  that  there  be  a tem- 
porarv  suspension  of  the  Permanent  Home  Fund, 
and  that  this  $5.00  per  member  be  diverted  to  the 
General  Fund  to  make  up  the  deficit  in  the  budget. 
This  would  amount  to  a change  in  the  By-Laws, 
Section  I,  Chapter  10,  as  Follows: 

At  the  end  of  the  first  sentence,  delete  the  words 
‘And  $5.00  per  member  shall  be  set  aside  for  Per- 
manent Building  purposes,  to  be  used  at  the  dis- 
cretion of  Council  in  the  future.’  This  change  to  be 
effective  beginning  with  the  next  fiscal  vear. 

Our  reference  committee  had  very  good  arguments' 
on  both  sides  of  this  question,  very  ably  presented. 
We  refused  to  take  action  on  it,  feeling  that  the 
i louse  of  Delegates  should  vote  on  this  matter.  And 
in  the  discussion  it  seems  that  there  are  two  ways  by 
which  we  can  again  become  solvent  by  paying  our 
debts.  One  is  to  adopt  this  change  as  suggested.  The 
other  is  to  use  funds  that  at  one  time  was  surplus  and 
are  now  invested.  And  raising  dues  was  men- 
tioned, but  the  committee  did  not  recommend  that. 
So,  it  is  our  feeling  we  have  two  things  to  choose 
from — to  make  this  change  in  the  constitution,  or 
use  the  surplus  funds.  And  in  order  to  vote  on  it,  I 
would  suggest  that  we  just  vote  for  or  against  this 
motion  as  presented  to  us  by  Council. 
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The  Chair:  In  other  words,  you  bring  the  subject 
back  without  any  recommendation. 

Dr.  Preacher:  Correct.  We  feel  that  the  entire  body 
should  vote  whether  we  should  change  the  constitu- 
tion. The  reason  for  that  being  for  the  future.  Now, 
we  have  no  reason  to  think  that  Council  would  not 
go  back  to  the  original  idea  and  when  these  funds 
are  paid,  continue  to  use  that  $5.00  for  the  Build- 
ing Fund,  but  there  is  no  guarantee  that  this  would 
happen.  And,  since  the  matter  is  of  great  import  and 
would  effect  the  whole  society,  we  felt  it  should 
have  been  voted  on  by  the  House  of  Delegates. 

Dr.  Evatt:  Mr.  President,  I move  that  the  By-Laws 
be  amended  to  take  care  of  this  situation  for  the 
following  reason.  I certainlv  am  in  favor  of  having 
the  permanent  home  for  the  Association  but  having 
it  when  we  are  able  to  have  it  and  by  setting  aside 
this  thing  it  does  not  change  our  wishes  or  our  de- 
sires or  our  reaching  the  goal,  it  just  postpones  it  until 
we  are  able  to  pay  for  it.  We  are  not  the  Federal 
Government,  we  can’t  just  go  on  and  on  increasing 
our  debts,  we  are  honest  folks,  we  have  to  pav  our 
debts  or  we  should. 

Now,  don’t  get  confused  when  we  bring  up  the  idea 
of  dues,  no  increase  in  dues  out  of  your  pocket,  the 
same  dues  is  going,  like  it  has  been  in  the  past.  The 
only  difference  is  we  are  leaving  this  feature  of  it 
alone  and  taking  this  $5.00  that  has  been  going  to 
the  permanent  home,  putting  it  over  against  our 
deficit,  which  in  time  will  be  paid  up. 

Now,  the  other  thing  that  Dr.  Preacher  said,  we 
could  take  this  money,  which  is  drawing  interest,  a 
tree  bearing  fruit,  and  don’t  let’s  cut  the  tree  down 
that  is  bringing  in  a little  fruit. 

I like  to  talk  about  money,  I wish  I had  some,  but 
if  I don’t  keep  trying  and  this  Association,  if  we 
don’t  use  common  sense,  we  are  not  going  to  have 
any.  So  let’s  just  be  patient, — I love  Columbia,  too, 
I have  lived  several  very  happy  informative  years 
there,  and  I love  it  and  when  the  time  comes  to  build 
a new  home  that  will  be  the  time  to  decide  where 
it  will  be  and  all  that  kind  of  stuff,  so  let’s  don’t 
bring  that  into  the  argument. 

I hope  I have  started  a big  fuss  here,  and  I guess 
I have  but  common  sense  and  two  and  two  makes 
four  and  if  we  cut  off  our  income  it  is  going  to  delay 
our  permanent  home  that  much  longer  and  I just 
think  that  the  common  sense  thing  to  do  is  to  hold 
off  on  this  great  big  endeavor  and  get  caught  up 
with  our  arrears  and  then  go  ahead  and  take  it  up 
from  there.  I so  move.  Thank  you. 

Dr.  Frank  Owens:  I would  like  to  discuss  it  a mo- 
ment. I think  by  all  means  we  should  get  in  the  black 
and  this  seems  to  be  a very  good  way  to  do  it. 

First  I want  to  ask, — you  used  the  word  “tempo- 
rary,” that  there  be  a temporary  use  of  this  money  to 
take  care  of  our  debts.  Does  that  mean  one  year  or 
two  years?  I am  thinking  perhaps  one  or  two  years 
from  now  when  this  deficit  has  been  overcome,  may- 
be somebody  would  want  to  put  some  more  dues  on 
us  to  take  care  of  the  Permanent  Home  and  maybe 
some  other  deficit.  Wouldn’t  it  be  better  to  limit  this 
to  one  or  two  years  and  then  we  could  vote  it  again,  if 
necessary.  Could  you  explain  what  you  mean  by 
“temporary?” 

Dr.  Preacher:  The  only  way  we  could  figure  that  this 
money  could  be  diverted  would  be  to  change  the 
Constitution  and  By-Laws  and  once  that  is  changed  if 
we  reverted  back  to  the  present  method  that  would 
have  to  come  up  anew,  another  change  back  to  this 
system  would  have  to  come  from  the  Association. 

Dr.  Tucker  Weston:  I would  like  for  you  to  give  us 
the  financial  figure.  Your  budget  yesterday  was 
$4,700.00,  you  were  in  the  red  last  year.  Now  are 


you  just  talking  about  $4,700.00  or  has  this  been 
going  on  for  several  years?  What  are  you  trying  to 
cure,  what  is  the  financial  problem  you  are  trying 
to  cure  and  how  long  will  it  take  to  cure  it? 

The  Chair:  We  will  have  to  get  the  Treasurer  to 
answer  that  for  you.  I can’t  answer  that. 

The  Chair:  Dr.  Stokes,  will  you  answer  that  for  him, 
please? 

Dr.  Howard  Stokes:  Mr.  President,  those  of  us  who 
have  been  aware  of  the  financial  situation  in  the 
state  Association  realize  that  for  the  past  several 
vears  we  have  had  a deficit  of  around  $4,000.00, 
$4,000.00  to  $5,000.00. 

It  is  now  a question  of  taking  care  of  that  deficit.  I 
like  the  word  “temporary”  and  I think  it  will  be  a 
temporary  thing.  I believe  that  in  the  matter  of  a few 
years  the  situation  will  remedy  itself  by  the  diver- 
sion of  this  amount  of  revenue. 

( Question  from  The  Floor ) What  is  the  total  deficit, 
then,  is  it  $20,000.00  or  $30,000.00  or  $15,000.00? 

Dr.  Stokes:  Well,  when  you  use  the  term  “deficit” 
Doctor,  you  must  remember  we  have  investments  on 
hand  and  consequently  the  power  to  borrow  money. 
Now,  last  year  we  borrowed  $10,000.00  at  the  end  of 
the  year  to  carry  us  over.  This  year,  under  the  pres- 
ent situation  we  will  probably  have  to  borrow  about 
$15,000.00,  so  if  you  want  to  use  round  figures,  we 
are  approximatelv  $15,000.00  overdue. 

The  Chair:  Mr.  Treasurer,  don’t  you  think  it  would 
be  fair  to  tell  them,  too,  that  that  does  not  consider 
any  income  that  you  have  of  your  invested  capital,  in 
other  words  that  is  being  put  back  in.  In  other  words 
that  is  not  considering  your  income  from  that.  That 
is  dues  and  income  from  membership — that  you  are 
talking  about,  is  that  right? 

Dr.  Stokes:  That  is  righf,  it  is  reinvested. 

Dr.  William  Weston:  Mr.  President,  I appeared  be- 
fore the  reference  committee  yesterday  and  spoke 
vehemently  against  it  and  they  wanted  to  know  how 
much  my  blood  pressure  had  gone  up,  so  I went  in 
the  ocean  this  morning,  I assure  you  I have  cooled 
off. 

If  you  tamper  with  your  Constitution  and  your 
amendments  unless  you  have  perfectly  good  reasons, 
and  reasons  far  above  what  Dr.  Stokes  has  expressed 
here,  or  what  Dr.  Evatt  has  expressed,  I am 
definitely  opposed  to  it.  We  have  $70,000.00  in  the 
Savings  Account.  Why  can’t  we  use  some  of  that? 
Dr.  Stokes  said  yesterday  this  is  no  time  to  be  buy- 
ing property,  and  I used  the  pun  and  said  “Well,  I 
am  Bullish,  it  is  time.”  Any  time  is  a good  time  to 
buy  property  unless  you  are  too  close  to  the  ocean 
where  it  can  wash  away. 

There  are  several  things  that  we  can  do.  No.  1,  is 
curtail  our  expenses.  We  can  do  that.  If  we  keep 
running  into  the  red  then  there  is  no  end  to  it.  We 
started  out  with  the  income  tax,  that  is  the  United 
States  Government  income  tax,  some  60  or  70  years 
ago,  and  it  has  increased  almost  every  year.  And 
this  thing  is  going  to  do  the  same.  When  you  use  the 
word  “temporary”  that  doesn’t  mean  a darn  thing. 
When  you  use  “future”  it  may  be  beyond  anybody’s 
life  expectancy  in  this  room,  now  and  certainly  you 
are  25  years  old  if  you  have  graduated  in  medi- 
cine. I thing  the  Journal  is  the  reason  why  we  are  in 
the  red,  and  I think  that  the  companies  that  have 
been  advertising  in  the  Journal  have  cut  down  be- 
cause Mr.  Kefauver  and  his  group  have  investigated 
it  and  have  found  that  they  are  spending  too  much 
money,  this  way.  And  I referred  the  committee, 
yesterday,  to  the  Greenville  Bulletin  that  has  the 
names  of  the  officers  and  one  other  on  the  back  page 
and  they  have  about  four  pages  of  literature.  The 
rest  is  advertisements.  Now,  there  is  somebody  in  that 
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organization  that  is  doing  a darn  good  job  and  I think 
the  State  Medical  Association  ought  to  get  hold  of 
that  fellow  and  use  him. 

Mr.  President,  I am  definitely  opposed  to  this  and  as 
stated  I am  not  going  to  make  any  motion  to  table 
it,  but  I hope  you  gentlemen  will  see  the  light  and 
we  will  not  fool  with  the  Constitution  and  By-Laws, 
as  now  operating. 

Dr.  Evatt:  Go  ahead,  Dr.  Weston,  and  tell  us  how 
you  are  going  to  cut  that  thing  down. 

Dr.  Weston:  Well,  I am  not,  ugh,  a journalist,  I have 
written  some  things  foolishly,  but  the  pages  in  the 
Journal  are  very  slick  and  sometimes  I have  to  wet 
my  finger  in  my  mouth  to  turn  them  over,  and  so  I 
think  the  contents  could  not  be  changed  but  have 
a little  less  fine  paper — that  is  one  way. 

Dr.  Eaddij:  Mr.  President,  I would  like  first  and 
foremost  to  come  to  the  defense  of  our  Journal  a 
little  bit.  Our  Editor  is  doing  a wonderful  job  and 
I am  sure  if  any  don’t  agree  that  he  will  be  glad  to 
give  it  up  and  maybe  you  can  get  his  job.  He  is  up 
against  insurmountable  difficulties  due  mostly  to 
Senator  Kefauver’s  activities.  Now,  when  that  quiets 
down,  he  thinks  probably  the  income  from  the 
Journal  will  increase.  It  was  much  more  before  than 
it  is  now,  and  when,  as  and  if  it  does  come  back  up 
then  we  will  be  in  a better  position. 

Now,  about  diminishing  the  expense  of  the  Asso- 
ciation; that  always  draws  prejudice.  I was  quite 
a while  very  critical  of  the  expense  of  the  Medical 
Association;  I was  rather  bitter  about  it.  When  I 
finally  got  on  Council  and  I made  up  my  mind  I was 
going  through  with  a fine  tooth  comb  and  cut  out 
some  of  the  expenses  of  the  budget,  and  I just  wish 
you  would  try  it.  I think  the  state  Medical  Associa- 
tion with  what  it  is  doing  is  getting  by  with  a very 
skimpy  budget.  If  you  would  go  over  tbe  budget  and 
talk  with  Mr.  Meadors  and  go  into  it  in  detail  I think 
you  will  agree  that  you  can  not  cut  the  expenses  of 
the  Association  without  seriously  impairing  our 
activities. 

People  always  come  back  from  the  County  Medical 
Society  with  “Why  in  the  world  don’t  we  do  this, 
and  why  don't  we  do  that,  why  did  you  let  that 
law  pass?”  And  I can  assure  you  that  these  activities 
for  and  against  everything  can  not  be  carried  on  with 
out  a good  bit  of  money.  We  can’t  cut  the  budget 
materially  unless  you  want  to  sacrifice  the  efficiency 
of  the  Association. 

Now,  suppose  we  do  use  some  of  our  investment. 
You  can.  It  doesn’t  make  any  difference  to  me,  but  if 
we  had  over  the  last  four,  five,  six  or  seven  years, 
used  our  income  and  a little  out  of  our  investment, 
instead  of  having  $70,000.00  now,  which  we  have — 
more  or  less,  a few  thousand  dollars  one  way  or  the 
other,  I think  Dr.  Stokes  talks  in  round  figures — but 
roughly  speaking,  if  we  had  used  our  income  we 
wouldn’t  have  $70,000.00,  we  would  have  gone  in 
the  hole  further  and  further,  it  would  be  getting  less 
and  less  every  year.  It  is  only  by  virtue  of  the  fact 
that  we  did  not  use  our  profits  and  by  virtue  of  the 
fact  that  we  put  that  profit  back  into  our  investment 
— it  made  interest  on  interest — that  we  are  where 
we  are  today. 

Now,  if  you  want  to  use  that  money  to  get  out  of 
the  red  and  keep  on  using  it  every  year,  to  stay  out 
of  the  red,  we  can  do  it.  Council  is  the  financial  ad- 
visory committee  to  the  House  of  Delegates,  but 
you  have  the  final  say  on  it  and  if  that  is  what  you 
want  Council  to  do,  I am  sure  Council  will  do  it. 
Now,  we  have  another  alternative,  we  can  increase 
the  dues.  Between  one-fourth  and  one-third  of  the 
doctors  practicing  medicine  in  South  Carolina  today 
don’t  belong  to  the  South  Carolina  Medical  Asso- 


ciation. I have  asked  a number  of  them  “Why  don’t 
you  belong?”  And  they  said,  “Simply  because  it 
costs  too  much  money.”  I think  we  have  reached  the 
point  of  diminishing  returns.  If  we  increase  the  dues 
further  I am  afraid  instead  of  increasing  our  in- 
come we  will  lessen  our  membership.  And  frankly  I 
just  don’t  believe  we  can  increase  the  dues  much 
more  successfully.  But,  you  have  got  to  increase  the 
dues,  or  use  the  $5.00  per  member  going  to  the 
Building  Fund,  until  the  general  advertising  does 
increase,  or  we  have  got  to  go  into  the  investments. 
Now,  Dr.  Stokes,  I think  that  those  are  the  only 
three  recourses  we  have.  And  anything  the  House 
of  Delegates  wants  to  do — I am  not  Chairman  of 
Council  but  he  is  (indicating  Dr.  Burnside)  and  I 
am  quite  sure  he  will  tell  you  point  blank  that  Coun- 
cil will  do  whatever  the  House  of  Delegates  tells 
them  to  do  because  you  have  the  final  say-so. 

The  recommendation  of  Council  was  temporarily  to 
use  this  $5.00  per  member  per  year,  which  has  been 
going  to  the  Building  Fund,  and  use  it  within  the 
general  fund. 

Now,  we  can’t  bind  any  future  houses  of  delegates. 
It  they  decide  to  rescind  this  section  next  year  or 
the  year  after  or  five  years  from  now,  or  if  they 
decide  to  continue  it,  we  can’t  bind  the  future  House 
of  Delegates.  I don’t  believe  we  can  specify  any 
specific  number  of  years.  However,  anything  the 
House  of  Delegates  says  to  do,  I am  sure  Dr.  Burn- 
side will  tell  you  that  is  exactly  what  Council  will  do. 
Personally  I am  willing  to  abide  by  the  decision  of 
the  House  of  Delegates. 

Dr.  Pope:  I would  like  to  ask  Dr.  Stokes  a ques- 
tion. Are  you  planning  to  take  out  of  your  per- 
manent fund,  or  the  income  that  goes  into  the  per- 
manent fund? 

Dr.  Howard  Stokes:  This  is  a hard  way  to  get  up 
here.  The  question  was  whether  or  not  there  was 
any  intention  on  the  part  of  Council  to  dip  into  the 
present  funds  allocated  for  the  Permanent  Home 
Fund.  There  is  no  intention  of  doing  such  a thing. 
As  a matter  of  fact  that  Fund  will  be  in  essence 
frozen  except  it  will  receive  approximately  $1000.00 
a year  in  interest  and  dividends,  which  it  now  gets, 
and  simply  when  this  suspension  period  is  over — 
and  it  should  be,  because  gentlemen  the  reason  we 
are  in  a fix  now  is  not  because  we  have  got  a 
sorry  Journal  but  because  we  have  some  sorry  sena- 
tors, among  them  one  Senator  Kefauver.  And 
at  one  time,  the  Journal  made  $16,000.00  net 
profit  one  year.  This  year  we  are  losing  approxi- 
mately $1,000.00  We  made  our  money,  over  the 
past  20  years  on  the  Journal,  not  on  subscription  dues 
or  dues  for  membership.  So,  as  soon  as  this  situation 
is  eased,  relieved  a little  bit,  there  is  no  reason  why 
we  shouldn't  again  get  straight.  But  there  is  no  dip- 
ping in  of  funds  now  delegated  to  the  Permanent 
Home  Fund. 

Dr.  Evatt:  Do  I understand  you,  that  even  though 
this  $5.00  is  diverted,  you  don’t  have  to  raise  our 
dues,  that  even  so  the  Permanent  Home  Fund  is  still 
going  to  grow  a little  bit  by  interest? 

Dr.  Stokes:  This  past  year  the  Permanent  Home 
Fund  received  approximately  $800.00  in  interest  and 
dividends  and  it  will  continue  to  receive  that  and  of 
course  it  will  be  added  to  the  total  sum  of  the  Per- 
manent Home  Fund. 

The  Chair:  Gentlemen,  this  is  a change  in  the  by- 
laws which  will  require  a two-thirds  vote  to  carry, 
so  we  will  ask  you  to  stand  and  be  counted. 

Dr.  Guess:  The  Reference  Committee  is  moving  that 
we  make  that  change  in  the  by-laws? 

Dr.  Preacher:  No,  sir,  we  are  not  making  that  motion, 
that  motion  will  have  to  come  from  the  floor.  We 


September,  1963 


343 


recommend  that  this  be  decided  from  the  floor. 

The  Chair:  They  are  recommending  that  we  put 
the  question  to  the  House  and  that  is  why  we  are 
before  the  House  at  the  present  time  with  the  change 
in  the  by-laws. 

Dr.  Evatt:  I moved  that  it  be  done. 

The  Chair : In  other  words  this  is  the  question,  Dr. 
Evatt  has  made  the  motion,  it  has  been  seconded  that 
this  be  done. 

The  Chair:  Dr.  Evatt  is  moving  that  we  change  the 
by-laws  to  accomplish  this  purpose  with  no  time  limit 
on  it.  It  takes  a two-thirds  vote.  The  question  is  shall 
we  change  the  by-laws,  it  has  been  moved  and 
seconded  that  the  House  of  Delegates  at  this  time 
change  the  by-laws.  Those  in  favor  of  changing  the 
by-laws  please  stand. 

(Announcement)  By  a vote  of  71  to  19  the  by-law 
has  been  amended. 

The  Chair:  Thank  you  very  much  doctor.  We  will 
at  this  time  hear  from  the  Reference  Committee  on 
Insurance,  Blue  Cross,  Blue  Shield,  Dr.  E.  Walter 
Masters,  Chairman. 

Dr.  E.  Walter  Masters:  The  Committee  on  Insur- 
ance, Blue  Cross,  Blue  Shield  has  one  recommenda- 
tion to  make. 

1 . This  committee  would  like  to  recommend  that  in 
the  future  the  names  of  the  directors  of  the  South 
Carolina  Medical  Care  Plan  whose  terms  expire  be 
published  in  the  South  Carolina  Medical  Journal 
and  in  the  program  of  the  South  Carolina  Medical 
Association  just  as  the  names  of  the  others  are  pub- 
lished. We  so  move,  Mr.  President. 

( This  was  passed. ) 

The  following  was  not  read  by  Dr.  Masters  but  is 
a part  of  his  typewritten  report. 

"The  Committee  would  like  to  commend  the  Com- 
mittee on  Insurance  Underwriters  on  the  excellent 
work  that  it  has  done  in  securing  a uniform  insurance 
blank.  We  hope  that  it  will  soon  be  in  general  use 
throughout  South  Carolina. 

Mr.  A.  C.  Starin  of  the  South  Carolina  Medical  Care 
Plan  was  very  kind  to  meet  with  us  and  discuss  some 
of  the  problems  of  Blue  Cross,  Blue  Shield. 
Respectfully  submitted : 

E.  Walter  Masters,  M.  D.,  Chrm. 

Barney  F.  Timmons,  M.  D. 

T.  W.  Messervy,  M.  D. 

J.  D.  Whitehead,  M.  D.  ( Absent) 

The  Chair:  At  this  time  we  will  hear  from  the  Refer- 
ence Committee  on  Miscellaneous  Business,  Dr. 
W.  A.  Wallace,  Chairman. 

Dr.  W.  A.  Wallace,  Chairman,  Reference  Com- 
mittee on  Miscellaneous  Business.  The  committee  is 
composed  of  Dr.  R.  W.  LaRoche,  Dr.  J.  A.  White, 
Dr.  C.  H.  Brown  and  myself. 

1.  The  Reference  Committee  on  Miscellaneous  Busi- 
ness reviewed  the  report  from  the  Committee  on 
Historical  Medicine,  as  published  in  the  Journal.  The 
Reference  Committee  wishes  to  express  deep  ap- 
preciation to  Dr.  Waring  for  his  untiring  efforts  in 
the  writing  of  the  History  of  Medicine  in  South  Caro- 
lina. As  you  know,  one  volume  of  this  publication  is 
about  to  be  distributed  to  all  the  doctors  of  South 
Carolina  who  have  requested  it.  Several  years  past 
Council  allocated  $500.00  to  help  in  the  publication 
of  this  book.  This  Committee  on  Historical  Medicine 
at  the  present  time  is  requesting  an  additional  $500.00 
to  cover  the  publication  of  a second  volume  when  it 
is  ready  to  come  off  the  press,  several  years  from 
now. 

The  Reference  Committee  on  Miscellaneous  Business 
voted  to  accept  this  recommendation  and  so  move. 
(This  motion  was  passed.) 


Dr.  Wallace:  2.  The  Memorial  Committee  was 

referred  to  this  Committee  also  but  I understand  that 
report  will  be  made  tomorrow. 

3.  The  report  of  the  Scientific  Program  Committee 
was  referred  to  the  Reference  Committee  on  Mis- 
cellaneous Business.  This  Scientific  Program  this  year, 
is  as  follows:  Committee  Chairman,  Dr.  Dale  Groom, 
Dr.  James  L.  Wells,  Dr.  Forde  A.  Mdver,  and  Dr. 
Ben  Miller  and  Dr.  James  Gressette  (ex  officio). 
The  reference  committee  wishes  to  express  deepest 
appreciation  for  their  organization  and  bringing  to 
us  a verv  interesting  scientific  program  as  reported 
in  the  Bulletin  to  be  presented  this  afternoon  and 
all  day  tomorrow. 

Dr.  Wallace:  4.  The  Reference  Committee  also  re- 
ceived the  report  of  the  Medical  Advisory  Com- 
mittee to  Selective  Service  as  read  on  the  floor, 
yesterday,  by  Dr.  Frank  Owens,  Chairman. 

( This  report  was  accepted. ) 

Dr.  Wallace:  5.  The  Reference  Committee  studied 
the  report  from  the  Committee  on  Liaison  with  Allied 
Professions,  so  well  presented  by  Dr.  Harold  Jervey, 
Chairman  and  so  written  in  the  Journal. 

This  report  received  a vote  of  acceptance  by  the 
Reference  and  it  is  so  moved. 

(This  report  was  accepted.) 

Dr.  Wallace:  6.  The  Reference  Committee  on  Mis- 
cellaneous Business  wishes  to  commend  the  Special 
Committee  to  Study  Medical  Education  and  Agency 
Medical  Advisory  Committees  for  its  efforts  and 
study.  This  Committee,  chairmaned  by  Dr.  Martin 
Teague  was  appointed  to  study  and  report  to  Coun- 
cil the  advisability  of  a permanent  committee  to 
study  medical  education  and  all  state  agencies  having 
medical  advisory  committees. 

After  due  consideration  by  the  reference  committee, 
their  report  in  its  present  form,  as  printed  in  the 
Journal,  was  not  accepted.  The  Reference  Committee 
recommends  that  the  same  study  committee  be  re- 
appointed so  that  it  can  simplify  and  revise  the  scope 
ol  the  committee’s  functions.  And  it  further  suggests 
that  the  administration  of  the  Medical  School  be  con- 
sulted in  the  revised  report.  We  so  move. 

Dr.  Robert  Wilson:  One  of  the  recommendations  in 
this  report  has  already  been  acted  upon.  It  was  re- 
ferred to  Dr.  Harold  Pettit’s  Committee  and  his  com- 
mittee recommended  the  approval  of  the  Committee 
on  Post  Graduate  Education,  five  ( 5 ) members  to 
be  appointed  by  the  President  of  the  Association. 

I would  gather  then  that  that  is  to  be  deleted  from 
the  portion  of  this  report  which  is  to  be  referred  to 
another  study  committee,  because  that  already  has 
been  approved  by  the  House. 

Then,  as  far  as  the  portion  of  the  report  concerning 
organizations  seeking  approval  of  the  Association,  in 
another  report  this  morning  the  House  approved  a 
permanent  committee  as  proposed  by  Dr.  Evatt’s 
Committee,  to  which  organizations,  seeking  the  ap- 
proval of  the  State  Association,  be  referred  and  their 
proposals  studied.  I think  that  this  matter  should  be 
clarified  just  which  portion  of  this  report  has  already 
been  approved  and  which  portion  is  to  be  referred 
back  to  a further  study  committee. 

The  Chair:  Dr.  Wallace,  do  you  want  to  answer 
that? 

Dr.  Wallace:  It  was  felt  in  the  Reference  Committee 
meeting,  yesterday  afternoon,  that  the  scope  of  this 
committee’s  recommendations  was  entirely  too  wide. 
That  is  the  reason  why  the  committee  recommended 
that  it  be  referred  back  to  the  same  committee  for 
further  study  and  at  the  same  time  to  bring  in 
consultation  of  the  heads  of  the  Medical  School  in 
their  report. 
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The  Chair-.  The  Chair  will  rule  that  that  is  not  a 
contradictory  thing.  As  Dr.  Wilson  stated  two  parts  of 
this  committee’s  report  has  overlapped  into  other 
areas — in  other  words  those  parts  when  the  com- 
mittee studies  it,  to  continue  or  to  reappoint  a com- 
mittee to  a further  study  in  this  particular  field,  that 
would  not  be  unreasonable  or  out  of  the  ordinary 
because  part  of  the  problem  has  been  solved  in  their 
area,  because  if  they  spilled  over  into  somebody 
else’s  area  that  thev  did  not  have  any  business  in, 
or  maybe  had  some  business  in.  In  other  words  you 
just  leave  it  so  that  you  can  go  back  to  the  original 
purpose  of  the  committee  and  maybe  restrict  it  to 
the  part  of  it  that  has  not  been  covered.  Is  that  what 
you  would  assume  from  your  reference  committee, 
Dr.  Wallace? 

Dr.  Wallace:  Yes,  sir. 

The  Chair:  That  would  be  the  interpretation  of  it, 
as  such,  unless  someone  would  like  to  move  that  that 
interpretation  be  changed. 

The  motion  has  been  made  and  was  seconded  by  Dr. 
William  Weston. 

Dr.  Weston:  I second  it  with  the  interpretation  that 
you  have  placed  on  it. 

The  Chair:  Anv  discussion?  (There  was  none,  the 
vote  was  taken,  passed,  and  it  was  so  ordered. ) 

Dr.  Wallace:  7.  The  Reference  Committee  on  Mis- 
cellaneous Business  also  received  the  very  gratifying 
report  of  the  Benevolence  Fund  as  printed  in  the 
Journal  and  also  so  ably  given  yesterday  by  Dr.  Billy 
Smith.  The  Reference  Committee  wishes  to  extend 
our  appreciation  to  Dr.  Billy  Smith  for  his  efforts 
in  organizing  this  Benevolent  Fund  and  we  feel 
that  he  has  been  an  able  chairman  to  carry  it  on 
and  we  regret  his  resignation  as  Chairman  in  the 
future,  but  we  wish  to  receive  his  report  and  we  so 
move. 

( The  vote  taken,  passed,  and  it  was  so  ordered. ) 

Dr.  Wallace:  8.  The  Reference  Committee  studied 
the  Committee  report  on  Nursing  Education  as  sub- 
mitted by  Dr.  S.  H.  Huff,  Jr.,  and  his  committee. 
The  Reference  Committee  also  received  a recom- 
mendation from  the  Kershaw  Medical  Society  by 
Dr.  R.  W.  LaRoche  that  Nursing  Education  Com- 
mittee continue  its  functions,  to  investigate,  advise 
and  recommend  proper  procedure  and  the  other 
necessary  adjuncts  to  secure  our  nursing  problems  at 
home,  this  committee  to  work  in  cooperation  with 
the  Governor  of  South  Carolina,  nursing  and  ad- 
ministration boards,  and  other  dulv  constituted  offi- 
cials interested  in  furthering  the  educational  ad- 
vantages of  our  people.  Our  committee  approved  the 
above,  and  so  move. 

The  Chair:  To  clarify  the  statement,  from  the  Chair’s 
standpoint  of  view — in  other  words,  this  is  a report 
of  a committee  from  Dr.  Huff,  who  has  studied  it;  the 
County  Society  that  has  studied  it,  and  then  do  you 
get  an  entree  to  the  Governor?  In  other  words  the 
Governor  has  a Nursing  Committee,  with  which  lie  is 
studying  the  problem,  with  only  one  doctor  on  it 
and  I am  just  wondering  if  you  are  instructing  them 
to  proceed  with  that  or  were  you  instructing  them 
to  proceed  with  the  contact  you  have?  It  makes  no 
difference  to  me — I should  not  be  here  discussing  it, 
I want  you  to  be  sure  vou  know  where  you  are  going 
and  what  you  are  doing. 

For  my  clarification,  re-read  that  and  then  we  will 
move  on. 

Dr.  Wallace:  The  committee  also  received  a recom- 
mendation from  the  Kershaw  Medical  Society  that 
Nursing  Education  Committee  continue  to  function 
to  investigate,  advise  and  recommend  proper  pro- 
cedure and  other  necessary  adjuncts  to  secure  our 
nursing  problems  at  home,  this  committee  to  work 


in  cooperation  with  the  Governor  of  South  Carolina, 
nursing  and  administration  boards,  and  other  dulv 
constituted  officials  interested  in  furthering  the  ed- 
ucational advantages  of  our  people. 

Our  committee  approved  the  above,  and  so  move. 
The  Chair:  The  Nursing  Committee  is  not  a Stand- 
ing Committee,  therefore  we  are  establishing  a com- 
mittee or  we  are  instructing  the  Association  to  con- 
tinue a committee  into  another  administration.  I want 
you  to  know  that.  Because  this  in  order  to  studv  a 
problem  which  we  thought  important. 

(From  the  Floor — a cjuestion ) Mr.  President,  I 
would  like  to  ask  the  Chair  if  the  South  Carolina 
Medical  Association  has  an  official  representative  on 
the  Governor’s  Committee? 

The  Chair:  To  answer  that  question,  the  president 
of  the  South  Carolina  Medical  Association  was  asked 
to  meet  with  the  Governor,  and  he  has  a committee. 

I have  met  with  the  Governor;  the  only  reason  I was 
there  was  I was  president  of  the  Association.  But  the 
Association  is  not  committed  to  any  tvpe  of  policy 
anymore  than  the  personality  involved.  To  give  you 
a little  bit  of  background  with  it,  the  Governor  is 
very  interested  in  nursing,  the  supply  of  nurses,  the 
need  of  nursing  and  the  utilization  of  nursing  care  in 
the  state,  particularly  education.  The  nurses,  them- 
selves, are  particularly  interested  in  raising  the 
standards  of  nursing  so  as  to  have  the  nursing  pro- 
fession on  a par  with  the  doctor  and  that  is  where 
they  predominate  the  committee  that  the  Governor 
has,  they  predominate  the  Examining  Board  of 
Nurses,  and  it  was  felt  that  we  needed  something  to 
try  to  activate  the  study  and  try  to  find  out  if  we 
can  not  get  doctors  to  help  influence  the  nursing 
situation  so  as  to  provide  better  care  for  the  patient. 
Now,  yesterday  Council  came  along  with  something 
on  this  same  subject  and  I just  want  to  get  myself 
clear.  We  have  no  official  status  on  the  Governor’s 
staff  as  of  now,  or  that  would  be  my  interpretation 
of  it. 

Question  from  the  Floor:  Well,  is  it  desirable  that 
this  body  have  a committee  to  act  in  liaison  with  the 
Governor?  Has  the  Governor  expressed  a desire  to 
have  some  liaison  with  this  society? 

The  Chair:  Well,  I would  have  to  answer  that  by 
saying  that  he  wanted  some  liaison,  if  he  hadn't  he 
would  not  have  invited  me  to  attend  the  committee 
meeting,  representing  or  being  president  of  the  South 
Carolina  Medical  Association.  But  I specifically  made 
the  statement  point-blank  that  what  I said  was 
strictly  a personal  opinion. 

( This  motion  was  passed. ) 

Dr.  Wallace:  9.  The  report  of  the  Medical  Advisory 
Committee  to  the  Crippled  Childrens  Society  of 
South  Carolina,  as  given  and  reported  by  Dr.  Waring 
in  the  Journal,  was  received  by  the  reference  Com- 
mittee and  voted  to  accept  it.  It  is  so  moved. 

(This  report  was  accepted.) 

Dr.  Wallace:  10.  The  Reference  Committee  on  Mis- 
cellaneous Business  reviewed  Dr.  Edward  McKee’s 
excellent  report  on  the  Cancer  Committee.  The  vote 
was  to  accept  it.  It  is  so  moved. 

( This  report  was  accepted. ) 

Dr.  Wallace:  11.  The  report  of  the  Committee  on 
Rural  Health,  as  submitted  bv  Dr.  A.  R.  Johnson, 
Chairman  was  accepted,  passed  and  we  so  move. 

( This  report  was  accepted. ) 

Dr.  Wallace:  12.  There  were  various  items  of  Mis- 
cellaneous Business  brought  before  the  Council 
yesterday  and  were  presented  to  the  Reference  Com- 
mittee on  Miscellaneous  Business,  as  follows; 

( a ) Mr.  Ellis  C.  MacDougal,  Director  of  the  Penal 
Institution  of  South  Carolina,  presented  a plan  for 
purchasing  blood  plasma  from  prisoners.  This  to  be 
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on  a voluntary  basis  with  remuneration  to  prisoner 
and  prison  recreational  fund.  Council  voted  to  ap- 
point a committee  of  knowledgeable  men  to  formulate 
opinion  and  give  this  information  to  Mr.  MacDougal, 
this  information  to  cover  the  various  phases  of  the 
plasma  program.  This  to  constitute  an  endorsement 
and  opinion. 

Dr.  Ben  Miller:  I would  like  to  correct  a word,  it 
should  be  “rehabilitation”  instead  of  “recreation.” 
( N.B. )(  The  original  of  Council’s  Report  used  the 
word  “Recreational.” 

( The  action  of  Council  was  approved. ) 

Dr.  Wallace:  (b)  Dr.  Gressette  reported  to  council 
a request  by  medical  students  for  resolutions  re- 
questing increased  stipends  for  interns  and  residents. 
Council  voted  to  refer  this  to  the  Committee  on 
Medical  Education  and  Hospitals. 

( This  procedure  was  approved. ) 

(c)  An  additional  request  by  the  medical  students 
that  Council  appropriate  from  the  General  Funds  of 
the  Association  the  amount  of  $100.00  to  pay  the 
expenses  of  membership  to  the  Student  AMA.'  This 
motion  was  carried  by  council. 

This  motion  was  also  passed  by  the  Reference  Com- 
mittee and  bv  the  House. 

Dr.  Wallace:  Dr.  Gressette,  this  next  item  is  an  over- 
lapping of^  this  “nursing  problem”  again,  but  we  felt 
that  the  “nursing  problem”  was  so  acute  that  we 
should  include  both  items  as  separate. 


(d)  Dr.  Gressette  reported  to  the  Council  a meeting 
with  the  Governor’s  Committee  on  Nursing  Educa- 
tion. It  was  moved  and  passed  that  the  President  of 
the  South  Carolina  Medical  Association  appoint  a 
committee  to  guide  and  direct  for  betterment  of 
patient  care,  a Committee  on  Nursing  Education. 
And  as  discussion,  and  not  a part  of  the  motion,  Dr. 
Joe  Cain  suggested  that  the  M.  D.  members  of  the 
Board  of  Nursing  Examiners  report  to  the  South 
Carolina  Medical  Association  Council.  This  was 
passed  by  Council,  also  passed  by  the  Reference 
Committee  and  so  moved. 

(This  was  also  passed  by  the  House.) 

(e)  It  was  also  brought  before  Council  by  Dr.  Perry 
that  Dr.  Gressette  be  made  Chairman  of  the  Com- 
mittee on  Nursing  Education  of  the  South  Carolina 
Medical  Association.  This  was  passed  by  Council, 
passed  by  the  Reference  Committee  and  so  moved. 
( This  was  seconded  and  passed. ) 

Dr.  Wallace:  Mr.  President,  I wish  to  make  a motion 
that  the  entire  report  of  the  Reference  Committee  on 
Miscellaneous  Business  be  accepted. 

( It  was  so  ordered. ) 

The  Chair:  At  this  time  I would  like  to  thank  all 
the  members  of  the  Reference  Committees  and 
especially  their  Chairmen  for  an  excellent  job,  well 
done. 

Unless  I hear  something  different  we  will  adjourn 
until  you  reassemble  at  11:30. 


(TO  BE  CONTINUED) 
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RADIOLOGICAL  HEALTH 

AND  SAFETY  SERVICES 

• SURVEY  AND  CALIBRATION  OF  X-RAY 
MACHINE  AND  TELETHERAPY  UNITS. 

• LEAK  TEST  SEALED  RADIOISOTOPIC 
SOURCES. 

• PROCUREMENT  AND  COMPLIANCE  AIDS 
FOR  FEDERAL  AND  STATE  LICENSING. 

• RADIATION  THERAPY,  PROTECTION  AND 
SAFETY  CONSULTATION. 

• DECONTAMINATION  OF  RADIOACTIVITY 
FROM  BOTH  AREAS  AND  EQUIPMENT. 

• CALIBRATION  AND  MAINTENANCE  OF  RA- 
DIATION DETECTION  INSTRUMENTS. 

• FACILITY  DESIGN. 

• RADIOISOTOPIC  BIOASSAY  AND  ANALYT- 
ICAL RADIOCHEMISTRY. 

Dynatomic's  staff  includes  Certified  health 

physicists  and  experts  in  nuclear  medicine. 

Complete  laboratory  facilities. 

RADIOLOGICAL  SCIENCES  AND  SERVICES 

For  Information  Write  or  Call 

DYNATOMICS,  Inc. 


180  MILLS  STREET,  N.  W.  ATLANTA,  GEORGIA  30313 
TELEPHONE  525-4973  AREA  CODE  404 


There  exists  an  opening  for  a general 
practitioner  to  take  over  a full  time  prac- 
tice in  Branchville,  S.  C.  Well  equipped 
clinic  with  four  examining  rooms.  Com- 
pletely air-conditioned.  Located  14  miles 
from  Bamberg  County  Hospital  and  15 
miles  from  Orangeburg  Regional  Hos- 
pital. Will  rent  or  sell  office  fully  equip- 
ped at  reasonable  terms.  If  interested 

contact 

Dr.  Lucius  P.  Varn 
P.  O.  Box  55 
Branchville,  S.  C. 


WILLIAM  B.  TERHUNE,  M.  D. 

THE  SILVER  HILL  FOUNDATION 

NEW  CANAAN  CONNECTICUT 

ANNOUNCES: 

Appointment  available  for  Senior  Associate.  Board  Certified  in  Psy- 
chiatry to  join  our  Group  in  the  active  practice  of  psychiatry.  The  Silver  Hill 
Foundation  is  a psychotherapeutic  unit  for  the  treatment  of  the  functional 
nervous  disorders.  The  setting  is  that  of  a comfortable  country  home  where 
a limited  number  of  patients  are  under  intensive,  re-educational  treatment 
for  a period  of  several  weeks. 

Ideal  work  conditions,  scientific  freedom  and  guaranteed  income.  Only 
well-qualified  physician,  capable  of  advancement  should  APPLY  TO : Dr. 
William  B.  Terhune,  Medical  Director,  New  Canaan,  Connecticut. 

Associates:  Dr.  Marvin  G.  Pearce  Dr.  William  D.  Wheat 

Dr.  Robert  B.  Hiden  Dr.  Warren  A.  Mann 

Dr.  William  M.  White  Dr.  Morgan  F.  Moore 
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THE  WHY  AND  WHEREFORE  OF  MASS  ORAL 
POLIO  VACCINE 


JOHN  P.  MANOS,  M.  D. 

Virology  Laboratory,  Department  of  Microbiology 
Medical  College  of  South  Carolina,  Charleston,  S.  C. 


There  are  three  distinct  types  of  polio 
viruses  capable  of  producing  paralytic 
disease  in  man.  The  monovalent  oral 
live  polio  vaccine  of  Sabin  consists  of  each 
type  (designated  Types  I,  II  and  III)  pack- 
aged separately  in  fluid  form.  Each  mono- 
valent vaccine  contains  the  specific  virus 
type  in  a live  attenuated  form.  Each  virus, 
when  ingested  orally  and  on  reaching  the  in- 
testinal tract,  grows  in  the  intestinal  epi- 
thelium and  regional  lymph  tissue  and  anti- 
bodies to  the  particular  type  are  formed.  The 
virus  is  excreted  by  the  recipient  for  from 
4 to  6 weeks  on  the  average.  Antibodies  to  the 
specific  virus  type  begin  to  appear  in  the 
circulation  within  one  week  and  reach  a maxi- 
mum level  at  about  four  weeks.  This  is 
essentially  the  mechanism  by  which  “wild” 
or  paralytic  polio  viruses  establish  themselves 
in  the  human  intestinal  tract  following  a 
natural  exposure. 

Since  the  average  excretion  of  virus  may 
last  up  to  six  weeks  it  is  suggested  that  each 
type  be  given  at  intervals  no  closer  than  six 
weeks  apart. 


It  is  also  known  that  polio  type  II  virus 
interferes  with  types  I and  III.  Therefore,  it 
is  recommended  that  type  I be  given  first, 
to  be  followed  six  weeks  later  by  type  III 
(there  is  apparently  no  interference  between 
types  I and  III)  and  six  weeks  later  to  be 
followed  by  type  II. 

The  Salk  vaccine  has  very  definitely  de- 
creased the  incidence  of  paralytic  polio  in 
this  country,  but  in  competition  with  the  live 
oral  polio  vaccine,  many  disadvantages  are 
apparent.  First  and  foremost,  whereas  the 
Salk  vaccine  does  indeed  give  good  immunity 
to  those  receiving  the  full  course,  it  does  not 
prevent  the  protected  individual  from  “pick- 
ing up”  wild  strains  which  can  multiply  in 
his  intestinal  tract  and  be  therefore  trans- 
missible to  others,  perhaps  more  susceptible. 
The  oral  live  polio  vaccine  prevents  this  “car- 
rier state”  by  causing  an  “intestinal  immunity” 
as  well  as  a humoral  immunity.  Thus,  if 
adecjuate  response  to  a mass  oral  polio  pro- 
gram has  been  effected,  not  only  would  a 
community  as  a whole  be  protected  against 
polio,  but  also,  the  ability  of  wild  strains  to 
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establish  themselves  in  this  community  would 
be  nil,  in  effect,  causing  the  eradication  of 
wild  polio  strains.  It  is,  therefore,  important  to 
stress  for  this  reason,  i.  e.  the  elimination  of 
the  “carrier  state,”  that  all  individuals,  regard- 
less of  their  previous  Salk  immunization  sta- 
tus or  age,  should  take  the  live  oral  vaccine. 

Other  advantages  of  the  oral  live  vaccine 
over  the  killed  vaccine  are  ( 1 ) the  ease  of 
administration — not  by  injection  but  rather 
by  ingestion  on  a sugar  cube  or  directly  in 
the  mouth  by  dropper,  (2)  a faster  immune 
response — the  Salk  vaccine  at  best,  requires 
about  one  year  for  a maximum  immune  re- 
sponse, the  oral  vaccine  takes,  under  the 
above  suggested  schedule,  approximately  16 
weeks  or  3 to  4 months  for  total  optimum 
immunity  and  about  4 weeks  for  optimal 
immunity  against  any  particular  type,  (3) 
antibody  levels  are  generally  higher  and 
longer  lasting  following  immunization  with 
the  oral  polio  vaccine  as  compared  to  the 
antibody  response  to  the  killed  vaccine,  (4) 
there  are  essentially  no  contraindications  to 
the  oral  polio  vaccine — this  includes  condi- 
tions previously  of  concern  such  as  tonsil- 
lectomy, tooth  extraction,  pregnancy,  penicil- 
lin hypersensitivity,  steroid  therapy,  agamma- 
globulinemia, diphtheria  and  tetanus  toxoids 
and  pertussis  vaccine  combined  inoculations, 
small  pox  vaccination  and  chronic  illnesses. 
The  oral  vaccine,  as  with  any  immunizing 
agent,  should  be  withheld  from  individuals 
with  obvious  acute  illnesses  with  fever, 
though  those  with  minor  respiratory  illnesses 
may  take  the  vaccine.  Also,  individuals  with 
gastro-intestinal  disorders  manifested  by 
nausea  and  vomiting  or  diarrhea  or  both 
should  not  take  the  oral  vaccine,  simply  be- 
cause the  virus  would  be  lost  before  it  had  a 
chance  to  establish  itself,  and  one  might 
erroneously  assume  an  adequate  immune  re- 
sponse. 

In  addition,  the  oral  vaccine  should  not  be 
given  during  the  summer  and  fall  months 
(the  polio  season).  During  this  time  of  the 
year,  the  incidence  of  enteric  viruses  (Cox- 
sackie  groups  A and  B,  the  ECHO  viruses 


and  the  wild  polio  viruses)  in  the  commu- 
nity is  highest.  Many  of  these  viruses  may 
interfere  with  the  vaccine  viruses  and  prevent 
the  latter  from  establishing  themselves  in 
the  intestinal  tract.  Here  again,  one  might 
erroneously  assume  an  adequate  immune  re- 
sponse. Just  as  one  may  be  a “healthy  carrier” 
of  wild  strains  of  polio  virus,  so  one  can  be  a 
“healthy  carrier”  of  other  viruses  in  the 
enteric  group  which  may  interfere  with  the 
establishment  of  the  vaccine  virus.  Some 
studies  have  shown  that  as  high  as  30%  of 
individuals  fed  the  oral  polio  vaccine  during 
the  summer  months  failed  to  develop  anti- 
bodies to  one  or  more  of  the  vaccine  polio 
viruses.  Presumably,  this  was  due  to  the 
interference  of  other  enteric  viruses  present 
and  competing  for  establishment  of  infection 
in  the  intestinal  tract.  For  this  reason,  the 
USPHS  recommends  that  the  oral  vaccine, 
whether  on  an  individual  or  mass  basis,  be 
given  during  the  winter  and  spring  months 
(November  through  May)  when  the  inci- 
dence of  enteric  viruses  in  a community  is 
low  or  negligible.  Of  course,  a threatened 
epidemic  of  polio  precludes  this. 

In  order  to  achieve  eradication  of  the  wild 
polio  strains  in  a community,  individual  im- 
munization on  a private  or  clinic  basis  must 
give  way  to  mass  immunization  programs. 
Having  5,  10  or  even  50%  of  a community 
properly  immunized  will  not  effect  such  an 
eradication.  A community  must  attain  100% 
immunization  for  proper  protection.  Obvi- 
ously, it  is  nearly  impossible  to  obtain  100% 
participation  of  a community,  especially  if  the 
total  populations  involved  are  large.  It  has 
been  shown,  by  various  studies,  however,  that 
if  80%  of  a community  receive  the  oral  polio 
vaccine,  the  majority  of  the  remaining  20% 
will  “pick  up”  the  virus  secondarily  from  the 
primary  vaccinees  who  are  actively  excreting 
the  virus  and,  in  a sense,  saturating  the  com- 
munity. Thus,  in  effect,  a “herd  immunity” 
will  result  affording  the  community,  for  all 
practical  purposes,  very  close  to  100%  im- 
munity, both  an  individual  humoral  immunity 
and  an  elimination  of  the  “carrier  state,” 
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thereby  affording  little  or  no  opportunity  for 
the  wild  strains  of  polio  viruses  to  establish 
themselves  in  the  community. 

The  trivalent  oral  polio  vaccine  might  be 
remarked  upon  at  this  point.  The  trivalent 
vaccine  consists  of  a mixture  of  the  three  types 
of  live  polio  viruses  in  a carefully  determined 
ratio.  Otherwise,  there  is  no  difference  be- 
tween the  vaccine  virus  strains  of  the  mono- 
valent type  and  the  trivalent  type.  The  tri- 
valent vaccine  after  two  doses  about  eight 
weeks  apart  produces  seroconversion  to  the 
same  degree  that  the  monovalent  types  do, 
after  each  has  been  given  on  one  occasion 
six  weeks  apart.  (A  single  dose  of  the  tri- 
valent vaccine  will  not  in  itself  effect  a sero- 
conversion in  a high  enough  percentage  of  a 
population  receiving  it  as  will  a single  dose  of 
each  of  the  three  monovalent  types).  The 
trivalent  vaccine,  therefore,  is  as  good  as  the 
monovalent  one,  when  one  considers  individ- 
ual immunizations  or  booster  doses.  However, 
it  is  felt  very  definitely  by  some  that  the  tri- 
valent vaccine  should  not  be  used  for  mass 
programs.  The  reason  for  this  is  that  the 
community  will  then  be  saturated  not  with 
one  but  rather  a mixture  of  vaccine  strains, 
and  the  remaining  20%  of  the  population 
which  will  be  expected  to  pick  up  the  vac- 
cine virus  secondarily  will  in  all  likelihood 
pick  up  only  one,  rarely  two  and  highly  un- 
likely all  three  strains.  Even  if  one  were  to 
pick  up  all  three  strains,  the  dose  of  each 
would  be  different  from  the  carefully  ad- 
justed ratio  present  in  the  original  vaccine 
and  the  phenomenon  of  interference  would 
again  be  a factor,  thus  preventing  one  or 
even  two  virus  strains  from  establishing  an 
intestinal  infection  with  subsequent  humoral 
and  intestinal  immunity  in  those  individuals. 
Tims,  the  remaining  20%  of  a community 
will  be  variously  immunized  against  either 
type  I,  II  or  III  and  a “herd  immunization” 
in  that  community  will  not  have  been 
effected. 

The  use  of  gamma-globulin  followed  or 
preceded  by  oral  polio  immunization  lias 
been  a problem  of  some  concern.  Sabin  feels 


that  with  the  usual  doses  given  for  modifying 
or  aborting  measles  or  with  the  measles  vac- 
cine, or  as  infectious  hepatitis  prophylaxis 
following  exposure,  the  amount  of  polio  anti- 
bodies in  gamma-globulin  received  is  not 
enough  to  interfere  with  the  development 
of  a maximum  immune  response  to  the  oral 
viruses.  Even  though  one’s  humoral  anti- 
bodies to  polio  may  temporarily  increase,  the 
amount  of  antibody  in  gamma-globulin  get- 
ting to  the  intestinal  epithelium  is  not  great 
enough  to  prevent  the  vaccine  virus  from 
establishing  an  intestinal  infection.  Once  this 
has  been  accomplished,  antibody  formation 
and  intestinal  immunity  from  the  oral  vaccine 
will  occur  despite  the  presence  of  humoral 
polio  antibodies.  The  fact  that  individuals 
with  antibodies  from  previous  Salk  immuniza- 
tions get  a booster  in  antibody  response  and 
develop  intestinal  immunity  as  well  tends 
to  bear  this  out.  On  the  other  hand,  some 
studies  have  shown  that  passively  transferred 
maternal  antibodies  may  interfere  with  a 
maximum  immune  response  by  infants  re- 
ceiving the  oral  vaccine  before  3 months  of 
age.  Obviously,  the  amount  of  gamma-globu- 
lin or  circulating  antibody  is  the  deciding  fac- 
tor. The  final  decision,  for  the  present,  must 
rest  with  the  physician. 

Still  another  problem  that  has  yet  to  be 
answered  is  that  concerning  booster  doses  of 
oral  vaccine.  In  infants  receiving  the  oral 
vaccine  between  3 and  6 months  of  age,  a 
booster  of  all  three  types  is  recommended 
6 months  to  a year  later.  As  for  children  and 
adults,  there  have  been  no  such  definite  com- 
mitments. Many  authorities  feel,  however, 
that  booster  doses  of  all  three  types  ( in  the 
form  of  the  trivalent  vaccine)  be  considered 
every  2 to  4 years  and  under  the  threat  of 
an  epidemic.  The  trivalent  vaccine  should 
not  be  considered  as  an  adequate  booster 
following  complete  or  incomplete  Salk  im- 
munization. Two  doses  at  least  8 weeks  apart 
should  be  given.  However,  following  com- 
plete immunization  with  the  monovalent  or 
trivalent  vaccines,  a single  trivalent  dose  as 
a booster  will  be  effective. 
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Finally,  a brief  comment  as  to  the  safety 
of  the  oral  vaccine  should  be  made.  During 
1962,  approximately  31  million  doses  of  Type 
I,  19  million  doses  of  Type  II  and  15  million 
doses  of  Type  III  were  administered  in  the 
United  States.  As  was  anticipated  and  was 
found,  a number  of  paralytic  cases  were  re- 
ported in  temporal  relationship  with  the  wide- 
spread use  of  the  vaccine.  Of  53  cases  re- 
ported and  studied  with  the  possibility  of 
having  resulted  from  use  of  the  oral  vaccine, 
21  were  considered  “compatible  cases”  by  the 
Special  Committee  on  Oral  Polio  Vaccine  to 
the  Surgeon  General,  USPHS.  Of  these  21 
compatible  cases,  7 followed  the  use  of  type 
I,  none  following  type  II  and  11  following 
type  III.  Three  cases  were  contacts  of  types 
I and  III  vaccinees.  On  the  basis  of  the  doses 
given,  this  would  give  an  attack  ratio  of  one 
case  per  4.4,  0,  and  1.4  million  vaccinees  for 
types  I,  II,  and  III,  respectively.  The  “com- 
bined maximal  potential  risk”  woidd  be  one 
case  per  1.04  million  complete  immunizations. 
This  small  risk,  however,  was  not  ecpially  dis- 
tributed among  all  age  groups.  In  12  of  the 
18  compatible  cases,  the  patients  were  over 
30  years  of  age  and  only  one  of  the  six  cases 
under  30  years  of  age  was  less  than  13  (2 
years  old).  Since  about  a third  of  the  total 
vaccine  given  in  1962  was  to  persons  over  30 
years  of  age,  this  would  increase  the  “com- 
bined potential  risk”  to  about  one  case  per 
half  million  doses.  It  should  be  pointed  out, 
however,  that  the  true  attack  rate  of  vaccine 
induced  disease  is  probably  much  lower  than 
this  and  the  Special  Committee  thus  cautions 


physicians  to  use  the  oral  vaccine  in  adults 
“only  with  the  full  recognition  of  its  very 
small  risk.”  Most  authorities  feel  that  this  is 
an  “acceptable  price”  to  pay  for  the  virtual 
eradication  of  poliomyelitis  which  may  be 
achieved  by  oral  vaccination.  Since  the  con- 
clusion of  the  above  studies,  many  more  mil- 
lion doses  of  oral  vaccine  have  been  admin- 
istered in  this  country  without  any  untoward 
effects,  which  lowers  even  more  the  already 
small  risk  involved.  It  might  also  be  pointed 
out,  that  taking  everything  into  consideration, 
if  one  has  not  received  proper  polio  immuni- 
zation, his  chances  of  getting  poliomyelitis 
are  variously  estimated  at  between  15  and 
30  times  greater  than  one  who  has  been 
properly  immunized. 

The  oral  vaccine  is  yellow  to  pink  depend- 
ing on  the  C02  in  solution  but  the  color  has 
no  significance.  On  standing  at  room  tempera- 
ture or  after  frequent  use,  it  turns  a deep 
pink.  It  is  relatively  tasteless,  being  slightly 
bitter  from  the  salts  incorporated  in  the 
tissue  culture  fluids.  In  the  frozen  state,  the 
vaccine  remains  potent  for  about  a year  but 
once  the  vaccine  is  thawed,  it  should  be 
used  within  seven  days.  Thawed  vaccine 
should  never  be  refrozen.  It  should  be  stored 
at  refrigerator  temperatures  only!  Repeated 
thawing  and  freezing  causes  inactivation  of 
the  live  virus.  The  oral  vaccine  is  available 
in  single,  10  and  100  dose  vials  depending  on 
the  manufacturing  source.  It  has  no  known 
side  effects  of  fever,  rash,  gastro-intestinal 
disorders,  allergic  manifestation,  etc. 
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In  June,  1962,  approximately  62  workers  (59 
being  females)  in  a textile  plant  located 
in  Spartanburg,  South  Carolina,  com- 
plained of  bites  and  illness  from  unseen  in- 
sects. The  bites  resembled  petechiae,  and 
rarelv  was  there  more  than  one  bite  area  on 

J 

an  individual.  Lack  of  identification  of  a 
specific  insect  and  fear  of  the  unknown  caused 
mass  hysteria  among  many  of  the  workers. 

The  textile  plant  is  a modern,  air  condi- 
tioned, brick  structure,  two  years  old,  located 
five  miles  outside  Spartanburg,  employing 
965  workers,  most  of  whom  are  women.  This 
plant  is  unique  in  that  it  processes  raw  wool 
into  yarn  which  is  dyed,  knitted,  cut,  and 
sewn,  and  produces  finished  garments. 

The  plant  premises  are  attractive  and  clean. 
The  workers  are  Union  organized  with  above 
average  pay  scale.  The  management  is  ex- 
tremely interested  in  its  employees  and  ac- 
cording to  the  majority  of  the  workers  pro- 
vides good  working  relations. 

The  early  cases  gave  no  clue  to  subsequent 
events  but  are  interesting  to  review.  The  first 
patient  was  a 22  year  old  girl  who  fainted 
shortly  after  having  been  bitten  by  what  she 
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thought  was  an  insect.  Co-workers  reported 
this  girl  had  fainted  at  least  five  times  during 
the  previous  year,  the  last  time  approximately 
six  weeks  prior,  while  shopping  in  a local 
store. 

The  second  patient  was  seen  three  days 
later  and  five  days  after  her  bite.  Her  com- 
plaint was  that  she  felt  like  a balloon  ready 
to  burst. 

The  third  patient  was  also  seen  in  the 
afternoon,  three  days  after  the  initial  case, 
having  fainted  while  working.  This  girl  had 
been  under  a physicians  care  for  nervousness 
of  several  months  duration. 

The  fourth  patient,  seen  the  same  afternoon, 
complained  not  of  a bite  but  of  feeling  some- 
thing crawling  on  her  thigh.  Shortly  thereafter 
she  almost  fainted.  This  was  the  only  patient 
who  complained  of  a crawling  sensation. 

The  following  day  a mass  outbreak  of  bites 
was  reported  in  two  closely  related  depart- 
ments. The  majority  of  the  patients  were 
treated  in  the  first  aid  room  and  adjoining 
lunch  room.  Two  sisters  were  involved.  One 
had  complained  of  a bite  and  fainted.  The 
next  morning  the  sister  who  worked  about  20 
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yards  away  complained  of  a bite,  became 
very  nervous  and  was  treated.  Others  watch- 
ing the  treatments  and  assisting  co-workers  to 
the  first  aid  room  were  overcome  with  anxiety 
and  developed  the  same  symptoms  even 
though  they  were  not  bitten.  Some  admitted 
they  were  just  nervous. 

Fifty-two  patients  stated  the  exact  location 
of  bites  although  none  had  seen  the  insect. 
Most  bites  were  on  exposed  surfaces  as  fol- 
lows : 

Left  arm 17  Right  leg 3 

Right  arm 15  Face  and  neck  — 7 

Left  leg 5 Chest  and  back  __  5 

Forty-six  patients  stated  they  were  bitten 
only  once.  Of  62  patients  seen  by  physicians 
their  major  symptoms  were: 

Nausea  37  Dizziness 14 

Fainting 23  Nervousness  8 

“Almost  fainting”  _19  Cramps  7 

Headache  22 

It  is  of  interest  to  note  that  only  eight  of 
these  patients  admitted  being  nervous.  How- 
ever, the  striking  feature  was  that  nearly  all 
exhibited  outward  signs  of  anxiety  and 
hysteria. 

There  were  nine  patients  who  were  seen  by 
physicians  for  reasons  other  than  insect  bites 
with  the  following  complaints: 

1.  Nervousness. 

2 Burning  sensation  in  calf  of  leg. 

3.  Felt  like  a balloon  ready  to  burst. 

4.  Felt  numb  and  couldn’t  breathe. 

5.  Just  fainted. 

6.  Couldn’t  turn  head. 

7.  Right  arm  and  leg  were  numb. 

8.  Nervousness. 

9.  Cramps  and  weakness  of  one  week  dura- 
tion. 

Another  noteworthy  point  of  interest  was 
the  number  of  cases  occurring  in  relationship 
to  the  employees  working  on  the  three-shift 
operation : 

Shift  #1  Employees 728  Cases  — 59 

Shift  #2  Employees 119  Cases 1 

Shift  #3  Employees 118  Cases  — 2 

At  no  time  were  patients  deprived  of  medi- 
cal care  but  after  it  was  determined  there  was 
no  organic  illness,  patients  were  sent  home 


until  they  felt  that  they  were  able  to  return 
to  work.  Patients  reporting  to  the  first-aid 
room  were  sent  immediately  to  the  physician’s 
office  and  were  not  allowed  to  congregate. 
This  seemed  to  be  the  most  effective  means 
of  treatment. 

The  Insect  Problem 

The  plant  had  a contract  with  an  extermin- 
ating company  for  routine  insect  control.  Dur- 
ing the  week  prior  to  the  outbreak  of  the  ill- 
ness there  was  an  unusual  number  of  com- 
plaints of  bites  in  the  sewing  department.  This 
department  was  sprayed  thoroughly  with  \% 
malathion  solution.  Because  of  continued  com- 
plaints the  next  day  the  entire  plant  was 
sprayed  with  the  same  material.  Four  days 
later  because  of  continued  complaints  the 
sewing  department  was  again  sprayed. 

During  the  outbreak  of  illness  a thorough 
search  revealed  a number  of  insects  through- 
out the  plant.  However,  the  only  insect  caught 
and  identified  as  capable  of  biting  was  a 
chicken  mite  of  the  Tvdeidae  family.  Follow- 
ing this  the  plant  was  closed  down  over  the 
week-end,  sprayed  twice  around  the  ma- 
chinery and  fogged  with  pyrethin  over  the 
entire  area.  Work  was  resumed  on  Monday 
without  any  major  illness  or  complaints. 

Environmental  Factors 
No  relation  between  cases  and  environ- 
mental factors  could  be  established.  The  air 
conditioning  system,  chemicals,  dyes,  yarn, 
and  materials  used  in  the  garments  were 
thoroughly  investigated  without  establishing 
any  cause  and  effect  relationship. 

Summary  and  Conclusions 
Within  a ten-day  period,  62  employees  of  a 
textile  plant  made  visits  to  physicians  for  in- 
sect bites  or  related  complaints.  All  except 
three  of  the  patients  were  female.  The  symp- 
toms presented  were  thought  to  be  far  out  of 
proportion  to  the  seriousness  of  the  bite.  Re- 
covery was  rapid  and  complete  in  most  in- 
dividuals. Most  of  the  cases  occurred  on  two 
successive  days.  Anxiety  and  mass  hysteria 
developed  and  gripped  the  plant.  In  spite  of 
carefid  searches  for  insects  throughout  the 
plant,  only  one  biting  insect,  a mite,  was 
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found.  It  is  concluded  that  the  outbreak  was 
almost  exclusively  psychogenic  in  nature. 

One  of  the  most  important  aspects  of 
handling  a situation  of  this  sort  is  to  keep 


the  patient  relatively  isolated  from  other  pa- 
tients and  co-workers  and  to  give  reassurance, 
try  to  find  an  answer  to  the  cause,  and  rule 
out  the  fear  of  the  unknown. 


Postperfusion  pulmonary  vasculitis.  William  E. 
Neville,  T.  Gavin,  A.  Kontaxis  and  G.  H.  A.  Clowes, 
Jr.  (Charleston)  Arch  Surg,  86:126  (1963) 

After  prolonged  perfusions  for  correction  of  intra- 
cardiac lesions,  inordinate  respiratory  insufficiency 
may  develop  due  to  pulmonary  alterations.  These 
pulmonary  changes  have  been  studied  by  means  of 
serial  lung  biopsies  in  animals  and  patients  as  well. 
The  alterations  in  the  lungs  of  animals  which  merely 
underwent  thoracotomy  were  compared  with  animals 
in  which  hemolysis  was  induced,  prolonged  per- 
fusions were  carried  out  and  disc  and  membrane 
oxygenators  were  added,  using  both  compatible  and 
incompatible  blood.  The  pulmonary  congestion  ad- 
vanced stepwise  depending  on  the  length  of  per- 
fusion and  the  degree  of  hemolysis.  Sections  of  the 
lungs  on  46  patients  were  obtained  before  and  after 
cardiopulmonary  bypass  for  correction  of  intra- 
cardiac lesions  and  were  similarly  examined.  In  both 
animals  and  patients  an  intravascular  polymorpho- 
nuclear leukocytosis  with  thickening  of  the  septum 
with  some  extravasation  of  red  cells  was  noticed. 
This  finding  was  greater  where  extensive  red  cell 
destruction  had  occurred  as  measured  by  free  plasma 
hemoglobin  before,  during,  and  after  perfusion.  It 
apparently  was  also  proportional  to  the  prolongation 
of  perfusion.  Little  or  no  changes  were  observed  in 
animals  perfused  with  their  own  blood  or  with 
matched  blood  using  the  membrane  oxygenator.  The 
same  was  noticed  in  patients  in  whom  the  perfusion 
time  was  limited  or  the  membrane  oxygenator  was 
utilized.  From  a physiological  point  of  view  the  pul- 
monary changes  cause  a block  to  oxygen  exchange  in 
the  pulmonary  capillaries. 


Cesarean  hysterectomy;  analysis  of  61  cases.  How- 
land F.  Zeigler  and  James  C.  Owen.  Amer  Surg 
29:385-386,  May  1963. 

Sixty-one  cesarean  hysterectomies  done  at  The 
McLeod  Infirmary  over  the  past  10  years  were 
analyzed  (4.5%  of  all  cesarean  sections).  Fifty-seven 
of  the  hysterectomies  were  total.  Eight  cases  were 
classified  as  urgent  and  53  elective  (fibroids,  uterine 
prolapse,  repeated  cesarean  sections  desiring  steriliza- 
tion, etc.).  There  were  no  maternal  deaths.  The 
morbidity  and  discomfort  was  less  than  after  ordinary 


cesarean  section.  The  average  operating  time  was  63 
minutes  excluding  one  radical  procedure.  Fifty-one 
patients  had  hospital  stays  of  less  than  9 days. 

Cesarean  hysterectomy  removes  intrinsic  uterine 
pathology  and  rehabilitation  of  these  patients  is  ac- 
complished with  minimum  time  lost  from  family  re- 
sponsibilities and  with  minimal  hospital  expense. 

The  authors  feel  that  indications  for  elective  cesar- 
ean hysterectomy  should  be  broadened,  and  that  the 
procedure  is  often  preferable  in  selected  patients  who 
have  had  adequate  explanation  and  been  prepared 
psychologically.  They  look  with  favor  on  this  opera- 
tion where  the  family  is  complete  and  where  a 
damaged  or  diseased  uterus  has  been  producing  dis- 
tressing gynecological  symptoms,  and  future  pelvic- 
surgery  and  sterilization  appear  likely. 

Rheumatic  disease  and  tonsillectomy — P.  Bon- 
compagni  and  G.  Rankel.  Minerva  Pediat  14:1356, 
1962. 

The  role  of  tonsillectomy  in  preventing  the  onset 
or  the  recurrence  of  attacks  of  rheumatic  heart  dis- 
ease was  studied  in  3 groups  of  children  observed 
over  a 9-vr  period  at  an  Italian  pediatric  clinic.  There 
were  107  nontonsillectomized  patients,  98  who  had 
been  tonsillectomized  before  the  onset  of  rheumatic- 
disease,  and  25  who  were  tonsillectomized  after  the 
first  attack.  In  the  first  group  7 patients  had  1 recur- 
rence and  1 had  2 recurrences.  In  the  second  group, 
who  underwent  tonsillectomy  before  the  first  attack, 
the  onset  of  rheumatic  disease  occurred  within  1 yr. 
of  the  operation  in  50  patients  and  within  5 mo. 
in  25,  including  1 in  whom  the  first  attack  occurred 
7 days  after  tonsillectomy;  in  the  remaining  patients 
the  interval  between  the  operation  and  the  first  attack 
ranged  from  2 to  9 yr.  Of  the  25  patients  tonsillectom- 
ized after  the  first  attack,  6 had  recurrences.  These 
and  other  findings  are  interpreted  as  indicating  that 
in  this  series  tonsillectomy  not  only  had  no  prophy- 
lactic effect  as  to  the  occurrence  or  recurrence  of 
rheumatic  disease,  but  in  some  cases  it  seemed  to  be 
an  etiological  factor.  The  authors  recommend  that  in 
cases  where  tonsillectomy  is  necessary  because  of 
chronic  inflammation  or  because  of  associated  respira- 
tory difficulties,  a massive  antibiotic  therapy  should 
be  administered  and  a prophylactic  treatment  should 
be  maintained  during  the  postoperative  months. 
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Morgagni  (1761),'  Adams  ( 1827), 2 and 
Stokes  (1846) 3 recognized  patients 
with  abnormally  slow  pulses  who  had 
periodic  fainting  spells  without  warning.  Hub- 
bard1 proposed  the  term,  Adams-Stokes  Dis- 
ease. Stokes’  description  is  more  detailed  and 
included  the  correct  etiologic  explanation.  His 
therapeutic  regimen  was  limited  to  “spirits” 
and  in  writing  of  Edmund  Butler,  a 68  year 
old  man,  he  stated,  “spirits  were  the  best 
restorative  or  prophylactic  but  lately  he  has 
not  used  them,  being  afraid  to  die  with  spirits 
in  his  belly.”3 

There  is  a variance  of  opinion  concerning 
the  exact  definition  of  Adams-Stokes  Disease 
or  Adams-Stokes  Syndrome.  While  the  terms 
are  commonly  used  synonymously,  ZolT  and 
others  have  stated  that  Adams-Stokes  Disease 
implies  the  attacks  are  associated  with  com- 
plete atrioventricular  block  whether  constant 
or  intermittent.  Adams-Stokes  Syndrome  refers 
to  attacks  associated  with  a cardiac  arrhythmia 
regardless  of  whether  atrioventricular  block 
is  present.  Syncope  during  complete  atrio- 
ventricular block  may  be  caused  by  one  of 
three  major  mechanisms:  1)  ventricular  stand- 
still, 2)  ventricular  slowing  to  below  30  beats 
per  minute,  or  3)  paroxysmal  ventricular 
tachycardia  or  fibrillation.  In  the  last  decade, 
there  has  been  significant  progress  in  the  ther- 
apy of  such  attacks.  Electric,  pharmacologic 


and  surgical  advances  have  greatly  improved 
the  prognosis.  The  physician  is  now  faced  with 
a decision  as  to  which  form  of  therapy  is 
more  beneficial  for  a particular  patient. 

The  following  case  reports  represent  some 
of  the  diagnostic  and  therapeutic  problems 
associated  with  Adams-Stokes  Disease. 

Case  1.  A 76  year  old  white  female  was  admitted 
to  the  Medical  College  Hospital  on  Aug.  20,  1962 
with  a history  of  having  dizziness  with  occasional 
syncopal  episodes  for  18  months.  She  had  hyper- 
tension and  a prolonged  PR  interval  since  December, 
1961.  At  the  time  of  admission  she  was  having  about 
20  attacks  per  day  consisting  of  severe  dizziness, 
substernal  tightness,  and  weakness  lasting  10  to  20 
seconds.  There  was  a slow  regular  cardiac  rhythm 
of  40  per  minute  with  occasional  accentuation  of  the 
first  heart  sound.  Electrocardiogram  showed  varying 
degrees  of  atrioventricular  block  from  1st  to  3rd  de- 
gree and  periods  of  ventricular  standstill  ( Figure 
1A).  The  patient  had  been  on  digitalis  and  this  was 
discontinued  with  little  improvement.  Atropine  intra- 
muscularly produced  a marked  decrease  in  the  fre- 
quency of  the  attacks.  However,  when  medication 
was  changed  to  oral  atropine  and  probanthine,  thev 
returned.  Isuprel  and  hydrochlorothiazide  were  added 
to  the  regimen  with  complete  subsidence  of  the  at- 
tacks and  a return  of  a normal  sinus  rhythm.  The 
patient  was  discharged  on  Isuprel  5 mg  ( isopro- 
pylarterenol  HC1)  sublingually  four  times  a day. 
Probanthine  (propantheline)  15  mg  three  times  a 
day  and  HydroDiuril  ( hydrochlorothiazide ) 50  mg 
three  times  a day.  On  this  regimen  she  continues  to 
have  a regular  sinus  rhythm  and  was  asymptomatic 
when  last  seen  in  April  of  1963. 
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Comment:  This  is  an  example  of  Adams- 
Stokes  seizures  due  to  ventricular  standstill  in 
a person  with  periods  of  complete  atrioventri- 
cular block  which  responded  to  medical  ther- 
apy. 

Case  2.  A 59  year  old  white  female  was  admitted 
to  the  Medical  College  Hospital  on  Oct.  9,  1961 
with  Adams-Stokes  attacks  secondary  to  arterio- 
sclerotic heart  disease  and  complete  atrioventricular 
block.  Eighteen  months  prior  to  admission  she  began 
experiencing  some  syncopal  episodes  which  occurred 
suddenly  without  precipitating  factors  and  lasted  for 
several  seconds.  She  was  treated  with  an  adequate 
medical  regimen,  including  Isuprel.  However,  her 
attacks  increased  in  frequency  and  occurred  several 
times  a day.  At  the  time  of  admission,  her  positive 
physical  findings  were  limited  to  the  cardiovascular 
system.  There  was  a slow  regular  rhythm  of  30-32 
per  minute  with  changing  intensity  of  the  first  heart 
sound  ( bruit  de  cannon ) and  occasional  cannon  A 
venous  waves  in  the  neck.  Electrocardiogram  re- 
vealed complete  AV  block  with  an  idioventricular 
rhythm  of  33  per  minute  and  right  bundle  branch 
block.  During  seizures  there  were  periods  of  ven- 
tricular standstill.  HydroDiuril  50  mg  four  times  per 
day  and  Isuprel  20  mg  every'  three  hours  were  given 
without  significant  improvement.  On  Oct.  16,  left 
thoracotomy  was  performed  with  implantation  of  an 
electrical  pacemaker  set  at  a rate  of  70  per  minute. 
The  patient’s  post-operative  course  was  complicated 
by  hypotension  which  was  managed  with  vaso- 
pressors and  congestive  heart  failure  which  responded 
to  digitalization.  Her  cardiac  rate  was  maintained  at 
70  per  minute  and  she  was  discharged  taking  only 
digoxin.  As  of  April,  1963,  she  has  continued  to  be 
well. 

Comment:  This  case  is  an  example  of 
Adams-Stokes  seizures  due  to  ventricular 
standstill  in  a person  with  complete  atrio- 
ventricular block  which  did  not  respond  to 
medical  therapy,  requiring  implantation  of  an 
artificial  pacemaker. 

Case  3.  A 35  year  old  white  female  was  admitted 
to  the  Medical  College  Hospital  on  Jan.  15,  1963 
with  Adams-Stokes  seizures  due  to  congenital  atrio- 
ventricular heart  block  known  to  be  present  since 
age  2.  At  age  23  a 2 to  1 AV'  heart  block  was  re- 
corded. On  January  2,  1963,  after  delivery  of  her 
sixth  child,  she  began  to  experience  episodes  of 
dyspnea,  dizziness,  and  syncope  that  occurred  sev- 
eral times  each  day.  Physical  findings  were  typical 
of  complete  AV  heart  block,  with  a ventricular  rate 
of  40  per  minute.  Electrocardiogram  taken  shortly 
after  admission  during  an  Adams-Stokes  seizure  re- 
vealed a run  of  ventricular  tachycardia,  ventricular 
flutter,  and  short  periods  of  ventricular  fibrillation. 


These  ventricular  arrhythmias  persisted  for  1 minute 
45  seconds,  at  which  time  she  was  completely  un- 
conscious. Following  this,  she  gradually  regained 
consciousness  and  her  idioventricular  rhythm  at  that 
time  was  25-28  per  minute  with  ventricular  pre- 
mature beats  in  pairs  (Figure  IB).  An  infusion  of 


Figure  1.  Tracing  A shows  a period  of  ventricu- 
lar standstill  with  only  atrial  activity  and  then 
complete  atrioventricular  heart  block.  Tracing  B 
was  taken  just  after  a long  run  of  ventricular 
tachycardia  and  fibrillation.  Note  the  complete 
atrioventricular  block  and  pairs  of  ventricular 
ectopic  beats. 


Isuprel  4 mg  per  liter  of  dextrose  in  water  at  a rate 
of  10  drops  per  minute  increased  the  idioventricular 
rate  to  48  per  minute  with  suppression  of  other  ven- 
tricular ectopic  foci.  After  several  days,  she  was 
changed  to  15  mg  Isuprel  sublingually  every  four 
hours  and  50  mg  of  hydrochlorothiazide  three  times 
daily.  On  this  regimen  a ventricular  rate  between  35 
and  40  was  maintained  and  no  further  seizures  oc- 
curred. Electrocardiogram  on  January  29,  1963,  re- 
vealed complete  AV  block  with  the  idioventricular 
focus  having  the  appearance  of  a right  bundle  branch 
block  with  a rate  of  40  per  minute.  When  last  seen 
in  April,  1963,  her  status  was  unchanged  and  she  was 
back  at  full  activities. 

Comment:  This  is  an  example  of  seizures 
due  to  ventricular  paroxysmal  tachycardia  and 
fibrillation  in  a person  with  complete  atrio- 
ventricular block  which  responded  to  medical 
therapy.  It  is  of  interest  to  postulate  what 
part  her  pregnancy  had  in  precipitating  the 
seizures. 

Case  4.  A 62  year  old  white  male  was  admitted 
to  the  Medical  College  Hospital  on  Dec.  18,  1962 
with  a history  of  intermittent  episodes  of  syncope  for 
one  year.  Serial  electrocardiograms  revealed  an  old 
anterolateral  infarction,  with  a regular  sinus  rhythm 
until  one  was  recorded  just  after  a seizure  which  re- 
vealed runs  of  ventricular  tachycardia  and  complete 
atrioventricular  block.  After  several  minutes  regular 
rhythm  resumed.  With  Isuprel,  Probanthine,  Hydro- 
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Diuril  and  nitroglycerin  there  was  a temporary  re- 
duction in  seizures  for  about  three  months.  At  this 
point  they  reoccurred  frequently  and  an  artificial 
pacemaker  was  implanted  on  Mar.  25,  1963  (Figure 
2).  When  last  seen  in  May  of  1963  he  was  asympto- 
matic and  taking  no  medications. 


Figure  *2.  Implanted  myocardial  electrodes.  The 
wires  lead  to  a battery  which  was  implanted  in 
the  subcutaneous  area  of  the  upper  abdominal 
wall.  Vertical  lines  in  tracing  are  the  pacemaker 
stimuli  which  produce  a ventricular  response  when 
the  ventricles  are  non-refractory  as  is  seen  in  the 
5th  to  7th  complexes. 


Comment:  This  is  an  example  of  seizures 
due  to  ventricular  paroxysmal  arrhythmias 
associated  with  complete  atrioventricular 
block  and  periods  of  regular  sinus  rhythm. 
Medical  therapy  aided  for  only  three  months 
and  then  an  artificial  pacemaker  had  to  be 
implanted.  This  patient  for  one  year  was  con- 
sidered to  have  seizures  on  a neurological 
basis,  since  a regular  sinus  rhythm  was  found. 
Finally  an  electrocardiogram  just  after  a seiz- 
ure revealed  the  diagnosis.  This  fact  stresses 
the  importance  of  repeated  electrocardio- 
grams, especially  during  or  just  after  attacks, 
for  diagnosis  and  nature  of  mechanism. 

Discussion 

An  Adams-Stokes  attack  is  initiated  by  pro- 


duction of  acute  cerebral  ischemia  on  the  basis 
of  sudden  change  in  cardiac  rhythm.  The 
symptomatology  produced  by  this  cerebral 
ischemia  may  be  dizziness,  syncope,  faintness 
or  unconsciousness,  depending  on  the  period 
of  asystole,  which  is  usually  longer  than  five  to 
ten  seconds.  There  may  be  momentary  giddi- 
ness with  a sudden  pallor  of  the  face  or  par- 
tial loss  of  consciousness.  The  loss  of  con- 
sciousness may  be  complete,  with  or  without 
convulsions  and  urinary  and  fecal  incontin- 
ence. The  breathing  may  be  labored  and 
Chevne-Stokes  respiration  has  been  observed. 
Neurological  findings  may  be  seen  in  pro- 
longed attacks  with  conjugate  deviation  or 
focal  neurologic  phenomena.*  Stokes  in  1854 
stated,  “In  some  there  is  a momentary  un- 
steadiness in  walking,  and  in  others  a ten- 
dency to  faint  . . .;  while  in  the  more  decided 
cases  the  patient  becomes  suddenly  coma- 
tose.”" 

The  differentiation  from  a neurological 
seizure  disorder  may  be  difficult,  as  was  seen 
in  case  4.  An  important  differentiating  factor 
is  the  usual  immediate  clear  mental  status  of 
the  patient  after  Adams-Stokes  seizures  unless 
the  attacks  are  very  prolonged.  The  diagnosis 
of  an  Adams-Stokes  seizure  is  established  by 
palpation  of  the  pulse  or  obtaining  an  electro- 
cardiogram during  or  immediately  after  an 
attack. 

Arteriosclerotic  heart  disease  remains  the 
most  common  cause  of  Adams-Stokes  disease, 
but  many  other  etiologies  have  been  reported. 
These  include  myocardial  infarction,  hyper- 
tensive and  rheumatic  heart  disease,  congeni- 
tal disease,  myocarditis,  sarcoidosis,  syphilis, 
tumors,  infection,  calcified  ventricular  aneu- 
rysm, amoebic  hepatitis,  diphtheria,  pertussis, 
hyperkalemia,  cholecystolithiasis,  and  many 
drugs  (quinidine,  prostigmine,  pilocarpine, 
streptomycin,  potassium  antimony  tartrate, 
digitalis).' 

T reatment 

Our  method  of  therapy  is  followed  in  this 
sequence: 

1.  Treat  underlying  disease  when  possible, 
such  as  syphilis,  diphtheria,  or  electrolyte  im- 


356 


The  Journal  of  the  South  Carolina  Medical  Association 


ADAMS-STOKES  DISEASE 


balance.  Belief  has  pointed  out  the  sensitivity 
to  hyperkalemia  of  the  ventricular  pacemakers 
and  the  importance  of  changes  in  pH  for  the 
precipitation  of  Adams-Stokes  attacks.  These 
factors  appear  to  be  particularly  related  to 
the  production  of  asystole  and  bradycardia. 

2.  Eliminate  drugs  which  may  have  pre- 
cipitated the  atrioventricular  block  as  digitalis, 
quinidine,  Pronestyl.  However,  when  there 
are  definite  signs  of  congestive  failure  with 
heart  block  then  digitalis  should  be  admin- 
istered, for  at  times  by  improving  myocardial 
efficiency  attacks  have  become  less  and  in  a 
few  instances  the  block  eliminated. 

3.  Vasodilators  as  nitroglycerin.  At  times 
lesser  degree  of  block  can  be  produced. 

4.  Vagolytic  drugs.  Vagal  reflexes  may  be 
an  important  factor,  although  this  is  more 
definitely  related  to  sinoatrial  block.  It  is  often 
beneficial  when  evaluating  a patient  to  give 
intramuscular  atropine  1-2  mg  or  oral  Proban- 
thine  and  observe  the  response.  Recently  a 
few  patients  have  been  markedly  improved 
or  cured  by  cholecystectomy, s removing  the 
vagal  effects  of  the  diseased  gallbladder. 

5.  Sympathomimetic  amines.  The  first  suc- 
cessful treatment  of  Adams-Stokes  disease 
was  in  1922  when  Phear  and  Parkinson"  intro- 
duced the  use  of  epinephrine  for  this  purpose. 
Since  the  report  by  Nathanson  and  Miller1" 
in  1952,  Isuprel  has  proven  to  be  the  most 
effective  single  agent  in  the  therapy  of  the 
disease.  Zoll  et  al."  noted  that  Isuprel  and 
epinephrine  were  similar  in  action  except  for 
the  effects  on  blood  pressure  and  the  sino- 
atrial node.  Epinephrine  increases  the  blood 
pressure  while  having  no  effect  on  the  sino- 
atrial node,  while  Isuprel  will  slightly  de- 
crease or  have  no  effect  on  blood  pressure  and 
accelerate  the  sino-atrial  rate.  Isuprel  is  there- 
fore efficacious  in  that  it  increases  the  rate  of 
automaticity  of  the  atrial  and  ventricular  pace- 
makers without  increasing  the  irritability  of 
the  lower  foci  of  the  ventricular  myocardium. 
The  severe  Adams-Stokes  episode,  regardless 
of  mechanism,  is  best  treated  with  a continu- 
ous infusion  of  Isuprel  (2-5  mg  in  500  ml.  5'/ 
dextrose  in  water)  at  a flow  rate  sufficient  to 


maintain  the  ventricular  rate  above  40  per 
minute.  Sublingual  therapy  is  most  effective 
in  the  long  term  maintainance  of  the  patient 
with  this  disease.  Dack  and  Robbins13  have 
reported  success  with  sustained  action  Isuprel 
tablets. 

6.  Production  of  alkalosis  and  hypokalemia. 
These  states  have  been  shown  to  increase  AV 
conduction  and  cardiac  rhythmicitv  and  have 
led  to  the  use  of  molar  sodium  lactate  and 
thiazide  diuretics.  Molar  sodium  lactate  is 
used  primarily  for  the  acute  attack  and  is  most 
effective  when  given  within  one  or  two  min- 
utes after  the  onset  of  the  attack.  Oral  molar 
sodium  lactate  has  also  been  used.13  The  thia- 
zide diuretics  lower  the  concentration  of  the 
serum  potassium  and  increase  the  excitability 
of  the  ventricular  myocardium  and  are  useful 
adjuvants  in  long-term  prophylactic  therapy. 

7.  Adrenal  steroids.  There  is  evidence  that 
adrenal  steroids  shorten  the  PR  interval  and 
tend  to  accelerate  AV  conduction.  It  is  known 
that  the  PR  interval  is  slightly  prolonged  in 
Addison’s  Disease  and  shortened  in  Cushing’s 
syndrome.1  It  is  apparent  that  steroids  may 
be  very  beneficial  as  an  anti-inflammatory 
agent  in  the  treatment  of  Adams-Stokes  at- 
tacks which  occur  secondary  to  an  acute  or 
recent  myocardial  infarction,  but  these  agents 
appear  to  have  other  beneficial  effects  on  AV 
conduction,  possibly  due  to  hypokalemia." 

8.  Myocardial  depressants.  Quinidine  and 
Pronestyl  are  mentioned  only  to  be  strongly 
condemned.  Potassium  also  depresses  ventricu- 
lar rhythmicity.  These  drugs  are  absolutely 
contra-indicated  in  the  presence  of  complete 
AV  heart  block  regardless  of  the  mechanism 
(ventricular  standstill  or  ventricular  arrhyth- 
mia) producing  the  Adams-Stokes  seizure.  It 
should  also  be  emphasized  that  potassium 
not  be  used  even  if  the  atrioventricular  block 
is  secondary  to  digitalis  toxicity. 

9.  Artificial*  electrical  pacemakers.  The  use 
of  artificial  electrical  pacemakers  is  now  be- 
coming an  almost  common  occurrence.  Zoll1 
in  1952  described  an  external  electrical  pace- 
maker and  defibrillator.  Now  perfected,  these 
may  be  quite  helpful  in  managing  the  patient 
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through  the  acute  episode.  The  Lown  cardio- 
verter1 2 3 4 5 6 7'1 incorporated  the  use  of  direct  current 
and  offers  a new  method  for  terminating  car- 
diac arrhythmias.  Furman  and  Schwedel17 
stimulated  the  endocardium  of  the  heart 
through  a catheter  to  aid  in  the  management 
of  the  acute  attack. 

Zoll  et  al.ls  have  described  a technique  for 
implantation  of  a pacemaker  electrode  system 
for  long-term  direct  electric  stimulation  of 
the  heart.  This  consists  primarily  of  per- 
manent internal  myocardial  electrodes  and 
battery-operated  implanted  pacemaker.  Im- 
plantation of  a pacemaker  is  indicated  when 
Adams-Stokes  seizures  occur  with  “desper- 
ate”1" frequency  and  severity  despite  ade- 
quate medical  therapy  as  is  seen  in  cases  2 
and  4,  or  when  intractable  failure  exists  in  the 
presence  of  complete  atrioventricular  block. 
Minor  surgery  would  be  necessary  to  replace 
the  unit  before  the  batteries  fail,  at  intervals 
variously  estimated  at  present  to  be  from  l1/, 
to  5 years. 

Summary 

1.  Four  case  reports  presenting  various 
features  of  Adams-Stokes  Disease  were  pre- 
sented. Two  of  these  required  implantation 
of  an  artificial  cardiac  pacemaker. 

2.  The  mechanisms  producing  Adams- 


Stokes  attacks  and  underlying  etiologies  were 
discussed  briefly. 

3.  Appropriate  therapy  is  dependent  on  in- 
creasing the  cardiac  efficiency  so  that  cere- 
bral ischemia  will  not  occur. 

4.  Isuprel  remains  the  most  efficacious  drug 
in  treatment,  as  it  increases  the  automaticity 
of  the  atrial  and  ventricular  pacemakers. 

5.  Probanthine,  molar  sodium  lactate,  or 
thiazide  analogues  may  be  helpful,  depending 
on  the  clinical  features  presented  by  the  in- 
dividual patients. 

6.  Quinidine,  Pronestyl  and  potassium  are 
absolutely  contra-indicated  in  the  patient  with 
Adams-Stokes  Disease  regardless  of  seizure 
mechanism. 

7.  Implantation  of  an  electric  pacemaker 
is  indicated  when  Adams-Stokes  seizures 
occur  with  “desperate”  frequency  and  severity 
and  do  not  respond  to  medical  treatment,  or 
when  intractable  congestive  failure  exists  in 
the  presence  of  complete  atrioventricular 
block. 
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DANGERS  OF  INDISCRIMINATE 
SYMPTOM  REMOVAL 

A Case  Report 
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The  homeostatic  mechanisms  for  self 
preservation  are  familiar  to  the  phy- 
sician. He  is  confronted  daily  with  the 
physical  and  psychological  defenses  which  are 
incorporated  into  the  human  body.  In  this 
paper,  I will  attempt  to  emphasize  one  par- 
ticular type  of  psychological  defense,  hysteri- 
cal amnesia,  and  demonstrate  its  usefulness  to 
the  particular  individual  involved. 

It  is  not  unique  that  we  often  find  various 
signs  and  symptoms  which  we  term  patho- 
logic which  are  actually  the  patient’s  normal 
defenses.  The  signs  and  symptoms  are  patho- 
logic only  to  the  extent  that  they  demonstrate 
a necessity  to  defend  the  person  from  the 
true  pathologic  process.  Physical  examples  of 
this  are  numerous:  the  pain  associated  with  a 
broken  leg:  the  febrile  reaction  to  infection; 
the  board-like  abdomen  of  peritonitis,  etc. 
Naturally,  as  physicians,  we  try  not  only  to 
reduce  undesirable  symptoms  but  also  to  cor- 
rect the  primary  pathologic  process  by  what- 
ever means  necessary.  This  rule  is  well  under- 
stood in  physical  difficulties,  however,  it  is 
too  easy  to  overlook  its  validity  when  one  is 
confronted  with  psychological  illness.  A fail- 
ure to  recognize  the  symptom  as  a defense  can 
create  further  difficulty  as  illustrated  in  the 
following  case. 

A young  healthy  appearing  white  male  was  found 
wandering  the  street  of  a small  city.  A police  officer 
became  concerned  when  he  noticed  the  man  s aimless 
movements.  Upon  questioning,  the  officer  discovered 


the  man  did  not  know  his  name,  where  he  was  from, 
or  anything  about  himself.  The  young  man  was  taken 
to  a local  hospital  where  further  efforts  to  establish 
his  identity  were  unfruitful.  The  patient  was  admitted 
to  a psychiatric  hospital  where  the  author  first  saw 
him.  A general  physical  and  neurological  examination 
was  completely  normal,  as  were  the  various  laboratory 
studies. 

Tlie  psychiatric  examination  revealed  the  patient 
to  be  cooperative,  cheerful  and  friendly.  His  apparent 
age  was  30.  He  appeared  to  be  trying  to  answer  ques- 
tions to  the  best  of  his  ability.  He  stated  that  he 
remembered  absolutely  nothing  before  his  hospitaliza- 
tion. No  past  history  was  available  and  our  checks 
for  reports  of  missing  persons  were  without  success. 
He  had  no  identification  at  the  time  he  was  picked 
np.  The  only  lead  we  had  was  a raincoat  he  was 
carrying  with  the  name  Thomas  Cooper.  The  patient 
stated  he  did  not  recognize  the  name  but  felt  it  might 
be  his.  The  patient  was  oriented  as  to  time,  dates, 
and  place.  There  was  no  evidence  of  hallucinations. 

His  intelligence  seemed  above  normal.  His  informa- 
tion and  general  knowledge  regarding  impersonal 
things  was  very  good.  It  was  interesting  when 
questioning  the  patient  to  note  his  surprise  at  know- 
ing various  answers.  He  frequently  stated  “I  didn’t 
know  that  1 knew  that.”  The  amnesia  was  apparently 
a very  select  one  and  only  involved  the  patient’s  per- 
sonal life. 

His  thought  content  was  good  and  there  was  no 
association  defect.  A lack  of  facial  expression  was 
evident,  and  the  patient  demonstrated  no  apparent 
concern  over  his  predicament.  His  actions  were  ap- 
propriate and  there  were  no  bizarre  movements  or 
mannerisms. 

During  the  first  two  psychotherapy  sessions  very 
little  headway  was  made  since  any  topic  for  discus- 
sion had  to  be  impersonal.  By  asking  various  ques- 
tions, it  became  obvious  the  patient  knew  a great 
deal  about  the  Army  and  also  a great  deal  about 
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medicine.  He  was  aware  of  the  number  of  lobes  in 
the  lung;  the  chambers  of  the  heart;  a wide  variety 
of  medicines  and  their  usages;  various  and  sundry 
surgical  procedures  and  most  especially  was  he  well 
informed  about  urological  illnesses  and  their  surgical 
treatment.  From  this  material,  I wondered  if  we 
were  working  with  a physician  and  even  more 
specifically,  a urologist.  My  eagerness  to  discover  his 
identity  led  to  the  use  of  Sodium  Amytal  (amo- 
barbital)  interviews.  Under  Amytal  the  patient  cried 
a great  deal,  commented  on  how  miserable  he  felt 
but  would  not  disclose  his  identity.  He  would  repeat 
over  and  over,  “I  know  but  I can’t  tell  you.  During 
one  of  his  two  Sodium  Amytal  interviews,  I called 
the  patient  “Tommy”  at  which  he  violently  reacted 
and  shouted  — “don’t  call  me  that,  thats  what  my 
mother  calls  me  — Tommy  do  this  and  Tommy  do 
that  — Tommy  wear  the  blue  tie  — Tommy  use 
only  one  teaspoon  of  sugar,  etc.  Following  this  ver- 
bal outburst,  the  patient  expressed  overwhelming  rage 
against  his  mother  whom  he  saw  as  overprotective 
and  suffocating. 

The  next  day  following  this  outburst,  the  patient 
came  in  to  report  a dream  he  had  had  that  night.  “I 
was  in  a big  room,  a dining  room  I guess,  people 
were  all  around  — nice  people.  1 was  having  supper 
with  them.”  This  was  the  entire  content  the  patient 
could  recall;  however,  I asked  him  to  discuss  his 
thoughts  regarding  this  dream.  He  felt  for  some 
reason  that  this  was  Hollywood,  California  in  the 
dream.  A few  moments  later,  the  patient  said  that  a 
name  had  been  in  his  mind  all  day  — the  name  was 
Percival  T.  Gordon.  He  had  no  idea  who  this  person 
was. 

Following  the  session,  my  curiosity  was  so  great 
that  I called  long  distance  to  Hollywood,  California 
and  asked  to  speak  person  to  person  to  Percival  T. 
Gordon.  The  operator  then  asked  “is  that  Percival  T. 
Gordon,  M.  D.”?  I answered  — yes,  after  I got  over 
my  surprise.  The  number  rang  and  a lady  answered 
the  phone  and  stated  that  Dr.  Gordon  had  died  sev- 
eral months  ago.  Grasping  for  a last  straw,  I asked 
to  speak  to  the  lady.  I informed  her  as  to  the  nature 
of  my  call  and  asked  her  if  she  by  chance  knew 
Thomas  Cooper.  “Oh  yes!  he  was  one  of  the  best 
nurses  we  ever  had.”  She  was  very  well  informed  on 
the  past  history  of  my  patient  and  helped  consider- 
ably. 

The  following  day  under  Amytal  I told  the  pa- 
tient of  my  new-found  knowledge  and  talked  to  the 


patient  until  he  was  well  out  from  under  the  drug 
effect.  At  this  time  there  was  no  amnesia  and  the 
patient  expressed  gratitude  to  me  for  helping  him. 

As  I made  rounds  the  next  day,  I was  quite  anxious 
to  talk  with  my  “latest  therapeutic  success,”  how- 
ever, he  was  quite  different  when  I saw  him.  He 
stated  he  was  no  longer  sure  he  was  Thomas  Cooper 
but  felt  that  he  may  be  “the  mind  behind  the  throne 
of  France.  ” A careful  psychiatric  evaluation  revealed 
an  obvious  acute  psychotic  reaction.  Apparently  the 
removal  of  the  symptom  of  amnesia  had  precipitated 
this  reaction.  Fortunately  after  weeks  of  therapy  the 
psychosis  cleared  and  the  patient  became  his  old 
self,  tree  from  amnesia  and  psychosis. 

In  therapy  it  was  evident  that  the  patient  had 
strong  feelings  of  love  and  dependency  for  his  mother 
and  together  with  this  had  developed  a hate  for 
her  because  he  felt  she  made  him  a weak  de- 
pendent creature.  When  the  patient  made  any  at- 
tempt to  assert  his  independence,  the  mother  was 
quick  to  retaliate.  An  example  of  this  is  the  fact  that 
the  mother  never  liked  any  girl  the  patient  ever  went 
with.  The  anxiety  created  bv  this  rage  and  hate  to- 
wards his  beloved  mother  was  so  severe  that  the  pa- 
tient unconsciously  attempted  to  “begin  life  anew.” 
In  other  words,  amnesia  became  his  solution  to  the 
unresolved  ambivalent  feelings. 

In  therapy  the  patient  was  able  to  resolve  some 
of  his  dependency  needs  and  was  successful  in 
avoiding  further  use  of  the  defenses  of  amnesia  and 
psychosis,  both  of  which  are  “flights  from  reality.” 

Following  termination  of  therapy,  the  patient  be- 
came employed  as  a nurse  and  has  done  well  for 
over  a year. 

I feel  the  lesson  to  be  learned  from  this  case 
is  to  avoid  simple  removal  of  symptoms  which 
may  be  the  protection  the  patient  has.  A 
proper  evaluation  and  treatment  for  the 
underlying  conflict  is  of  prime  importance.  All 
physicians  are  at  times  tempted  to  utilize  such 
suggestive  techniques  as  hypnosis,  nicotinic 
acid,  etc.,  since  a quick  impressive  result  is 
obtained  especially  with  hysterics.  However, 
one  should  constantly  remember  the  symp- 
toms serve  a purpose  and  should  not  be  re- 
moved until  they  are  no  longer  needed  and 
then  they  will  remove  themselves. 
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It  has  been  said  that  at  the  turn  of  the  century  a 
patient  seeking  medical  advice  had  only  a 50%  chance 
of  coming  away  with  anything  remotely  worthwhile  or 
helpful.  Although  such  a cynical  remark  could  not  be 
literally  true,  it  does  serve  to  point  up  the  tremendous 
advances  that  have  been  made  in  all  spheres  of  the  medi- 
cal sciences  in  the  past  sixty  years,  and  the  continuing 
onrush  of  research  achievement  leaves  us  all  a little 
breathless,  and  more  and  more  aware  of  our  short- 
comings. 

To  one  whose  introduction  to  Medicine  came  during 
the  era  of  therapeutic  nihilism,  when  the  doctor  often 
could  only  stand  and  wait,  the  avalanche  of  new  drugs  and  the  possibilities  of  success  with 
newer  surgical  techniques  are  spectacular  in  the  extreme.  Aside  from  quinine,  the  first  real 
breakthrough  in  the  field  of  chemotherapy  came  with  Ehrlich’s  preparation  of  arsphena- 
mine.  It  was  almost  thirty  years  later  that  the  development  of  the  sulfonamides  began  the  flood 
of  effective  antibacterial  agents  that  are  available  to  the  physician  of  today.  The  brillant  dis- 
covery of  insulin  by  Banting  was  a forerunner  of  the  many  effective  steroid  hormones  now  at 
our  command.  With  a better  understanding  of  the  physiological  problems  involved,  the  sur- 
geon is  now  able  to  carry  out  procedures  in  pulmonary,  cardiac,  and  vascular  areas  that  al- 
most defy  the  imagination. 

The  doctor  of  today  cannot  continue  to  practice  the  medicine  of  the  day  of  his  graduation 
from  medical  school.  To  give  his  patient  the  best  advice  of  the  moment,  he  must  not  only  be 
able  to  recognize  the  underlying  disease  process  but  also  to  make  available  the  best  and  most 
up-to-date  therapeutic  approach  to  the  particular  problem.  The  pattern  of  disease  changes; 
new  syndromes  are  described,  new  aids  for  recognition  are  devised,  new  methods  of  treatment 
delineated.  To  keep  abreast  of  the  ever  rising  tide  of  scientific  knowledge,  the  physician  must 
realize  that  he  will  always  remain  a student  of  medicine  and  that  his  quest  for  greater  under- 
standing can  never  end. 

The  need  for  continuing  education  is  self  evident;  to  meet  this  challenge  the  South 
Carolina  Medical  Association  has  become  aware  of  the  importance  of  its  role  in  this  sphere 
of  activity  and  at  the  last  meeting  of  the  House  of  Delegates  a permanent  committee  on  post 
graduate  medical  education  was  established.  Under  the  able  chairmanship  of  Bill  Klauber  this 
committee  has  under  consideration  the  various  ways  in  which  the  opportunity  for  continuing 
education  can  be  enhanced.  We  already  have  the  superb  television  programs  under  the  direc- 
tion of  Dale  Groom;  greater  participation  in  these  discussions  is  one  of  the  objectives  of  the 
committee.  Other  methods  of  providing  scientific  presentations  at  County  and  District  meet- 
ings are  to  be  considered,  and  perhaps  a library  of  tape  recordings,  available  on  loan  to  the 
individual  physician,  may  be  established. 

The  advice  and  suggestion  of  any  member  of  the  Association  would  be  most  welcome  to 
the  committee.  The  task  is  long  and  hard  and  by  no  means  a one  year  job;  the  prospect  of 
achievement  is  bright  and  satisfying. 

Robert  Wilson,  M.  D. 
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Areawide  Planning-  for  Hospitals 

The  American  Hospital  Association  and 
Public  Health  Service  have  joined  in  the  pub- 
lication of  a booklet  on  .Areawide  Planning 
for  Hospitals  and  Related  Health  Facilities. 
In  essence  it  proposes  to  promote  plans  for 
systematic  development  of  adequate  hospital 
services,  avoidance  of  duplication  and  com- 
petition, effecting  economy  as  much  as  pos- 
sible, and  aiding  in  developing  the  proper  kind 
of  plant  and  operation.  Costs,  obsolescence, 
shortages,  and  the  changing  population  are 
all  to  be  considered  in  such  planning. 

A newsletter  of  the  Association  of  American 
Physicians  and  Surgeons,  June,  1963,  views 
and  states  with  great  alarm  that  this  digested 
arrangement  contains  many  dangerous  fea- 
tures. It  is  suspected  as  another  “back  door 
approach"  to  the  control  of  medicine  by  the 
federal  government,  which  approach  would 
be  encouraged  by  the  formation  of  local 
planning  agencies.  The  newsletter  fears  that 
a new  empire  similar  to  the  Veteran’s  Ad- 
ministration Hospital  Program  may  be  de- 
veloped with  specialized  staffs  working  only 
in  hospitals  and  that  a great  volume  of  out- 
patient treatment  will  accompany.  One  ob- 
server sees  in  the  scheme  the  end  of  profit 
making  and  proprietary  hospitals  and  a great 
trend  to  the  use  of  federal  funds  for  build- 
ing the  hospitals  which  will  be  proposed. 

These  suspicions  may  have  a good  basis,  but 
there  is  nothing  in  the  published  report  to 
indicate  that  any  of  the  suspected  approaches 
will  be  developed.  There  seems  little  doubt 
that  some  better  coordination  and  correlation 
of  hospitals  in  any  community  is  desirable  and 
that  this  thought  might  extend  to  an  area  of 
some  size.  The  best  way  to  judge  the  funda- 
mentals of  the  proposed  planning  is  to  obtain 
a copy  of  the  booklet  of  56  pages  from  the 
Public  Health  Service  and  study  its  recom- 
mendations and  conclusions.  It  could  be  that 
our  faithful  watchdog  the  AAPS  might  be 
barking  at  a friend. 


Tetracycline  Slows  Growth 

The  title  above  is  too  general  to  be  de- 
fended adequately,  but  specifically,  it  has 
been  shown  that  when  tetracycline  is  ad- 
ministered to  the  pregnant  mother  it  passes 
through  the  placenta  and  may  produce  a forty 
percent  inhibition  of  measurable  growth  (e.g. 
in  the  fibula  of  the  fetus)  during  the  time  it 
is  administered.  After  the  drug  was  omitted, 
growth  resumed  its  normal  rate.  This  effect 
has  not  been  demonstrated  in  the  individuals 
who  received  the  tetracycline  directly. 


Air  Pollution 

Air  Pollution  has  not  become  a major  prob- 
lem in  our  South  Carolina  cities,  but  in  cer- 
tain districts  of  them  it  is  a matter  of  dis- 
agreeable if  not  a harmful  nature.  Larger 
cities  elsewhere  have  had  tremendous  diffi- 
culty with  the  problem  of  pollution  from  in- 
dustrial plants  and  from  motor  vehicles,  with 
rather  direct  evidence  to  show  the  powerful 
effect  of  the  saturation  of  the  atmosphere 
with  irritating  gases.  There  is  a well  developed 
belief  that  these  gases  may  be  far  more  im- 
portant in  the  production  of  lung  cancer  than 
are  the  fumes  of  cigarettes. 

New  York  State,  obviously  one  of  the  most 
afflicted  in  this  difficulty,  has  passed  a law 
which  requires  that  all  motor  vehicles  manu- 
factured or  assembled  in  New  York  after 
June  30,  1963,  must  be  equipped  with  an  ap- 
proved crankcase  ventilating  system,  in  which 
“blow-by  control"  devices  return  fumes  for 
reburning  in  the  engine.  The  devices  are 
simple  and  inexpensive  and  are  credited  with 
eliminating  at  least  one  third  of  the  un- 
pleasant fumes  which  otherwise  would  reach 
the  atmosphere  by  way  of  the  exhaust.  A 
similar  effort  in  other  states  might  make 
New  York's  effort  more  effective  and  per- 
haps forestall  some  of  the  difficulties  which 
are  more  or  less  bound  to  arise  as  our  cities 
become  more  crowded  with  traffic. 
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Research  and  Patient  Care 

In  some  medical  educational  circles  there 
has  been  long  developing  a feeling  that  our 
present  system  puts  too  much  emphasis  on 
the  possible  benefits  of  research  and  not 
enough  emphasis  on  the  actual  treatment  of 
people.  There  is  little  doubt  that  research  has 
gotten  rather  out  of  hand,  and  that  many  of 
its  projects  are  trivial  and  unrewarding,  re- 
peating without  benefit  long  established  clini- 
cal observations  or  dabbling  with  such  remote 
questions  that  it  is  extremely  hard  to  make 
any  direct  connection  with  benefits  to  medi- 
cine. Undoubtedly  basic  research  is  extremely 
valuable,  but  also  undoubtedly  there  has  been 
a bit  of  boon-doggling  in  certain  parts  of  the 
field. 

Some  of  the  frenzy  for  research  is  based  on 
the  desire  to  produce  papers  which  can  be 
published  to  produce  better  status  for  obtain- 
ing better  positions.  Tremendously  vigorous 
efforts  are  made  to  elucidate  rather  rare  dis- 
eases while  the  common  problems  are  rela- 
tively neglected. 

This  editor  is  not  inclined  to  accept  as 
authoritative  many  of  the  articles  which  ap- 
pear in  popular  publications.  However,  one 
entitled  “Sick  People  Need  Care,  Not  Re- 
search” by  Louis  J.  Vorhaus  appearing  in  the 
Saturday  Evening  Post  of  May  11,  1963,  dis- 
cusses this  subject  in  a way  which  seems  to  be 
quite  fair  and  to  the  point.  It  is  well  worth 
reading,  and  pvits  before  the  public  some  of 
the  problems  which  assault  medicine.  Whether 
the  public  is  in  the  proper  position  to  judge 
the  merit  of  the  ideas  proposed  may  be  ques- 
tioned. Nevertheless,  a ground  swell  of  public 
opinion  may  often  divert  a current  which  is 
directed  in  the  wrong  direction. 

Dr.  Vorhaus’  conclusion  is  that  there  might 
properly  be  a reduction  in  the  flow  of  money 
for  research  grants  and  better  support  for 
building  hospitals  and  medical  schools  and 
for  the  teaching  of  medical  students. 


Correction:  In  the  list  of  Committees  published 
in  the  last  issue  of  the  Journal,  I)r.  George 
I’oda’s  name  was  inadvertantly  omitted  as  a 
member  of  the  Committee  on  Industrial  Medicine. 
His  term  expires  in  1961. 


AMA— ERF 

Thousands  of  medical  students,  interns  and 
residents  are  paying  for  a substantial  part  of 
their  training  by  drawing  on  income  they  will 
realize  when  they  become  practicing  physi- 
cians! 

This  feat  of  bringing  the  future  into  the 
present  has  been  accomplished  by  the 
pioneering  loan  guarantee  program  of  AMA’s 
Education  and  Research  Foundation. 

The  program  needs  and  deserves  the  sup- 
port of  the  entire  medical  profession. 

Of  the  8,000  loans  made  to  date,  54  have 
gone  to  students,  interns  and  residents  in 
training  in  South  Carolina. 

AMA-ERF’s  plan  is  not  a sleight  of  hand. 
The  only  “magic”  lies  in  the  fact  that  every 
dollar  contributed  to  the  program’s  loan 
guarantee  fund  releases  $12.50  in  bank  credit. 
So  great  has  been  the  response  to  the  pro- 
gram— one  of  every  ten  medical  students  in 
the  country  already  is  a borrower — that  the 
millions  extended  in  credit  have  nearly  ex- 
hausted the  fund. 

Only  20  per  cent  of  the  guarantee  fund  re- 
mains uncommitted  to  provide  credit  power 
for  new  applicants — and  each  month  sees 
more  than  600  yonng  men  and  women  asking 
for  this  opportunity  to  borrow  money  they 
need  at  low  interest  rates  and  start  paying 
it  back  when  they  have  completed  training. 

Private  industry  and  physicians  throughout 
the  nation  have  been  giving  generously  to  the 
fund  with  the  knowledge  that  their  contribu- 
tion dollars  can  stretch  far  beyond  their  face 
value  in  helping  determined  students  become 
the  physicians  of  tomorrow. 

You  can  join  the  ranks  of  these  givers  by 
sending  your  check  to  AMA-ERF  Loan  Guar- 
antee Fund,  535  North  Dearborn  Street, 
Chicago  10,  Illinois. 


ABSTRACTS  INVITED 

The  next  annual  convention  of  the  South 
Carolina  Medical  Association  will  he  held  at  the 
Ocean  Forest  Hotel,  Myrtle  Beach,  S.  C.,  May 
5,  6,  7,  1964. 

Abstracts  of  papers  for  presentation  on  the 
Scientific  Program  are  invited.  Send  abstracts 
to:  Dr.  Dale  Groom,  (.'hr.,  Program  Committee, 
5.5  Doughty  Street,  Charleston,  S.  C. 
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Phenylketonuria 
The  Needle  In  The  Haystack 

Phenylketonuria  is  a rather  rare  disorder 
due  to  an  inborn  error  of  metabolism  in  which 
the  body  is  unable  to  metabolize  one  of  the 
essential  amino  acids,  phenylaline,  to  tyrosine. 
The  disorder  causes  mental  retardation  un- 
less the  diet  is  adjusted  during  the  first  few 
months  of  life.  It  is  a hereditary  disease,  trans- 
mitted by  a recessive  gene  affecting  only 
homozygous  individuals. 

The  disease  occurs  in  all  races,  but  appears 
to  be  much  more  common  in  people  of 
European  stock,  and  is  seldom  found  in 
Negro  or  Jewish  descendents.  It  is  estimated 
that  there  is  one  case  in  20,000  births  in  the 
general  population  and  approximately  one 
carrier  in  70  of  the  general  population.  Be- 
cause of  this  relative  infrequency,  one  must 
search  rather  diligently  to  find  a case;  as  the 
old  saying  goes:  “to  search  for  the  needle  in 
the  haystack."  Despite  the  rarity  of  the  dis- 
ease we  are  searching  for,  there  has  been 
much  discussion  in  lay  circles  about  this  con- 
dition. Many  lay  magazines  have  carried 
articles  discussing  this  disease  as  one  of  the 
major  breakthroughs  in  mental  retardation, 
pointing  out  that  if  physicians  are  alert  and 
detect  the  disease  early,  this  form  of  mental 
retardation  can  be  prevented.  To  those  lay 
people  who  expend  considerable  effort  in 
fund  raising  and  working  in  other  fields  of 
helping  the  mentally  retarded,  this  obviously 
has  a great  meaning. 

A survey  of  Whitten  Village  a few  years  ago 
revealed  that  there  were  currently  residing 
21  patients  with  phenylketonuria,  all  with  the 
most  severe  type  of  mental  retardation.  Re- 
cently, Dr.  Robert  Guthrie,  from  the  Chil- 
dren’s Hospital  in  Buffalo,  New  York,  has 
developed  a screening  test  which  is  now  being 
employed  in  many  nurseries  throughout  the 
state  of  South  Carolina  and  throughout  the 
nation.  The  test  works  on  a very  simple 
principle.  After  the  infant  has  received  breast 
or  bottle  feedings  for  at  least  48  hours,  a heel 
prick  is  made  and  a spot  of  blood  is  placed 
on  a piece  of  filter  paper  supplied  by  the 
State  Health  Department.  The  paper  is  then 
forwarded  to  the  State  Laboratory.  The  test 


is  performed  at  the  State  Laboratory  by 
punching  out  a small  disc  from  the  center  of 
the  spot  of  blood  sent  on  the  filter  paper  and 
applying  this  small  disc  to  a culture  plate 
containing  a growth  of  a known  bacterium. 
If  the  phenylalinine  levels  are  elevated  to  a 
significant  degree,  the  growth  of  the  bacteria 
will  be  impaired,  and  the  test  will  be  posi- 
tive. As  a second  check,  the  mother  is  sup- 
plied with  a plastic  envelope  containing  filter 
paper  which  is  taken  home  and  saturated  with 
urine  and  then  sent  to  the  State  Board  of 
Health  Laboratory  for  a very  similar  test 
which  is  performed  on  the  urine. 

It  is  hoped  that  the  above  test  will  be 
adopted  by  all  nurseries,  particularly  those 
for  babies  born  to  the  Caucasian  race.  Until 
this  test  is  adopted  statewide,  it  is  still  ad- 
vocated that  the  individual  physician  do  a 
ferric  chloride  test  on  the  urine  or  that  the 
Phenistix  method  be  employed  as  a part  of 
the  routine  examination  during  the  first  few 
months  of  well  baby  care. 

The  cost  involved  in  testing  all  of  the 
newborn  babies  throughout  the  state  could 
conceivably  be  a handsome  sum.  However, 
when  one  compares  the  cost  of  a totally  in- 
capacitated child  as  a ward  of  the  state  for 
his  entire  life  with  a normal,  productive  citi- 
zen, the  expenditures  become  justified. 

The  state  of  Massachusetts  in  less  than  a 
year  of  testing  of  a total  of  26,955  infants 
found  5 to  be  confirmed  positives.  It  now  ap- 
pears that  the  apparently  insurmountable 
task  of  finding  the  needle  in  the  haystack  is 
fast  becoming  not  only  possible,  but  also 
relatively  simple. 

Charles  P.  Darby,  Jr.,  M.  D. 


Popular  Blaze 

“Again  in  southern  California,  an  area  that  has 
somewhat  of  a reputation  for  the  unusual,  a small 
forest  fire  broke  out  near  a nudist  colony.  The  cause 
in  this  case  seems  to  have  gone  unrecorded.  But  it  is 
said  that  the  colonists  didn’t  stop  for  their  garments; 
they  took  out  for  safety  as  is,  or  was.  According  to 
the  unofficial  reports,  550  men  assembled  to  put  out 
the  fire,  including  the  Forest  Supervisor,  Regional 
Forester,  Associate  Regional  Forester,  Director  of  the 
Experimental  Station,  the  Chief  of  Police  and  the 
local  Mayor.” 

American  Forests;  69:54 
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Correspondence 


The  Editor: 

Thanks  both  to  the  author  and  to  the  editor  for 
making  available  to  us  the  article,  “Unsung  Heroes 
of  Medicine.’’  It  is  difficult  to  write  medical  history 
and  make  it  come  alive  so  as  to  arouse  and  hold  the 
reader’s  interest.  Too  often,  it  is  a roster  of  names 
and  dates.  The  names  are  usually  already  familiar  to 
the  medical  reader  and  the  dates  are  soon  forgotten. 

Dr.  Wallace  has  overcome  the  necessity  for  such 
brevity  by  limiting  his  heroes  (with  the  exception  of 
Harvey,  whose  discovery  of  the  circulation  was  re- 
ferred to)  to  a period  of  about  one  hundred  years. 
For  more  than  fifty  of  those  years,  the  author  was 
studying  and  practicing  medicine.  He  had  ample 
opportunity  to  observe  the  dramatic  changes  in 
practice,  made  necessary  by  each  new  discovery. 

The  thumb  nail  sketches  of  about  twenty  seven 
of  the  great  men  of  medicine  and  benefactors  of 
mankind  are  truly  vignettes.  There  is  a lacy  delicacy 


of  continuity  of  biographical  description  and  scientific 
accomplishment,  and  each  minute  sketch  shades  into 
the  next  without  change  of  tempo.  Not  only  is  the 
reader’s  interest  held,  but  there  is  a considerable 
element  of  suspense  in  the  writing  as  well. 

J.  Decherd  Guess,  M.  D. 


The  Editor: 

I wish  to  fully  endorse  your  article  titled  “Beaufort 
Be  Sprayed”  in  the  August  1963  Journal.  For  some 
time  I have  been  conducting  an  experimental  study 
concerned  with  the  exposure  of  certain  animals  to 
spraying  of  the  entire  community  in  which  they  are 
located  with  malathion,  DDT  and  lethane.  We  should 
not  only  become  concerned  about  the  effects  of  such 
poisons  on  the  health,  reproduction  and  even  life  in 
wild  animals  and  fish,  but  also  upon  humans. 

Kenneth  M.  Lynch,  M.  D. 


Public  Relations 


ISSUES  AND  TELLING  ARGUMENTS  IN  KING  ANDERSON  CAMPAIGN 

BY 

ERNEST  B.  HOWARD,  M.  D. 

Assistant  Executive  Vice  President 
American  Medical  Association 


Summary  of  remarks  at  the  National  Legislative 
Conference,  April  20,  1963. 

There  are  many  important  issues  in  the  current 
controversy  over  the  financing  of  the  health  care  of 
the  aged.  Here  are  twelve  selected  issues  which  are 
especially  important: 

1.  Semantic  Double  Talk  Vs.  The  Truth 
Assistant  Secretary  Wilbur  Cohen  of  the  Depart- 
ment of  HEW’  in  December,  1960  presented  a special 
task  force  report  to  President  Kennedy  in  which  health 
care  for  the  aged  under  the  social  security  system 
was  recommended.  The  task  force  said,  “The  system 
permits  people  to  contribute  during  their  working 
years  to  the  relatively  heavy  costs  of  medical  care  in 
their  later  years.”  Rarely  have  so  many  lies  been 
packed  into  so  few  words.  The  fact,  of  course,  is  that 
this  system  compels  not  permits;  people  do  not  "con- 
tribute” they  pay  taxes;  they  do  not  pay  taxes  during 
their  working  years  for  medical  care  in  their  own 
later  years,  — they  pay  taxes  today  for  today’s  bene- 
ficiaries. Tomorrow  their  benefits  will  be  paid  by 


tomorrow’s  taxpayers. 

President  Kennedy  in  his  State  of  the  Union  mes- 
sage in  January,  1963,  said  to  the  Congress,  “Our 
working  men  and  women  should  start  contributing 
now  to  their  own  retirement  health  program  through 
the  social  security  system.”  Again,  these  words  do 
not  describe  the  plan  proposed  to  the  Congress  since 
there  are  no  “contributions,”  no  prepayment,  no 
saving  for  one’s  retirement. 

2.  Compulsion  V.v.  Voluntarism 

The  King-Anderson  approach  compels  taxpayers 
to  help  finance  a government  health  care  program 
for  the  aged.  It  leaves  no  choice  to  the  individual.  It 
is  true  that  the  recipient  is  not  compelled  to  accept 
the  benefit,  but  the  compulsion  and  coercion  are  in- 
herent in  the  heavy  federal  subsidy  at  that  time. 

3.  The  Presumption  by  the  Proponents  of  a Poverty 
C-rLsis  Amonp  the  Aped  Vs.  the  Facts 

"Today’s  aged  people  exhibit  an  economic  profile 
of  widely  varying  characteristics.  About  12 % require 
public  assistance  but  the  percentage  has  declined 
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every  year  since  1950  when  it  was  23%.  If  the 
MAA  program  follows  the  same  historical  trend  as 
OAA,  it  too  will  decline  after  a brief  period  of  early 
expansion  because  of  the  rising  resources  of  the  aged 
to  meet  the  costs  of  health  care. 

After  correction  for  taxes  and  size  of  family,  the 
aged  person's  income  is  about  the  same  as  his  younger 
counterpart.  And  his  assets  are  distinctly  higher.  It  is 
also  true  that  the  typical  older  person  has  fewer 
financial  obligations,  lower  expenditures  for  house, 
clothing  and  food,  lower  indebtedness,  and  often  a 
higher  credit  rating  than  the  average  younger  per- 
son. The  relatively  reduced  earnings  potential  of  the 
average  older  person  as  compared  witli  the  younger 
person  offsets  these  favorable  factors  to  some  extent 
but  in  my  opinion,  only  partially. 

The  most  dramatic  change,  however,  in  the  finan- 
cing ability  of  older  citizens  is  the  markedly  improved 
status  of  new  entrants.  With  each  year  the  65-year 
old  newcomers,  witli  their  lifetime  pensions,  savings 
accounts,  ownership  of  houses,  liquid  assets,  special 
tax  credits  and  deductions,  health  insurance  cover- 
age, and  other  protective  devices  against  financial 
catastrophe,  are  raising  the  economic  level  of  the 
group  as  a whole.  The  very  old — over  75-80 — are  not 
so  favorably  situated  because  they  lived  their  produc- 
tive lives  during  the  great  depression  and  later  when 
pensions  and  retirement  planning  were  in  their  in- 
fancy. But  their  impact  on  the  whole  group  is  rapidly 
diminishing.  They  are  being  replaced  by  other  older 
citizens  whose  resources  are  ample  by  any  reasonable 
criterion,  to  meet  most  health  care  costs. 

“Presented  by:  Louis  S.  Drake,  Ph.D.,  AMA  Depart- 
ment of  Economic  Research,  at  National  Legislative 
Conference,  Chicago,  April  20,  1963. 

4.  Voluntary  Enterprise  Vs.  Government 

King-Anderson  financing  of  health  care  substitutes 

government  financing  for  Blue  Cross-Blue  Shield  and 
health  insurance  policy  financing.  It  would  rapidly 
bring  to  an  end  the  progress  achieved  by  the  prepay- 
ment plans  and  the  health  insurance  companies  in 
devising  and  selling  in  the  open  market  policies 
tailored  to  meet  the  needs  of  solvent  older  people. 

5.  Socialist  Health  Care  Vs.  Free  Competitive 
Enterprise  Health  Care 

King-Anderson  transfers  from  individual’s  families, 
the  local  community  and  the  state  to  the  federal  gov- 
ernment the  responsibility  for  the  purchase  of  health 
care  for  persons  over  65  regardless  of  their  economic 
status.  The  assumption  by  the  federal  government 
of  this  responsibility  is  neither  logical  nor  reasonable, 
and  can  be  justified  on  no  basis  except  the  argu- 
ment that  a socialist  state  is  preferable  to  a society  in 
which  individual  enterprise  is  preserved  and  maxi- 
mized. Covernment  can  and  does  purchase  or  provide 
health  care  for  specific  segments  such  as  servicemen 
with  service  connected  disabilities,  civil  service  em- 
ployees, merchant  seamen,  the  Armed  Forces  and 
their  dependents,  and  certain  other  groups.  In  these 
cases,  however,  the  responsibility  is  logical  and 
reasonable. 


6.  Helping  the  Needy  : Federal  Vs.  Federal-State 

There  is  universal  agreement  that  those  who  can- 
not take  care  of  themselves  must  receive  help.  The 
King-Anderson  proponents  insist  on  direct  federal  pro- 
vision of  this  help  to  all  persons  over  65.  The  Kerr- 
Mills  law  provides  help  through  a federal-state 
partnership  mechanism  in  which  local  administration 
is  largely  retained. 

7.  Helping  the  Non-Needy:  Federal  Approach  Vs. 
Voluntary  Enterprise 

The  advocates  of  government  medicine  propose 
that  the  federal  government  purchase  health  care  for 
persons  oxer  65  even  when  they  are  admittedly  non- 
needy  or  solvent.  This  is,  in  many  ways,  the  most 
vital  issue  of  the  entire  controversy:  How  to  promote 
the  efforts  of  solvent,  non-needy,  older  persons  to 
finance  their  health  care.  We  support  the  prepayment 
plans  and  health  insurance  companies  and  urge  them 
to  develop  the  best  possible  plans  and  policies  to 
meet  the  specific  wants  of  solvent  older  people.  The 
King-Anderson  proponents  would  make  even  solvent 
older  persons  wards  of  the  federal  government  by 
providing  them  with  federally-purchased  and  super- 
vised health  care. 

8.  The  Moral  Issue:  Levying  Heavy  Additional 
Payroll  Taxes  on  the  Young  Worker  to  Pay  the 
Health  Care  Costs  of  Millions  of  Solvent  Older 
Persons 

Senator  Kerr  in  his  remarks  during  the  Senate  de- 
bate in  July,  1962,  prior  to  the  defeat  of  the  Ander- 
son-Javits  amendments,  stated,  on  the  basis  of  in- 
formation available  to  him  from  the  Department  of 
Health,  Education  and  Welfare,  that  the  total  cost 
to  the  young  taxpayers  and  their  employers  of  the 
Anderson- Javits  proposals  (similar  to  today’s  King- 
Anderson  bills)  woidd  be  about  35  billions  of  dol- 
lars. This  figure  was  the  cost  of  the  care  that  would 
be  provided  to  today’s  17 V2  million  older  beneficiaries 
during  their  lifetimes.  This  is  the  great  moral  issue 
of  this  great  debate.  It  is  the  din  of  iniquity  to  which 
Actuary  Ray  Peterson,  referred  in  several  articles  dur- 
ing the  last  two  years.  The  proponents  propose  to 
levy  additional  payroll  taxes  on  employees  and 
employers  and  to  use  the  billions  of  dollars  of  addi- 
tional revenues  to  buy  health  care  for  millions  of 
other  people  solely  because  they  happen  to  be  over 
65.  In  effect,  they  are  placing  an  enormous  future 
mortgage  on  our  children  and  grandchildren. 

9.  Payroll  Taxes  Vs.  Personal  and  Corporate  In- 
come Taxes  for  the  Financing  of  Federal  Wel- 
fare Programs 

This  issue  works  both  ways.  Some  businessmen  and 
prominent  politicians  support  the  King-Anderson  ap- 
proach not  because  of  the  nature  of  the  program  pro- 
vided, but  because  of  the  method  of  financing.  They 
argue  that  the  payroll  tax  provides  a break  on  the 
program  because  of  the  increasing  payroll  taxes  that 
will  be  necessary  to  finance  increased  benefits.  It  is 
also  believed  by  some  that  a payroll  tax  which  is 
regressive  in  nature  is  preferable  to  the  personal  and 
corporate  income  taxes  which  are  progressive  in 
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nature.  On  the  other  hand,  it  can  be  argued  by  op- 
ponents of  King-Anderson  legislation  that  the  payroll 
tax  method  of  financing  is  inequitable  since  it  is 
levied  on  the  lower  income  earners  and  that  a large 
percentage  of  earned  income  escapes  taxation. 

10.  The  Federal  Government  Vs.  the  States 

This  controversy  dramatizes  the  debate  over  states’ 
rights  and  the  role  of  the  federal  government  vis-a-vis 
the  states.  It  recalls  the  deep  concern  of  the  founders 
of  the  republic  about  central  tyranny.  The  King- 
Anderson  proposal  is  essentially  a collectivist  and 
centralized  approach  based  on  a presumed  need.  It 
circumvents  the  states  and,  therefore,  violates  the 
basic  precepts  of  the  Constitution.  King-Anderson  is 
one  of  the  most  dramatic  examples  before  the  Con- 
gress of  a bill  that  would  change  basically  the  nature 
of  our  republic. 

11.  High  Quality  Care  Vs.  Bureaucratic  Medicine 

It  is  difficult  to  prove  that  medicine  practiced  under 
King-Anderson  conscription  and  domination  would 
necessarily  result  in  lower  quality  care,  but  the  follow- 
ing factors  added  together  clearly  point  the  way  to 
such  an  inevitable  development. 

(a)  The  voluntary  relationship  between  the  phy- 
sician and  his  patient  would  be  lost, 

( b ) Third  party  political  control  would  interfere 
with  the  free  selection  of  diagnostic  and  thera- 
peutic choices  by  the  physician, 

(c)  Financial  incentive  would  be  lost  because  of 
the  price  fixing  by  the  government  over  all 
services  rendered, 

( d ) The  incentive  of  competition  with  one’s  peers 
would  soon  be  lost  since  competition  would  be 
eliminated  by  virtue  of  centralized  direction, 

(e)  A decline  of  professionalism  would  appear  as 
physicians  became  employees  of  government, 

(f)  The  over-utilization  and  abuse  of  a “free”  ser- 
vice to  which  everyone  had  a “right”  would 
result  in  constant  physician  harassment;  and 

(g)  The  gradual  loss  of  able  entrants  into  the 
health  professions  because  of  their  lack  of 
attraction  as  careers  would  cause  a serious  loss 
of  quality. 

12.  The  Political  Issue:  Winning  Votes  Vs.  Losing 
Votes  Among  the  Elderly 

iMr.  Kennedy  and  his  advisors  obviously  still  be- 
lieve that  government  medicine  for  the  elderly  via 
social  security  continues  to  be  a political  issue  that 
will  win  votes  in  the  November,  1964  election.  The 
Callup  Poll  has  shown  a rapidly  declining  support  of 
payroll  tax  medicine  from  67%  in  December,  1961 
to  44 r/r  in  August,  1962.  Recent  questionnaires  of 
several  congressmen  among  their  constituents  lias 
shown  a significantly  lower  support  and  increased  op- 
position to  payroll  tax  medicine  than  was  true  last 
year.  If  present  trends  continue,  it  is  likely  that  this 
issue  will  lose  appeal.  When  this  happens — as  was 
true  in  1949  to  50 — the  Administration  will  move 
awav  from  this  kind  of  legislation. 


Summary  of  Our  Position 

1.  To  help  the  needy  and  near-needy  aged  ( Kerr- 
Mills). 

2.  To  support  voluntary  enterprise  for  the  solvent, 
non-needy  aged  ( the  prepayment  plans  and 
health  insurance). 

3.  To  preserve  the  dignity  of  the  solvent  aged 
by  promoting  their  self-reliance,  continued  pro- 
ductivity and  positive  contributions  to  the 
stream  of  society. 

4.  To  prevent  the  exploitation  of  the  young  by  ad- 
ditional heavy  payroll  taxes,  and 

5.  To  help  preserve  the  republic  by  opposing  a 
centralized  socialist  program  of  health  care. 


Flat  anterior  chambers  following  intraocular  sur- 
gery. J.  Howard  Stokes,  M.  D.,  (Florence),  Sou  Med 
J 56:358. 

A flat  anterior  chamber  may  develop  after  operation 
for  cataract  or  glaucoma.  It  is  more  serious  following 
cataract  surgery  and  more  hazardous  to  correct.  If 
the  intraocular  pressure  is  below  normal  when  the 
anterior  chamber  is  flat,  a leaking  wound  and  /or 
choroidal  detachment  is  present.  It  the  intraocular 
pressure  is  normal  or  elevated,  pupillary  block  is 
present.  The  treatment  of  the  two  conditions  differ, 
as  presented. 
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MINUTES 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION* 
115TH  ANNUAL  SESSION 

HOUSE  OF  DELEGATES 

OCEAN  FOREST  HOTEL  MYRTLE  BEACH.  S.  C. 

MAY  8,  1963 

JAMES  H.  GRESSETTE,  M.  D.,  Presiding 


11:30  A.  M.  — May  8,  1963 
Election  of  Officers 

The  Chair-.  At  this  time  I would  like  to  recognize 
the  Chairman  of  Council,  Dr.  A.  F.  Burnside. 

Dr.  Burnside-.  Ladies  and  gentlemen,  Members  of 
Council,  it  gives  me  great  pleasure  to  present  a 
plaque  to  our  excellent  president  this  year  for  his 
services,  and  the  plaque  reads: 

“The  South  Carolina  Medical  Association  presents  to 
James  H.  Gressette,  \1.  D.,  the  certificates  of  office 
held  in  this  Association  in  great  appreciation  of  his 
services.”  It  is  signed  by  Chairman  of  Council,  the 
President-Elect,  and  the  Secretary  of  this  Associa- 
tion. 

The  Chair:  That  sounds  like  the  comment  the  man 
made  about  “What  is  a steer?”  It  is  two  points  with 
a heap  of  bull  between  it. 

At  this  time  I would  like  to  ask  Dr.  Samuel  E.  Miller 
to  please  come  forward.  ( Dr.  Miller  comes  to  the 
rostrum.)  Dr.  Miller,  for  the  Association  I would 
like  to  thank  you  for  being  the  Vice-President  this 
past  year,  I would  like  to  thank  vou  for  work  well- 
done,  and  we  would  like  to  give  you  this  to  look  at 
sometime,  when  you  feel  down  and  discouraged  re- 
membering the  long  phone  calls  and  all  the  other 
things  you  had  to  do,  and  to  say  congratulations 
and  we  thank  you  very  much.  ( Plaque  accepted  by 
Dr.  Miller.) 

The  Chair:  The  Chair  is  now  open  to  receive  nomina- 
tions for  the  office  of  President-elect  of  the  South 
Carolina  Medical  Association  for  the  coining  vear. 
After  due  process  of  nomination,  the  following 
officers  and  members  of  special  committees  were 
elected: 

President  Elect Dr.  Frank  C.  Owens,  Columbia 

Vice  President Dr.  A.  C.  Bozard,  Manning 

Secretary Dr.  Ben  N.  Miller,  Columbia 

Treasurer Dr.  J.  Howard  Stokes,  Florence 

Delegate  to  the  AMA Dr.  Joseph  P.  Cain,  Jr., 

Mullins 

Alternate  Delegate  to  the  AMA.Dr.  Joel  W.  Wyman, 

Anderson 

Councilors: 

1st  District Dr.  Clay  W.  Evatt,  Charleston 

4th  District Dr.  John  P.  Booker,  Walhalla 

5th  District Dr.  John  M.  Pratt,  York 

7th  District Dr.  Norman  O.  Eaddy,  Sumter 

Mediation  Committee: 

1st  District  __  Dr.  Henry  C.  Robertson,  Charleston 

4th  District Dr.  J.  Anthony  White,  Easley 

7th  District Dr.  Michael  Holmes,  Kingstree 

State  Board  of  Health Dr.  J.  B.  Martin,  Jr., 

Anderson 

( Dr.  Martin  succeeded  Dr.  E.  W.  Camp.  All  other 
incumbents  were  re-elected  to  this  Committee. ) 
State  Board  of  Medical  Examiners: 

2nd  District Dr.  Kirby  D.  Shealv,  Columbia 

5th  District  Dr.  Roderick  Macdonald, 

iRock  Hill 

State  Board  of  Nursing  __  Dr.  Lawrence  V.  Jowers, 
Columbia  (to  succeed  Dr.  L.  E.  Madden) 

Benevolence  Fund Dr.  Harold  S.  Pettit, 

Charleston  ( to  succeed  Dr.  W.  Atmar  Smith ) 


Committee  on  Legislation  and  Public  Relations 
Dr.  Hugh  H.  Wells,  Seneca 
Dr.  Henry  L.  Laffitte,  Allendale 
Emergency  Medical  Care  Committee 

Dr.  Charles  R.  May,  Bennettsville 
Dr.  W.  C.  Herbert,  Spartanburg 
Dr.  Albert  B.  Wolfe,  Orangeburg 
During  the  elections  Dr.  Robert  Wilson  read  a tele- 
gram. 

Dr.  Robert  Wilson:  Mr.  Chairman,  members  of  the 
House  of  Delegates,  this  telegram  was  received  a few 
minutes  ago.  “The  osteopathic  profession  in  South 
Carolina  is  sincerely  appreciative  of  Council  action  in 
opposing  registration  of  unqualified  individuals  as 
osteopathic  physicians  by  legislative  action,  signed 
Ernest  A.  Johnson,  D.  O.  President." 

The  Chair:  I would  like  to  tell  you  that  the  other  part 
of  the  business  is  of  a lighter  vein.  We  will  move  on. 
I want  to  thank  the  House  for  a very  cooperative 
morning  and  tell  you  that  I am  pleased  and  very 
happy  to  be  getting  out  on  time,  and  I thank  each 
and  every  one  of  you  for  the  part  you  have  played 
in  doing  a heap  of  work.  You  have  really  done  a 
vast  amount  of  legislative  work  this  morning  as  far 
as  the  Soutli  Carolina  Medical  Association  is  con- 
cerned. I for  one  thank  vou  very  much. 

Now,  we  have  come  to  the  place  where  we  have  to 
select  a place  for  the  1964  meeting.  The  Floor  is 
open. 


Myrtle  Beach  was  selected  as  the  place  for  the  1964 
meeting. 


Adjournment. 


Mrs.  Leon  Banov,  Jr.  of  Charleston,  left,  coun- 
selor for  the  Woman’s  Auxiliary  to  the  Southern 
Medical  Association,  is  pictured  with  Mrs.  Law- 
rence A.  Rapee  of  Bethesda,  Md.,  guest  speaker 
at  the  annual  convention  of  the  Woman’s  Auxil- 
iary. Mrs.  Rapee  is  legislative  chairman  for  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association. 
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News 


The  Health  Insurance  Institute 
Gives  Information 

The  Health  Insurance  Institute  has  answered  more 
than  2,000  requests  for  Health  Insurance  Information 
in  connection  with  the  National  High  School  Debate 
Series  scheduled  to  take  place  during  the  coming 
year.  Kits  of  material  bearing  on  the  subject  “Re- 
solved; That  Social  Security  Benefits  Should  Be  Ex- 
tended To  Include  Complete  Medical  Care”  may 
be  obtained  on  application  to  the  Institute,  488 
Madison  Avenue,  New  York  22,  N.  Y. 


Trustees  Named  for  Retarded  Children’s 
Home 

A seven  member  board  of  trustees  has  been  named 
to  oversee  operations  of  a new  state  center  for  re- 
tarded children.  The  institution,  authorized  by  the 
1963  General  Assembly,  will  be  located  near  Charles- 
ton. Physicians  appointed  to  the  board  by  Gov. 
Russell  are:  Dr.  Vince  Moseley  of  the  Medical 

College  in  Charleston,  1st  District,  and  Dr.  George 
Timmons,  Hartsville,  5th  District.  Dr.  Moseley  has 
been  elected  chairman  of  the  board. 


Pathologist  Joins  Anderson  Memorial 
Hospital 

Dr.  J.  W.  Black  has  joined  the  staff  of  the  pathol- 
ogy department  of  Anderson  Memorial  Hospital.  A 
graduate  of  Bowman-Gray  Medical  College,  Dr. 
Black  completed  his  residency  in  Winston-Salem.  He 
is  a member  of  the  American  College  of  Pathologists 
and  of  the  County  Medical  Society. 


Spartanburg  Polio  Drive 

The  Spartanburg  County  Medical  Association  will 
sponsor  a concentrated  drive  to  give  polio  immuniza- 
tion to  the  county’s  total  population  of  approximately 
156,000  persons.  The  drive  will  be  held  during  the 
period  October  27  — January  12. 


Future  Meetings 

North  Carolina  Pediatrics  Society  Annual  Meet- 
ing, November  1-2,  Sedgefield  Inn,  Greensboro, 
N.  C. 

North  Carolina  Academy  of  General  Practice 
Annual  Meeting,  November  3-5,  Jack  Tar  Dur- 
ham Hotel,  Durham,  N.  C. 

Southern  Medical  Association  Annual  Meeting, 
November  18-21,  New  Orleans,  La. 

Southern  Surgical  Association  Meeting,  De- 
cember 10-12,  The  Homestead,  Hot  Springs,  Va. 


TJNC  Postgraduate  Symposium 

The  UNC  School  of  Medicine  will  hold  its  7th 
Annual  Symposium  November  21-22  at  Chapel  Hill. 


The  postgraduate  course  in  pulmonary  diseases  will 
emphasize  the  diagnosis  and  management  of  chronic 
bronchopulmonary  infections  and  the  disabling  lung 
diseases.  A syllabus  of  cases  to  be  discussed  will  be 
mailed  to  all  registrants  in  advance. 


Appointments 

Dr.  James  Greiner  of  Florence  has  been  elected 
to  the  board  of  directors  of  Carolina’s  United 
Community  Services  . . . Dr.  John  B.  Martin,  Jr., 
general  practitioner  of  Anderson  has  been  ap- 
pointed to  the  Executive  Committee  of  the  State 
Board  of  Health  by  Governor  Donald  S.  Russell. 
He  replaces  Dr.  E.  W.  Camp,  Jr.  . . . Dr.  W.  R. 
Wallace,  Chester  physician,  was  re-elected  presi- 
dent of  the  Old  Catholic  (Presbyterian)  Memorial 
Association  of  Chester  County  for  the  15th  con- 
secutive year 


Dr.  Moxon  Gets  Hospital  Post 

Dr.  Robert  K.  Moxon  became  the  Director  of 
Medical  Education  at  Columbia  Hospital  August  12. 

He  recently  completed  20  years  in  the  Navy  Medi- 
cal Corps,  the  last  three  of  which  he  served  as  chief 
of  medicine  at  the  U.  S.  Naval  Hospital  in  Ports- 
mouth, Va. 

Dr.  Moxon  is  a diplomate  of  the  American  Board 
of  Internal  Medicine  and  a fellow  of  the  American 
College  of  Physicians.  He  was  graduated  from  the 
graduate  school  of  medicine  at  the  University  of 
Pennsylvania  in  1947-48. 


Dr.  Ameen  Opens  Practice  In  Greenwood 

Dr.  William  Robert  Ameen  is  now  associated  with 
Dr.  Guy  Calvert  and  Dr.  T.  Jackson  Wood  in  the 
practice  of  general  medicine.  They  have  offices  in  I he 
Greenwood  Medical  Center. 

Dr.  Ameen  is  a native  of  Great  Falls,  a graduate  of 
the  University  of  South  Carolina  and  South  Carolina 
Medical  College  at  Charleston.  He  served  his  intern- 
ship at  the  Medical  College  Hospital  and  spent  three 
years  in  the  Navy. 


Columbia  Physician  Joins  Army 

Dr.  Al  B.  Harley,  Jr.,  of  Columbia,  S.  C.  is  now 
on  active  duty  with  the  Third  U.  S.  Army  at  Fort 
McPherson,  Ga. 

Doctor  Harley,  who  was  commissioned  a Captain 
in  the  Army  Medical  Corps,  June  25,  is  serving  as 
Staff  Psychiatrist  for  the  U.  S.  Army  Hospital  at 
Fort  McPherson. 

After  graduating  from  The  Citadel  at  Charleston, 
S.  C.  in  1955,  he  attended  the  Medical  College  of 
South  Carolina  where  he  was  graduated  in  1959.  He 
has  been  chief  resident  in  psychiatry  at  the  Medical 
College  since  that  time. 
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Emory  University  Offers  Course  in 
Ophthalmology 

(The  Fifth  Annual  Postgraduate  Course  in  Ophthal- 
mology of  the  Emory  University  School  of  Medicine 
will  be  presented  on  Thursday,  December  5 and 
Friday,  December  6,  1963,  at  the  Grady  Memorial 
Hospital,  Atlanta,  Georgia. 

Ophthalmic  surgery,  with  emphasis  on  surgical 
technique,  will  be  the  topic  of  the  meeting.  The 
guest  lecturers  for  the  1963  course  will  be  Dr.  Paul 
Chandler,  Boston,  Mass.;  Dr.  Wendell  Hughes, 
Hempstead,  L.  I.;  Dr.  Harry  King,  Washington,  D.  C. 

Preoperative  and  postoperative  management,  and 
surgical  principles  and  techniques  in  glaucoma  sur- 
gery, cataract  surgery,  corneal,  conjunctival  and  eye- 
lid surgery  will  be  discussed. 


Florence  Doctor  Gets  Cancer  Study  Grant 

Dr.  John  W.  Schofield,  Florence  physician,  has 
been  awarded  a $1,000  grant  to  participate  in  a 
special  four-week  course  in  treatment  of  cancer  and 
allied  diseases  at  New  York  City’s  Memorial  Hospital. 

In  addition  to  cancer  and  allied  diseases  and  their 
treatment,  Dr.  Schofield  also  plans  to  review  cur- 
rent diagnostic  methods  for  other  diseases  and  car- 
diac problems. 

Dr.  Schofield  is  one  of  approximately  12  physicians 
over  the  country  who  has  been  awarded  similar 
grants  made  available  by  E.  R.  Squibb  and  Sons,  a 
drug  manufacturing  firm. 


Medical  Post  Filled  At  TB  Hospital 

Dr.  Robert  Taylor  has  been  named  assistant  physi- 
cian for  the  Spartanburg  County  Tuberculosis  Hos- 
pital to  succeed  Dr.  John  N.  Miller,  Jr.,  who  resigned 
his  post. 


Biochemist  Joins  Staff  Of  Greenville 
Hospital 

Dr.  Bernhard  Ludvigsen  has  just  assumed  duties  as 
clinical  chemist  at  the  Greenville  General  Hospital. 

Recently,  he  was  head  of  the  Muscular  Dystrophy 
Research  Laboratory,  University  of  Alberta  Hospital, 
Edmonton,  Alberta. 

Dr.  Ludvigsen  has  published  a number  of  research 
papers  on  various  subjects  in  clinical  chemistry  and 
muscular  dystrophy. 

Vacancies  in  Federal  Trade  Commission 

The  Federal  Trade  Commission  has  Medical  Officer 
vacancies  on  its  scientific  staff  which  it  is  in  urgent 
need  of  filling.  Effective  Jan.  1,  1964,  the  entrance 
salary  will  be  $15,415,  with  periodic  increases  to 
$19,015.  Specialized  experience  other  than  the  regu- 
lar medical  training  is  not  an  essential  requirement, 
but  would  be  helpful  if  gained  in  such  fields  as 
internal  medicine,  pharmacology  or  nutrition.  Direct 
inquiries  from  physicians  for  further  information  and 
full  discussion  of  the  opportunities  are  welcomed. 

The  Federal  Trade  Commission  is  concerned  with 
protection  of  the  public  health  through  regulation 


of  false  and  misleading  advertising  of  drugs,  foods, 
medical  devices,  cosmetics,  and  related  products 
under  the  Federal  Trade  Commission  Act. 

The  personnel  of  the  Division  of  Scientific  Opinions 
do  not  themselves  engage  in  any  clinical  or  laboratory 
research  at  the  present  time.  The  demands  of  the 
position  are  full-time  and  leave  no  opportunity  for 
the  part-time  practice  of  medicine.  Opportunities 
abound  for  attendance  at  many  local  medical  activi- 
ties, including  research  seminars  and  symposia. 

The  Division  of  Scientific  Opinions  affords  a 
very  broad  and  stimulating  experience  in  the  public- 
service  and  presents  an  exciting,  intellectual  chal- 
lenge. 

The  position  entails  a moderate  amount  of  travel 
from  headquarters:  Federal  Trade  Commission, 

Washington  25,  D.  C. 


FOR  GIVING  THE 

UNITED  WAY 

Last  fall  Americans  contributed 
$520,000,000  to  provide  the  bal- 
anced program  of  health  and  wel- 
fare services  supported  by  United 
Fund  and  Community  Chest  drives. 
The  millions  of  Americans  who  bene- 
fit from  those  vital  services  say 
“Thank  You”  for  your  generous  gift. 


Information  on  Fluoridation 

The  Kettering  Laboratory  in  the  Department  of 
Preventive  Medicine  and  Industrial  Health  of  the 
College  of  Medicine  of  the  University  of  Cincinnati, 
announces  the  publication  of  a selected  bibliography, 
“The  Role  of  Fluoride  in  Public  Health  — The 
Soundness  of  Fluoridation  of  Communal  Water  Sup- 
plies. 

The  publications  chosen  for  inclusion  present  the 
historical  background  of  the  relationship  of  fluoride 
to  dental  health,  and  the  soundness  of  bringing  the 
concentration  of  fluoride  in  drinking  water  to  the 
level  optimum  for  the  prevention  of  dental  caries, 
from  the  points  of  view  of  the  general  health  of  popu- 
lations, and  of  the  effectiveness  in  the  control  of 
caries,  as  well  as  the  legal,  and  operational  aspects 
of  the  procedure.  Reviews  of  the  distribution  of 
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fluoride  in  nature,  reports  of  significant  investigations 
of  the  metabolism  of  fluoride  in  animals,  of  applicable 
analytical  methods,  and  of  recent  sociologic  studies 
are  also  included. 

The  bibliography,  prepared  with  the  assistance 
of  an  advisory  editorial  board  representing  the  various 
aspects  of  this  public  health  measure,  was  designed 
particularly  to  assist  people  who  are  interested  in  the 
welfare  of  their  community,  by  providing  them  with 
a convenient  guide  to  the  reliable  literature  on  the 
subject.  A glossary  of  terms  and  abbreviations  com- 
monly encountered  in  the  scientific  literature,  and 
detailed  author  and  subject  indexes  complete  the 
bibliography. 


Mass  Casualty  Courses 

The  Army  Medical  Service  has  announced  that  it 
has  completed  arrangements  for  postgraduate  profes- 
sional short  courses  on  Management  of  Mass  Casual- 
ties as  follows: 

Installation  Dates  Quota 

Medical  Field  Service  School — 'Dee.  2-6,  1963  7 

Brooke  Army  Medical  Center — Apr.  6-10,  1964  5 

Fort  Sam  Houston,  Texas 

Under  the  quota  allotted  the  AMA  Council  on 
National  Security,  spaces  are  open,  as  quoted  above, 
for  civilian  physicians  to  attend  each  of  the  above 
courses.  Those  desiring  to  attend  one  of  the  courses 
should  write  to  the  AMA  Council  of  National  Secur- 
ity, 535  N.  Dearborn  St.,  Chicago  10,  111. 


ACP  Postgraduate  Courses,  1963-64 

Course  3 
October  21-25 

COMMON  PROBLEMS  IN  ENDOCRINOLOGY 
AND  METABOLISM,  BASIC  CONCEPTS  AND 
CLINICAL  APPLICATION,  Marquette  University 
School  of  Medicine,  Milwaukee,  Wis. 

Course  4 

October  28  — November  1 

ALLERGY  AND  HYPERSENSITIVITY  STATES, 
Northwestern  University  Medical  School. 

Course  5 
December  2-6 

ADVANCES  IN  THE  MEDICAL  ASPECTS  OF 
CANCER,  Francis  Delafield  Hospital,  New  York. 

Course  6 
December  2-6 

PSYCHIATRY  FOR  THE  INTERNIST,  Los 
Angeles  County  General  Hospital. 

Course  7 
December  9-13 

ENVIRONMENTAL  MEDICINE,  Massachusetts 
General  Hospital. 

Requests  for  information  should  be  directed  to: 
Edward  C.  Rosenow,  Jr.,  M.  D.,  Executive  Director, 
The  American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 


CALL  FOR  PAPERS,  SCIENTIFIC 
EXHIBITS  AND  MOTION  PICTURES 
FOR  THE  113TH  ANNUAL  MEETING 
OF  THE  AMERICAN  MEDICAL 
ASSOCIATION 

June  21-25,  1964  — San  Francisco 

Those  who  desire  to  present  scientific  papers  before 
the  Sections  of  the  Scientific  Assembly  should  com- 
municate with  the  Secretary  of  the  appropriate  Sec- 
tion well  in  advance  of  the  deadline  date,  December 
15,  1963.  The  Secretaries  and  their  addresses  are 
listed  in  THE  JOURNAL  AMA  in  the  last  issue  of 
every  month. 

Those  who  wish  to  apply  for  space  in  The  Scientific 
Exhibit  should  request  application  forms  from  the 
Director,  Scientific  Exhibit,  Department  of  Scientific 
Assembly,  American  Medical  Association,  535  N. 
Dearborn  St.,  Chicago  10,  Illinois,  well  in  advance  of 
the  deadline  date  for  receipt  of  applications,  January 
10,  1964. 

iThose  who  desire  to  present  motion  pictures  should 
request  application  forms  from  the  Director,  Medical 
Motion  Pictures  and  Television,  Department  of 
Scientific  Assembly,  American  Medical  Association, 
535  N.  Dearborn  St.,  Chicago  10,  111.,  well  in  ad- 
vance of  the  deadline  date,  January  10,  1964. 


To  pay  for  their  medical  education,  thousands  of 
students,  interns  and  residents  are  applying  for  bank 
loans  guaranteed  by  the  AMA-ERF  student  loan 
program.  Your  donation  to  AMA-ERF’s  Loan  Guar- 
antee Fund  can  help  provide  top  quality  medical 
care  for  America’s  future  generations.  Mail  your  con- 
tribution to  535  North  Dearborn  Street,  Chicago  10, 
Illinois. 

O O $ 

Private  industry  has  donated  more  than  $425,000 
to  the  AMA-ERF  Student  Loan  Fund.  This  support, 
together  with  generous  contributions  from  physicians, 
has  made  it  possible  for  thousands  of  medical  stu- 
dents, interns  and  residents  to  obtain  low-interest 
bank  loans  to  help  finance  their  medical  education. 


Dr.  Thomas  to  Lecture  on  Hospital  Fire 
Hazards 

Dr.  George  J.  Thomas  has  been  scheduled  to  give 
a lecture  and  demonstration  to  the  Charleston  County 
Medical  Society  on  “Fire  and  Explosion  Hazards  in 
Hospitals  and  Their  Control”  at  the  November  12 
meeting.  This  meeting  will  be  held  in  Baruch  Audi- 
torium at  8:00  P.  M.  Dr.  Thomas  is  Emeritus  Profes- 
sor in  Surgcrv  and  Past  Chairman  of  the  Section  on 
Anesthesiology  at  the  University  of  Pittsburgh,  School 
of  Medicine.  Since  1938,  he  has  been  active  in  the 
research  on  the  prevention  of  fires  and  explosions  with 
flammable  anesthetic  agents,  and  has  worked  in  close 
cooperation  with  the  Explosive  Division  of  the  U.  S. 
Bureau  of  Mines  in  Pittsburgh. 
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ANNUAL  FOUNDERS’  AND  ALUMNI  DAY 
MEDICAL  COLLEGE  OF  SOUTH  CAROLINA 

FRIDAY,  NOVEMBER  8,  1963 


12:00  p.  m. 
12:30  p.  m. 
2:00-4:30  p.  in. 

5:00-  6:00  p.  m. 
7:00  p.  m. 


REGISTRATION  — Alumni  House. 

ALUMNI  LUNCHEON  — Alumni  House 

HOSPITAL  ROUNDS  AND  CLINICAL  DEMONSTRA- 
TIONS— Medical  College  Hospital  and  Clinics. 

FOUNDERS’  DAY  LECTURE— Baruch  Auditorium 

RECEPTION — Country  Club  of  Charleston  (informal). 


FLUORIDATION  SUPPORT 
The  British  Medical  Association  has  stepped  up 
efforts  to  obtain  public  support  of  fluoridation  of 
water  supplies.  The  BMA  Council  urged  its  222 
divisions  throughout  the  United  Kingdom  to  inform 
local  governments  of  BMA  support  of  fluoridation.  A 
full-page  statement  by  BMA  and  the  British  Dental 
Association  urging  support  of  the  program  by  the 
general  public  was  published  in  BMA’s  magazine, 
Family  Doctor. 


FOUR  HILL-BURTON  CONSTRUCTION  CONTRACTS 
AWARDED 

The  U.  S.  Public  Health  Service  through  the  State 
Board  of  Health  has  authorized  the  awarding  of  con- 
tracts on  four  Hill-Burton  projects.  They  are: 

Dorchester  County  Health  Center  at  St.  George 
which  is  estimated  to  cost  $90,000  with  a federal 


share  of  $60,000. 

York  County  Health  Center  at  York,  estimated  to 
cost  $133,000  with  a federal  share  of  $60,000. 

Aiken  Rehabilitation  Center  for  Crippled  Children 
and  Adults  at  Aiken,  estimated  to  cost  $205,373.51 
with  a federal  share  of  $126,915.67. 

Williamsburg  County  Memorial  Hospital  at  Kings- 
tree,  estimated  to  cost  $1,245,833.33  with  a federal 
shore  of  $733,333.33.  This  facility  will  have  60  beds. 


Seat  Belts:  Front  seat  belts  will  be  standard  equip- 
ment in  all  passenger  cars  built  bv  U.  S.  Manu- 
facturers after  Jan.  1,  1964.  General  Motors  Corp., 
the  Chrysler  Corp.,  the  Ford  Motor  Co.,  and  Ameri- 
can Motors  said  increasing  public  acceptance  of  belts 
as  a safety  measure  prompted  the  decision.  Stude- 
baker  Corp.  made  a similar  announcement  last 
February. 


Deaths 


DR.  JAMES  E.  BOONE 

Dr.  James  Edward  Boone,  67,  of  Columbia,  died 
July  22  in  the  Columbia  Hospital  after  a long  illness. 

Born  in  Rowesville,  Dr.  Boone  received  his  pre- 
medical education  at  Clemson  College  and  his  medi- 
cal training  at  the  Medical  College  of  South  Carolina, 
graduating  in  1917.  He  served  his  internship  and 
residency  at  the  S.  C.  State  Hospital  where  he  was 
later  senior  psychiatrist.  In  1920-36  he  was  urologist 
at  the  S.  C.  State  Hospital,  S.  C.  Penitentiary  and  the 
S.  C.  Tuberculosis  Sanatorium. 


From  1937-55  he  was  engaged  in  private  practice 
in  Columbia.  After  his  retirement  from  private  prac- 
tice in  1955,  he  became  associated  with  the  Veterans' 
Administration,  Regional  Office,  where  he  remained 
until  1959. 

Dr.  Boone  was  a member  of  Main  Street  Methodist 
Church,  the  S.  C.  Medical  Association,  the  S.  C. 
Urological  Society,  AMA,  AUA,  and  APA.  During 
World  War  I,  he  was  Captain,  U.  S.  Reserve  Army, 
Chief  Medical  Advisory  Board. 
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NEW  EDUCATIONAL  LEGISLATIVE  FILM 

The  American  Medical  Association  has  just  completed  a new  27 '/i -minute  film 
entitled  “The  Gift  of  Health.”  This  new  film,  produced  for  the  “Operation  Hometown” 
campaign,  deals  with  King-Anderson  type  legislation  and  is  designed  for  both  lay  and 
professional  viewing. 

Distribution  is  through  the  South  Carolina  Medical  Association.  Requests  for  book- 
ings should  be  made  to  Mr.  M.  L.  Meadors,  309  West  Evans  Street,  Florence,  S.  C.  The 
film  does  not  carry  any  AMA  identification  and  can  be  presented  on  behalf  of  the  local 
medical  society. 


Book  Reviews 


THE  PREVENTION  OF 
HOSPITALIZATION.  By 
Milton  Greeblatt,  M.  I)., 
Robert  F.  Moore,  M.  I)., 
Robert  S.  Albert,  and 
Maida  H.  Soloman.  Grune 
and  Stratton,  New  York. 
1963.  Pp.  182.  $7.50. 

This  book  is  actually  a re- 
port on  the  Community  Ex- 
tension Service  of  the  Massa- 
chusetts Mental  Health  Cen- 
ter and  sets  as  its  goal  the 
prevention  of  hospitalization.  It  is  an  extremely 
timely  consideration  in  view  of  the  painful  demands 
placed  upon  our  nation’s  hospitals.  Preventive  medi- 
cine, in  general,  has  caused  all  of  us  to  direct  our 
interest  toward  not  only  the  prevention  of  hospital- 
ization, but  also  the  prevention  of  illness.  Consider- 
able emphasis  has  been  placed  on  the  treatment  of 
the  mentally  ill  during  the  past  few'  years.  Efforts  are 
being  made  to  reduce  the  size  of  our  large  psychiatric 
institutions  and  to  reduce  the  hospital  stay  of  those 
patients  who  are  admitted.  The  large  mental  institu- 
tions are  changing  from  the  role  of  custodial  care  to 
that  of  the  therapeutic  community.  Aftercare  clinics 
have  been  established  in  order  to  help  the  patient 
maintain  his  return  to  the  ordinary  environment.  Re- 
cent years  have  seen  a considerable  success  scored  by 
the  day  hospital.  These  hospitals  are  designed  for 
patients  who  can  be  treated  during  the  daytime  and 
allowed  to  remain  at  home  during  the  evenings  and 
nights.  Similarly,  night  hospitals  have  also  found  their 
place  in  the  overall  treatment  of  mental  illness. 
Throughout  this  country,  efforts  are  being  made  to 
investigate  all  approaches  which  might  possibly  re- 
lieve the  strain  on  our  large  mental  institutions.  This 


book  is  primarily  of  interest  to  the  psychiatrist  both 
in  and  outside  of  our  mental  institutions.  Some  of 
the  ideas  presented  in  this  short  book  are  quite  new 
and  challenging.  The  book  discusses  the  success  of 
home  visits  by  the  psychiatrist.  The  obvious  benefits 
of  seeing  the  patient  in  his  environmental  setting  can- 
not be  challenged.  Domicilliary  visits  have  met  with 
considerable  success  in  England.  The  obvious  prob- 
lem, of  course,  is  either  enough  personnel  to  carry 
out  such  a program  or  enough  time  to  add  into  the 
psychiatrist’s  already  overburdened  schedule.  The 
benefits  of  the  prevention  of  hospitalization  are 
obvious.  The  methods  of  such  an  objective  are 
challenging.  The  book  is  both  readable  and  interest- 
ing. 

George  H.  Orvin,  M.  D. 


A HISTORY  OF  WINE  AS  THERAPY.  By 
Salvatore  I*.  Lucia,  M.  I).  .1.  B.  Lippincott  Co. 
Philadelphia.  1963. 

The  use  of  wine  through  the  ages  as  medicine  is 
described  in  some  detail  bv  this  well  documented 
book.  Wine  is  considered  not  only  as  a vehicle  for 
medicinal  substances,  but  also  as  a medicament  which 
contains  in  itself  certain  demonstrable  therapeutic 
qualities  beyond  those  which  might  be  ascribed  to  its 
alcoholic  content.  This  reviewer  did  not  find  the  last 
chapter  on  the  physiologic  effects  of  wine  quite  as 
convincing  as  he  might  have  wished,  but  he  is  quite 
W'cll  w'illing  to  continue  to  enjoy  the  beneficent 
effects  of  this  substance  without  having  to  resort  to 
statistical  proof. 

This  appears  to  be  an  authoritative  book  which 
might  have  been  possibly  improved  by  a slightly 
lighter  touch. 

J.I.W. 
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INTESTINAL  BIOPSY.  Edited  by  G.  E.  W. 
Wolstenholme  and  Margaret  P.  Cameron.  Little, 
Brown  and  Company,  Boston,  Mass.,  1962.  $2.95. 

This  pocket  sized  book  represents  the  deliberations 
of  the  Ciba  Foundation,  Study  Group  No.  14,  which 
was  a one  day  seminar  held  in  Madrid,  Spain,  in 
May  1962.  The  subject  material  covered  includes 
coeliac  disease  in  children,  idiopathic  sprue  in  adults, 
tropical  sprue,  and  a less  detailed  discussion  of  other 
malabsorption  syndromes.  The  basis  of  the  presenta- 
tion is  a study  of  biopsy  material  obtained  with  the 
Crosby  intestinal  biopsy  capsule  and  examined  with 
the  dissecting  microscope,  the  light  microscope,  and 
the  electron  microscope. 

The  significance  of  this  small  book  cannot  be 
judged  by  its  size.  It  should  be  read  bv  all  patholo- 
gists and  by  internists  and  surgeons  treating  diseases 
of  the  gastrointestinal  tract.  The  greatest  deficiency 
in  this  book  is  a lack  of  adequate  control  material 
from  healthy  subjects;  an  inadequacy  which  is  recog- 
nized by  the  authors  and  which  is  quite  understand- 
able, despite  the  relative  safety  of  the  procedure  as 
described  in  this  report. 

Forde  A.  Mc-Iver,  M.  D. 


HANDBOOK  OF  OCULAR  THERAPEUTICS 
AND  PHARMACOLOGY.  By  Philip  P.  Ellis, 
M.  D.  and  Donn  L.  Smith,  Ph.  D.,  M.  D.  The  C. 
V.  Mosby  Company.  St.  Louis.  1963.  pp.  193. 
$8.50. 

This  handbook  is  an  up-to-date  guide  to  therapy 
of  eye  diseases.  It  is  intended  as  a quick,  handy 
reference  manual;  especially  for  the  less  commonly 
used  drugs  and  for  therapy  of  rarely  seen  disorders. 
It  is  not  limited  to  these,  however.  The  uses,  dos- 
ages and  side  reactions  are  easily  and  briefly  dis- 
cussed, as  well  as  general  supportive  measures. 

The  book  is  composed  of  two  sections.  The  first, 
on  therapeutics,  is  intended  to  present  basic  con- 


siderations of  therapy.  The  second  section,  on 
pharmacology,  presents  the  most  common  drugs  the 
ophthalmic  surgeon  is  likely  to  use. 

I think  this  is  a useful  item  for  the  library  of  any 
hospital  or  ophthalmologist’s  office.  The  authors  are 
to  be  commended  for  covering  the  field  with  this 
concise  and  easy-to-use  reference. 

Basil  Manly,  IV,  M.  D. 


EVERY  GOOD  GUY 


GIVES  THE 
UNITED  WAY 


W.  B.  SAUNDERS  COMPANY  features 

the  following  new  books  and  new  editions  in  their  full 

page  advertisement  appearing  elsewhere  in  this  issue: 

CURRENT  PEDIATRIC  THERAPY— Edited  by  Gellis  and  Kagan 

This  new  book  gives  you  the  best  treatments,  currently  in  use  by  leading  authorities,  for 
over  300  diseases  and  disorders  that  afflict  children. 

MAINLAND  — ELEMENTARY  MEDICAL  STATISTICS 

A New  ( 2nd ) Edition — revised  to  bolster  your  statistical  thinking  and  also  your  use  of 
the  standard  statistical  formulas  and  procedures. 
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The  Lady  Governors  of  the  Old  Men's  Home  at  Haarlem  frans  hals,  i580/8i-i666 


In  Geriatrics ... 

METAMUCIL  Provides  Bland  Smoothage 

brand  of  psyllium  hydrophilic  mucilloid 


The  tendency  of  the  elderly  to  subsist  on  low- 
residue  foods  often  is  a prime  cause  of  bowel 
sluggishness.  Adequate  fecal  content  is  nec- 
essary to  maintain  normal  colonic  function, 
since  intracolonic  distention  is  nature’s 
method  of  stimulating  reflex  peristalsis. 

Metamucil,  therefore,  fulfills  a basic  func- 
tion in  the  treatment  of  geriatric  constipa- 
tion. It  both  softens  hard,  dehydrated  fecal 
concretions  and  adds  smooth,  nonirritant, 
easily  compressible  hydrophilic  bulk. 

Metamucil  applies  a physiologic  principle 
to  correct  constipation  naturally. 

Average  Adult  Dose:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 
packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  To  Metamucil  powder,  a re- 


fined, purified  and  concentrated  psyllium 
hydrophilic  mucilloid,  an  equal  amount  of 
dextrose  is  added  as  a dispersing  agent.  Each 
dose  of  the  powder  furnishes  a negligible 
amount  of  sodium  and  14  calories.  To  the 
mucilloid  in  Instant  Mix  Metamucil  citric 
acid,  sodium  bicarbonate  and  mild  flavoring 
are  added.  Each  dose  of  Instant  Mix  Meta- 
mucil furnishes  0.25  Gm.  of  sodium  and  3 
calories.  Metamucil  is  available  as  Meta- 
mucil powder  in  containers  of  4,  8 and  16 
ounces  and  as  flavored  Instant  Mix  Meta- 
mucil in  cartons  of  16  and  30  single-dose 
packets. 

g.  d.  SEARLE  & co. 

CHICAGO,  ILLINOIS,  60680 

Research  in  the  Service  of  Medicine 
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CURRENT  DIAGNOSIS  AND  TREATMENT, 
Henry  Brainerd,  Sheldon  Neargen  and  Milton 
Chatton.  Lang  Medical  Publications,  Los  Altos, 
California,  1963.  $9.50. 

This  book,  as  noted  by  its  authors,  attempts  to 
present  information  on  “the  most  widely  accepted 
technics  currently  available  for  diagnosis  and  treat- 
ment." In  this  endeavor  the  authors  are  supported 
by  contributions  from  29  associate  authors  most  of 
whom  are  on  the  faculty  of  the  University  of  Cali- 
fornia. Despite  an  attempt  to  deal  primarily  with  in- 
ternal medical  disorders,  the  scope  of  the  subject  is 
immense  and  the  authors  have  done  a surprisingly 
good  job  of  presenting  the  essentials  in  “capsule 
form.” 

The  presentation  of  current  information  on  diag- 
nosis distinguishes  this  volume  from  other  similar 
publications  dealing  with  treatment  alone.  The  inclu- 
sion of  pertinent  references  in  many  of  the  sections 
is  a valuable  addition.  Furthermore,  many  subjects 
such  as  the  hemoglobinopathies,  bleeding  disorders, 
joint  fluid  characteristics,  etc.  are  well  presented  in 
table  form  thus  facilitating  rapid  review  of  the 
material. 

In  the  appendix  the  authors  include  data  on  re- 
cently introduced  and  investigational  drugs,  a glos- 
sary of  terms  used  in  genetics  and  methods  of  re- 
habilitation for  the  hemiplegic. 

Tlie  book  seems  to  fulfill  its  expressed  purpose 
quite  well  and  should  prove  to  be  a helpful  quick 
reference  volume  for  the  house  office  or  practicing 
physician. 

Louis  P.  Jervey,  M.  D. 


ELECTROCARDIOGRAPHY,  2nd  Edition.  By 
Michael  Bernreiter,  M.  D.,  F.A.C.P.  J.  B.  Lippin- 
cott.  Philadelphia.  1963.  $7.50. 

This  reviewer’s  comments  on  the  first  edition 
were  that  it  was  a well  organized,  concise  and  helpful 
book  for  medical  students,  that  it  was  long  on 
illustrations  of  electrocardiograms  while  rather  short 
on  text  and  somewhat  lacking  in  clinical  correlations. 
Like  the  first  edition  this  second  is  a compendium  of 
the  author’s  lectures  on  electrocardiography  to  medi- 
cal students  at  the  University  of  Kansas  Medical 
School.  Several  chapters  have  been  added,  notably 
one  on  electrical  interference  and  artefacts  in  tracings 
which  merit  more  attention  than  is  ordinarily  devoted 
to  these  stumbling  blocks.  The  additional  material  on 
congenital  heart  disease  is  properly  presented  as 
illustrative  of  hypertrophy  of  the  various  chambers 
of  the  heart  rather  than  as  diagnostic  of  particular 
lesions.  The  author’s  use  of  the  term  “auricles”  for 
atria  is  in  arrears  of  current  usage. 

This  is  an  exceedingly  simple  book  which  can  be 
read  easily  in  an  evening.  It  should  prove  helpful  to 
students  who  seek  a better  understanding  of  the 
fundamentals  of  electrocardiography. 

Dale  Groom,  M.  D. 


COUNSELING  IN  MEDICAL  GENETICS, 
second  edition,  by  Sheldon  C.  Reed.  W.  B.  Saun- 
ders Company,  Philadelphia.  1963.  Pp.  278.  $5.50. 

This  book  was  written  to  give  the  practicing  phy- 
sician a better  understanding  of  medical  genetics  and 
a better  background  with  which  to  answer  the 
numerous  questions  of  patients.  The  second  edition 
has  been  completely  rewritten  to  include  many  recent 
advances  in  the  field.  The  content  of  the  book  is 
based  on  the  author’s  extensive  personal  experience 
in  genetic  counseling,  as  director  of  the  Dight  In- 
stitute for  Human  Genetics  at  the  University  of 
Minnesota. 

Several  chapters  are  devoted  to  simple  basic 
genetic  principles,  but  the  majority  of  the  book  deals 
with  the  more  common  problems  presented  to  a gen- 
etic counselor.  Among  those  discussed  are  the  follow- 
ing: congenital  anomalies  of  the  nervous  system, 
mental  retardation,  epilepsy,  and  certain  psychiatric 
disorders;  diabetes  and  fibrocystic  disease;  allergies; 
cleft  palate  and  lip;  susceptibility  to  certain  infec- 
tious diseases;  clubfoot;  heart  disease;  cancer.  Other 
chapters  are  concerned  with  the  genetics  of  blood 
groups,  skin  color,  body  build,  and  genetic  effects  of 
radiation. 

Included  is  a list  of  28  genetic  counseling  centers 
where  free  genetic  advice  can  be  obtained.  Also 
included  is  a list  of  about  300  rare  genetic  traits, 
with  a recent  reference  given  for  each  one. 

The  book  is  easy  to  read  and  contains  valuable 
information  for  the  practicing  physician. 

Elsie  Taber,  Ph.  D. 


SYNOPSIS  OF  PEDIATRICS,  by  James  G. 
Hughes,  The  C.  V.  Mosby  Company,  Saint  Louis, 
1963.  Pp.  1005.  Price  $9.85. 

An  up-to-date  handbook  of  pediatrics  has  been 
prepared  by  a number  of  authorities  in  their  re- 
spective fields  and  usefully  edited  bv  Dr.  Hughes. 
He  has  compiled  a series  of  relatively  brief  and 
practical  treatises  on  most  conditions  which  would  be 
met  in  practice.  The  arrangement  is  logical.  The 
index  is  satisfactory  for  rapid  and  accurate  reference. 
The  appendix  contains  Dr.  Harry  Shirkey’s  useful 
drug  dosage  tables. 

A helpful  chapter,  for  example,  is  that  on  common 
respiratory  tract  infections.  Dr.  Hughes  has  accu- 
rately expressed  the  need  for  clear  thinking  in  the 
evaluation  and  treatment  of  this  most  common  group 
of  diseases.  He  has  distilled  a tremendous  quantity 
of  complex  data  and  thought,  and  come  up  with  the 
essence  of  the  matter  in  a few  short  pages. 

Not  many  illustrations  are  included.  None  are  in 
color.  Tables  and  diagrams,  when  given,  are  well 
presented. 

All  in  all,  this  is  more  of  a concise  textbook  than 
what  one  has  come  to  expect  in  the  “Synopsis” 
series.  As  such,  it  is  even  more  useful  in  practice,  and 
should  appeal  to  the  resident  or  student  as  well. 

William  R.  DeLoache,  M.  D. 
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EXPERIENCE  WITH  THE  SURGICAL  USE  OF  A 
NEW  ABSORBABLE  HEMOSTATIC  AGENT 
(SURGICEL  ABSORBABLE  HEMOSTAT)* 

CHARLES  B.  HANNA,  \1.  D. 

W.  D.  HASTINGS,  M.  D. 

E.  E.  HAGUE,  JR.,  M.  D. 

Spartanburg,  S.  C. 


The  use  of  the  conventional  gauze  sponge 
to  control  capillary  and  venous  bleed- 
ing during  surgical  procedures  has  cer- 
tain obvious  disadvantages,  the  most  impor- 
tant of  which  is  that  it  cannot  be  left  in  situ 
when  the  bleeding  occurs  within  an  organ  or 
body  cavity.  Many  materials  have  been 
offered  as  antihemorrhagic  preparations  only 
to  fall  short  of  the  ideal.  It  is  true  that  some 
were  slowly  absorbed  but  this  slow  absorption 
rate  may  retard  wound  healing.  Absorbability, 
tissue  reactivity  and  hemostatic  effectiveness 
have  also  been  reported  to  vary  widely. 

During  the  past  year,  we  have  had  an 
opportunity  to  use  Surgicel  Absorbable  Hemo- 
stat,  a new  truly  absorbable  hemostatic  agent. 
It  is  an  oxidized  regenerated  cellnlose  fiber 
of  uniform  diameter  chemically  consisting  of 
polyanhydroglucuronic  acid,  a compound 
which  is  not  only  highly  hemostatic  but  can 
be  readily  absorbed  by  living  tissue.  It  has 
been  suggested  by  Hurwitt  et  al'  that  the  acid 

“SURGICEL  Absorbable  Hemostat  was  supplied  by 
Johnson  & Johnson,  New  Brunswick,  New  Jersey. 


nature  of  this  compound  may  be  responsible 
for  its  hemostatic  action  because  of  a styptic 
effect  and  its  marked  affinity  for  hemoglobin 
and  other  blood  proteins.  They  have  also  sug- 
gested that  the  artificial  clot  formed  when 
Surgicel  is  used,  may  act  as  a basis  for  the 
formation  of  the  physiologic  clot. 

The  material  is  pale  yellow,  light  in  weight, 
silky  in  texture  and  available  in  sterile  form 
for  clinical  use.  When  exposed  to  blood,  it 
turns  dark  brown  as  a residt  of  the  formation 
of  hematin  acid  by  the  action  of  the  poly- 
anhydroglucuronic acid  on  hemoglobin.  Since 
the  gauze  itself  is  acid  with  a pH  range  of 
3.5  to  4.5,  agents  such  as  thrombin,  if  added 
to  the  gauze,  would  be  destroyed  and  no  ad- 
vantage coidd  be  expected  from  their  com- 
bination with  oxidized  regenerated  cellulose.1 

Materials-  and  Methods 

We  have  used  oxidized  regenerated  cellu- 
lose (Surgicel)  in  136  patients  who  under- 
went a variety  of  surgical  procedures  includ- 
ing skin  grafts,  thoracotomies,  hemorrhoidec- 


SURGICEL  ABSORBABLE  HEMOSTAT 


tomies,  tonsillectomies  and  cholecystectomies. 
The  various  procedures  and  the  number  of 
patients  in  each  group  are  given  in  the  ac- 
companying table.  Their  ages  ranged  from 
2 to  72  years  and  the  group  included  both 
white  and  Negro  patients.  Surgicel  was  used 
in  single  layers,  double  layers  and  as  packing. 
When  used  on  skin  donor  sites  and  recipient 
areas,  it  was  cut  in  patterns  to  fit  the  outline 
of  the  grafts. 

Case  Reports 

Case  1.  Skull  Fracture  With  Brain  Injury 

A 33-year-old  woman  was  admitted  to  the  Spartan- 
Burg  General  Hospital,  December  26,  1961.  It  was 
reported  that  she  had  fallen  down  steps  48  hours  be- 
fore admission  to  the  hospital  and  that  she  had  been 
aphasic  tor  24  hours.  She  had  an  irregular  depressed 
laceration  measuring  2%  by  3 cm  over  the  left  pari- 
etal region  of  the  scalp. 

An  x-ray  film  confirmed  the  presence  of  a com- 
pound comminuted  depressed  skull  fracture.  The  only 
neurological  finding  was  complete  aphasia.  A de- 
pressed skull  fracture  in  Broca’s  area  was  the  pre- 
sumptive diagnosis.  She  was  taken  immediately  to 
the  operating  room  and,  under  local  and  Pentothal 
anesthesia,  the  wound  was  debrided  and  the  de- 
pressed broken  bone  raised  to  its  original  position. 
There  was  loss  of  several  fragments  of  severely  com- 
minuted bone.  An  irregular  laceration  of  the  dura 
and  of  the  underlying  brain  was  also  evident.  The 
brain  bled  freely  and  re-expanded  but  there  was  still 
an  irregular  laceration  with  several  superficial  small 
venules  bleeding  slowly.  The  edges  of  the  bony  de- 
pression were  trimmed  by  the  rongeur  until  they 
were  smooth  to  the  fingertip.  Good  hemostasis  of 
bone  was  obtained  with  bone  wax.  A small  piece  of 
Surgicel  was  cut  to  correspond  to  the  size  of  the  de- 
pressed area  of  the  brain  (approximately  IV2  by  2 
cm)  which  was  generally  contused  and  was  oozing 
fresh  dark  blood.  The  surrounding  area  was 
thoroughly  irrigated  with  a #14  catheter  and  no 
evidence  of  any  epidural  or  dural  hematoma  was 
found. 

A fresh  piece  of  Surgicel  Absorbable  Henrostat  was 
then  placed  over  the  bleeding  and  cut  area  of  the 
brain  and  no  effort  was  made  to  suture  the  dura.  A 
small  Penrose  drain  was  placed  down  to  the  dura 
and  the  wound  was  closed  in  layers. 

On  the  fifth  day  after  surgery,  the  patient  began 
to  talk.  When  seen  about  ten  months  later,  she  still 
had  difficulty  in  phrasing  some  of  her  thoughts  but 
had  control  of  her  tongue.  In  general,  a good  result 
was  obtained  and  there  was  an  almost  normal  return 
of  the  ability  to  speak.  At  one  time  she  had  slight 
tingling  and  numbness  in  her  right  arm  but  this  was 
not  localized  and  she  showed  no  motor  disability. 

Surgicel  was  of  benefit  in  controlling  the  venous 


hemorrhage.  There  has  been  no  evidence  of  any  un- 
toward reaction  to  it. 

Case  2.  Head  Injury  With  Subdural  Hematoma 

A 10-year-old  girl  was  seen  immediately  after  an 
accident  in  which  she  was  hit  by  a car.  She  was 
knocked  unconscious  but  recovered  consciousness  in 
about  15  minutes.  Skull  x-ray  films  showed  no  evi- 
dence of  any  fracture  or  dislocation;  however,  there 
was  subluxation  of  the  third  cervical  vertebra  over 
the  fourth  cervical  vertebra.  While  the  examination 
was  being  carried  out,  a generalized  convulsion  with 
dilatation  of  the  left  pupil  and  deviation  of  the  eyes 
to  the  right  occurred.  Within  30  minutes  this  child 
was  carried  to  the  operating  room.  Bilateral  trephina- 
tion was  done  and  revealed  a subgaleal  hematoma  on 
the  left  and  a subdural  hematoma  on  the  same  side. 
These  were  evacuated.  Because  of  the  edema  of  the 
brain,  the  dura  was  not  closed  on  the  left  but  a 
Surgicel  gauze  pack  was  placed  over  the  dural  open- 
ing. A Penrose  drain  was  placed  down  to  the  dura. 

After  surgery,  she  regained  consciousness  and 
moved  all  her  extremities.  There  was  a recurrence  of 
fluid  in  the  subgaleal  region  but  this  was  gradually 
absorbed  over  a two-week  period.  The  drain  was 
removed  on  the  third  postoperative  day  and  there 
was  no  evidence  of  any  irritation  or  toxicity  from  the 
Surgicel  pack.  Five  weeks  after  the  injury,  the  find- 
ings of  the  neurological  examination  were  normal. 
Case  3.  Cholecystectomy. 

A 35-year-old  woman  on  examination  was  found 
to  be  in  good  health  except  for  the  presence  of  stones 
in  her  gall  bladder. 

Physical  examination  showed  the  patient  to  be 
well  developed  but  very  small.  Her  blood  pressure 
was  106 /70  mm  Hg. 

At  surgery  the  gall  bladder  was  found  to  be  elon- 
gated and  narrowed  throughout  its  length  and  largely 
filled  with  stones.  The  cystic  duct  and  cystic  artery 
were  isolated  separately,  doubly  ligated  with  #0 
chromic  sutures  near  the  common  duct.  The  gall 
bladder  was  removed  without  difficulty.  The  gall 
bladder  bed  was  sutured  with  #00  chromic.  When 
there  was  a slight  amount  of  bleeding,  Surgicel  gauze 
was  placed  over  the  gall-bladder  bed  and  a Penrose 
drain  was  placed  in  the  foramen  of  Winslow.  After 
brief  observation,  all  bleeding  from  the  gall-bladder 
bed  had  stopped.  No  other  abnormalities  of  the  ab- 
dominal viscera  were  found.  She  was  returned  to  her 
room  in  good  condition. 

This  woman  had  a normal  convalescence.  The  drain 
was  shortened  on  the  second  day  and  removed  on  the 
fourth  day  after  surgery  with  no  evidence  of  any 
further  drainage.  The  post-operative  course  was 
afebrile.  The  Surgicel  was  a good  hemostatic  agent 
and  caused  no  untoward  reaction. 

Case  4.  Removal  of  a Bone  Cyst. 

A 26-year-okl  male  felt  a sudden  pain  in  his 
upper  right  arm  when  cranking  a power  lawn 
mower.  On  examination  (in  June,  1960),  he  was 
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found  to  have  a fracture  of  the  proximal  end  of  the 
right  humerus.  This  subsequently  proved  to  be 
pathological,  since  a benign  aneurysmal  bone  cyst  was 
present.  The  pathological  studies  made  at  the  time 
of  surgery  (June  6,  1960),  showed  the  lining  of  the 
cystic  structure  to  be  composed  of  dense  connective 
tissue  supported  by  abundant  collagen.  The  actual 
lining  cells  showed  interstitial  hemorrhage  and  or- 
ganizational reaction  with  an  occasional  multinucle- 
ated  cell.  This  was  thought  to  represent  aneurysmal 
bone  cyst.  There  was  no  evidence  of  malignancy. 

The  cyst  was  curretted  and  the  lining  removed. 
This  left  an  opening  214  by  3 cm  in  the  lateral  wall 
of  the  humerus.  The  cyst  was  8 cm  in  length  and 
the  full  diameter  of  the  bone.  The  cyst  wall  was 
treated  with  phenol  which  was  then  neutralized  with 
alcohol.  After  it  was  thoroughly  washed  out  with 
alcohol,  Surgicel  sponge  was  placed  over  the  opening 
in  the  bone.  The  arm  was  strapped  to  the  side  in  a 
Velpeau  splint.  The  skin  healed  per  primam.  The  pa- 
tient was  followed  by  means  of  x-rays  and  clinical  ex- 
aminations. The  bone  chips  served  as  a stimulus  for 
new  bone  formation;  however,  a second  cyst  was 
found  proximal  to  the  first.  This  second  cyst  was 
about  7%  cm  long.  It  was  treated  surgically  in  the 
same  manner  as  the  first  cyst.  At  the  time  of  the 
second  operation  (September  24,  1960),  there  was 
no  evidence  of  any  Surgicel  remaining  at  the  first 
operative  site.  New  bone  had  replaced  the  defect  in 
the  wall  of  the  humerus.  The  Surgicel  had  been  com- 
pletely absorbed  during  the  time  lapse  between  the 
two  surgical  procedures.  Subsequently,  the  bone 
graft  has  completely  solidified  and  the  patient  has  a 
normal  range  of  motion  of  the  shoulder  with  no  evi- 
dence of  recurrence  of  cystic  formation. 

Case  5.  Hemorrhoidectomy 

A 48-year-okl  woman  presented  a complaint  of 
severe  pain  during  bowel  movements.  Her  general 
health  was  good.  On  examination  she  was  found  to 
have  large  combined  thrombosed  hemorrhoids.  A 
combined  hemorrhoidectomy  was  done  with  removal 
of  the  overlying  skin  and  mucosa  as  well  as  the 
hemorrhoids.  Surgicel  with  cyclomethycaine  lubricant 
was  placed  in  the  anal  orifice  to  control  slight  capil- 
lary bleeding.  Convalescence  was  normal.  The  pa- 
tient later  came  to  our  office  for  anal  dilatation.  The 
third  day  after  surgery  the  fragments  of  Surgicel  were 
passed  without  any  discomfort  with  her  first  bowel 
movement.  Healing  was  satisfactory.  Surgicel  acted 
as  a satisfactory  hemostatic  agent  for  the  minimal 
venous  bleeding  from  the  anal  orifice.  The  patient 
had  no  untoward  reactions. 

Case  6.  Liver  Biopsy 

A 29-year-old  nurse  was  admitted  to  the  hospital 
with  a complaint  of  abdominal  swelling  and  soreness 
in  the  hepatic  region.  Two  years  previously  she  had 
been  in  the  same  hospital  after  a blood  transfusion. 
At  that  time  liver  biopsy  was  done  and  confirmed 
the  diagnosis  of  viral  hepatitis.  She  responded  well 


to  a high-carbohydrate,  high-vitamin  diet  supple- 
mented with  choline  chloride;  however,  she  later 
developed  a recurrence  of  the  hepatitis  and  was 
critically  ill,  but  again  responded  to  high-carbo- 
hydrate, high-vitamin  therapy.  On  admission  in  De- 
cember 1962,  she  had  abdominal  distention  and  the 
liver  was  six  cm  below  the  right  costal  margin,  very- 
tender  and  smooth  along  its  lower  edge.  In  addition, 
she  had  an  abdominal  fluid  wave.  Her  skin  was  pale 
but  there  was  no  definite  jaundice.  Liver  studies  were 
done  and  the  bromsulfalein  test  showed  14%  re- 
tention at  the  end  of  two  hours.  Biopsy  of  the  en- 
larged liver  was  done  under  local  anesthesia.  A wedge 
of  the  liver  was  excised.  A plug  of  Surgicel  was 
placed  in  the  biopsy  site  and  it  was  not  necessary  to 
suture  the  liver  surface.  The  wound  healed  satisfac- 
torily with  no  evidence  of  any  toxicity  or  increased 
drainage  as  a result  of  the  use  of  Surgicel.  Patho- 
logical study  confirmed  recurrent  hepatitis,  virus 
type,  with  scarring. 

Comments 

A number  of  reports  have  appeared  in  the 
literature  which  attest  to  the  valuable  hemo- 
static property  and  freedom  from  toxicity  of 
Surgicel  Absorbable  Hemostat.  Our  experi- 
ence has  brought  to  light  nothing  contrary  to 
these  reports.  It  has  only  borne  out  and  con- 
firmed the  findings  of  others.  To  cite  only 
one  report,  Miller  et  aid  point  out  that  on  the 
basis  of  their  experience,  Surgicel  is  particu- 
larly useful  in  controlling  bleeding  from  the 
brain,  liver  and  kidney.  They  also  call  atten- 
tion to  the  fact  that  this  preparation  also  helps 
to  avoid  additional  trauma  to  the  tissues  from 
suturing  or  cautery  which  may  be  required  if 
bleeding  is  to  be  controlled  by  other  methods. 

The  Surgicel  acted  as  a splint  to  the  grafted 
areas  of  skin  and  controlled  the  capillary 
bleeding  of  the  donor  site.  Around  bronchial 
stumps,  in  the  gall-bladder  bed  and  over  the 
disc  spaces  after  laminectomy,  a double  layer 
of  gauze  seemed  to  work  best.  With  diffuse 
bleeding  of  the  pleura,  a single  sheet  of  gauze 
markedly  reduced  the  generalized  oozing.  No 
post-operative  increase  in  pleural  effusion 
was  noted.  In  muscle  injuries,  in  tonsil  fossae 
and  after  hemorrhoidectomies,  the  gauze  was 
often  used  as  a pad  or  plug.  The  carded  fiber 
was  also  used  as  an  anal  packing  after  hemor- 
rhoidectomies. The  gauze  and  the  carded  fiber 
seemed  to  control  oozing  equally  well,  both 
usually  disappeared  from  the  anal  orifice 
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within  48  hours.  These  patients  had  daily 
sitz  baths. 

Our  preference  was  for  the  gauze  type  of 
material  since  it  could  be  cut  without  fraying 
and  could  easily  be  molded  to  the  contour  of 
the  bleeding  areas  or  organ.  During  more  than 
a year’s  experience,  we  have  observed  no 
change  in  the  physical  properties  of  this  ma- 
terial on  storage  and  in  no  instance  has  any 
toxic  or  untoward  reaction  been  observed. 
When  used  as  an  adjunct  to  good  surgical 
technique,  this  absorbable  hemostatic  agent 
is  an  excellent  aid. 

Summary 

1.  A new  hemostatic  agent,  Surgicel  Ab- 
sorbable Hemostat,  an  oxidized  regenerated 
cellulose  compound  of  pure  uniform  fibers  of 
polyanhydroglucuronic  acid,  has  been  used 
successfully  in  136  patients  who  underwent 
surgery  of  various  types  including  cholecystec- 
tomies, skin  grafts,  hemorrhoidectomies,  bone 
surgery,  tonsillectomies,  thoracotomies,  bi- 
opsies, brain  surgery  and  other  procedures. 


TABLE  1 

PROCEDURES  IN  WHICH  SURGICEL  ABSORBABLE 
HEMOSTAT  WAS  USED 

Number  of 


Procedure  or  surgical  site 

cases 

Gall-bladder  bed  after  cholecystectomy 

27 

Skin  grafts 

23 

Hemorrhoidectomies 

17 

In  or  around  bone 

15 

end  of  radius  _ 2 

in  bone  cyst  2 

amputated  leg  _ 4 

around  bone  graft  7 

Tonsillectomies 

12 

Thoracotomies 

11 

Mouth  biopsies 

6 

On  surface  of  the  brain 

4 

Liver  biopsies 

3 

Abdominal  bleeding  at  various  sites 

18 

Total 

136 

2.  This  preparation  was  found 

to  be  an 

efficient,  readily  absorbable  hemostatic  agent 
for  the  control  of  venous  and  capillary  oozing. 

3.  No  toxic  reactions  or  untoward  effects 
were  seen. 

4.  The  material  showed  no  change  in  its 
physical  properties  on  storage. 
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Therapeutic  recreation  has  become  a valu- 
able tool  in  the  treatment  of  the  mentally 
and  emotionally  ill.  The  type  of  activity  can 
and  should  be  tailored  to  the  individual 
needs  of  each  patient.  Certain  types  of 
activities  are  more  therapeutic  than  others. 
Because  very  little  has  been  written  con- 
cerning the  prescription  of  activities,  the 
authors  herein  present  their  observations 
concerning  the  relative  values  of  various 
therapeutic  activities  and  the  need  for  pre- 
scription. 


Introduction 

Recreational  activities  are  instruments  of 
therapeutic  value  which  have  a special 
application  to  the  psychiatric  patient. 
In  his  change  from  a home  environment  to 
hospitalization,  the  patient  brings  his  fear  and 
anxiety  of  what  is  to  take  place.  It  is  all  a 
newness  which  he  has  not  known  before — 
the  atmosphere,  the  doctors,  nurses,  and  other 
patients.  Recreational  activities  are  designed 
to  overcome  this  anxiety  by  introducing  the 
new  patient  to  the  group,  offering  him  a feel- 
ing of  belonging  and  acceptance.  It  is  here  we 
see  that  the  activity  is  not  an  end  in  itself,  but 
a psychiatric  tool,  organized  for  its  thera- 
peutic value — in  this  instance,  reducing  the 


patient’s  anxiety  and  creating  an  attitude  more 
conducive  to  medical  treatment. 

History  of  The  Movement 

The  value  of  recreation  in  the  psychiatric 
setting  was  known  to  the  Greeks  who  pre- 
scribed games  and  dancing  as  treatment  for 
the  mentally  ill.  Asclepiades,  the  Roman  phy- 
sician, is  credited  with  introducing  music  to 
the  medical  profession,  although  accounts 
vary  on  the  issue.1  Philippe  Pinel,  the  French 
advocate  of  “moral  treatment,”  was  instru- 
mental in  the  gradual  movement  for  the  more 
humane  treatment  of  the  mentally  ill.  It  was 
in  1792  that  Pinel,  in  charge  of  the  Bicetre, 
the  Paris  hospital  for  insane  men,  released  the 
patients  from  their  chains.2  Shortly  thereafter, 
Robert  Gardiner  Hill  removed  the  fetters  from 
the  patients  at  the  Lincoln  Asylum  in  Eng- 
land.' With  the  movement,  more  attention  was 
given  to  the  recreation  and  social  welfare  of 
the  patient. 

Gradually  the  movement  for  the  “moral 
treatment”  of  the  insane  reached  the  United 
States.  In  1842,  Dr.  Amariah  Brigham,  ap- 
pointed superintendent  of  the  state  Lunatic 
Asylum  at  Utica  in  New  York,  “had  workshops 
and  an  academic  school,  taught  penmanship 
and  singing  to  the  patients,  had  tableaux  and 
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dramatic  exhibitions,  and  ‘conversazions’.”* 

In  spite  of  the  value  derived  from  the  use 
of  recreational  therapy,  prior  to  World  War 
I and  II  recreation  programs  were  limited  to 
an  occasional  picnic  or  motion  picture.6  The 
wars  tended  to  provide  us  the  opportunity  to 
realize  the  potential  and  need  for  this  service. 
Today,  the  American  Red  Cross  conducts  pro- 
grams in  the  military  hospitals,  and  the  Vet- 
erans Administration  provides  activities  in 
approximately  170  hospitals  and  domiciliaries 
throughout  the  United  States  and  Puerto 
Rico.  The  Council  For  The  Advancement  of 
Hospital  Recreation  has  adopted  standards 
for  the  Hospital  Recreation  Director,  the 
Leader,  and  the  Aide.  At  present,  many  states 
have  extensive  and  well  organized  recreation 
services  in  their  psychiatric  settings,  while 
still  others  are  beginning  to  develop  new  pro- 
grams. 

Objectives  of  Recreational  Therapy 

1.  To  assist  the  patient  in  his  adjustment 
to  hospitalization. 

2.  To  promote  interpersonnel  relations  and 
provide  support  and  encouragement  for 
those  who  seem  threatened  by  relation- 
ships with  others. 

3.  To  assist  the  patient  in  better  reality  test- 
ing. 

4.  To  provide  opportunities  to  sublimate 
hostility  or  aggression. 

5.  To  accept  the  patient  as  a human  being 
and  attempt,  with  other  personnel,  to 
create  an  environment  which  is  thera- 
peutic, pleasant,  and  comfortable  during 
hospitalization. 

6.  To  expose  the  patient  to  various  recrea- 
tion activities  which  can  be  of  social  ad- 
vantage upon  discharge. 

The  Therapy  of  Recreation 

In  order  for  recreation  to  be  utilized  as  a 
therapeutic  agent  in  the  psychiatric  setting,  it 
must  possess  a means  to  effect  a relationship 
of  the  individual  personality  structure  with 
the  activity  itself.  Such  is  inherent  in  any 
given  number  of  recreation  activities  when 
correlated  with  specific  disease  entities. 

To  the  shy,  inadequate  personality  who  has 


difficulty  in  forming  and  maintaining  inter- 
personal relationships  with  others,  a revised 
version  of  the  popular  television  game  of 
Password  is  of  value.  Here  a team  effort  is 
called  for,  and  the  patient,  by  not  being  called 
upon  directly,  can  identify  with  the  group  al- 
though not  contributing  to  it  as  much  as 
others  might.  Gradually,  as  the  patient  ac- 
quires a better  knowledge  of  the  game,  sees 
others  in  their  mistakes,  and  gains  more 
assurance  of  himself  through  the  encourage- 
ment and  support  offered  by  the  recreator  and 
other  patients,  he  responds  more  openly  and 
willingly  within  the  group. 

For  the  schizophrenic  patient,  recreation 
encourages  him  away  from  his  world  of  un- 
reality toward  a more  normal  interaction  with 
others.  Rv  stimulating  his  interest,  the  activity 
is  designed  to  compete  with  his  hallucinations 
and  delusional  thinking.  Various  games,  such 
as  checkers,  chess,  and  cards  offer  the  schizo- 
phrenic a situation  encouraging  the  use  of 
abstract  thinking. 

For  the  paranoid  patient,  everything  and 
everyone  may  be  suspect.  Even  if  he  wins, 
competitive  activities  may  increase  his  sus- 
picion. Activities  such  as  dancing,  singing,  or 
swimming  are  more  suitable  for  the  paranoid 
patient.  When  competitive  activities  are  em- 
ployed, the  competition  should  be  de-empha- 
sized  and  their  therapeutic  aspects,  such  as 
relationships  with  others  and  feeling  accepted 
by  the  group,  should  become  the  primary  ob- 
jectives. Catatonics  seem  to  respond  more 
readily  to  recreation  activities  which  they 
have  utilized  prior  to  their  illness.  A knowl- 
edge of  the  patient’s  previously  enjoyed 
activity  is  essential  in  planning  and  con- 
ducting the  recreation  program.  With  the  cata- 
tonic, it  is  even  more  important. 

With  the  depressed  patient,  activities  should 
attempt  to  stimulate  a renewal  of  interest.  It 
is  important  that  the  therapist  be  aware  of 
the  depressed  patient’s  psychomotor  retarda- 
tion. The  patient’s  apprehension,  loss  of 
energy,  lowered  self-esteem,  inability  of  quick 
thinking  and  incapacity  for  prolonged  periods 
of  concentration  will  limit  his  participation 
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in  recreation  activities.  Cards,  checkers,  chess, 
picture  puzzles,  shuffleboard,  group  singing, 
and  movies  represent  activities  more  suitable 
for  the  depressed  patient.  With  the  use  of 
movies,  it  matters  little  if  the  plot  is  serious  or 
humorous.  In  our  experience,  we  have  ob- 
served that  the  depressed  patient  reacts  more 
easily  to  the  serious  movie  than  to  the  comedy. 
As  with  all  other  recreation  activities  for  the 
patient,  the  important  question  is  whether  the 
activity  captures  his  attention  and  interest. 
Indeed,  even  sad  and  depressing  movies  are 
almost  invariably  given  a “happy”  ending  by 
Hollywood,  thus  giving  the  patient  hope 
through  the  process  of  identification.  Through 
these  activities,  the  depressed  patient  is  en- 
couraged away  from  his  dysphoria,  thereby 
diminishing  his  pre-occupation  with  the  de- 
pressing situation. 

In  contrast  to  the  depressed  patient,  the 
manic  or  excited  patient  requires  a difference 
in  therapeutic  management.  Whereas  the  de- 
pressed patient  suffers  mild  to  severe  psycho- 
motor retardation,  the  manic  appears  mentally 
and  physically  driven.  The  recreator  must  be 
aware  of  the  manic  patient’s  limitless  energy. 
The  immediate  goal  in  recreation  for  this  pa- 
tient will  be  in  channeling  his  boundless 
energy  into  a constructive  and  sociably  ac- 
ceptable process.  An  activity,  such  as  a game 
of  volleyball,  possesses  three  important  as- 
pects for  the  manic  patient.  First  of  all,  it  is 
goal  directed  in  that  the  puqiose  is  for  one 
team  to  oppose  another  in  friendly  competi- 
tion. Secondly,  it  offers  a constructive  outlet 
for  his  excess  energy.  Finally,  limits  are  set 
such  as  the  end  of  the  game,  boundary  lines, 
and  the  individual’s  proper  position  on  the 
court  in  relation  to  other  team  members.  It  is 
a lesson  in  better  reality  testing  for  the  pa- 
tient with  boundless  energy  and  non-directive 
impulses. 

Activities  which  tend  to  over-stimulate  the 
patient  should  be  avoided,  as  well  as  those 
involving  physical  endurance.  The  therapist 
must  have  a knowledge  of  the  patient’s  physi- 
cal condition  prior  to  his  participation  in  phy- 


sical endeavors.  The  manic  and  hypo-manic 
might  receive  therapeutic  benefits  from  track 
and  field  events,  provided  the  patient  is  not 
allowed  to  exhaust  himself.  Swimming  main- 
tains the  advantages  of  the  old  “wet-pack” 
and  offers  an  excellent  means  of  tranquilizing 
the  patient. 

Because  of  his  euphoria,  the  manic  will  fre- 
quently become  a voluntary  ally  for  the  re- 
creator, and  if  permitted,  may  attempt  to  take 
over  the  role  of  the  therapist.  His  enthusiasm, 
if  controlled  by  the  therapist,  may  be  util- 
ized in  initiating  group  activities. 

Recreation  offers  other  therapeutic  values 
for  emotional  illness.  Bowling,  as  well  as  table 
tennis,  and  softball  offer  the  patient  a means 
to  channel  his  energy  in  a sociably  accepted 
manner,  thereby  providing  sublimation  for 
aggressive  drives.  In  learning  or  relearning 
recreation  skills,  the  patient  gains  a more 
satisfactory  image  of  himself.  The  task  lies 
in  motivating  the  patient  to  discover  for 
himself  an  interest  which  will  allow  him  to  ex- 
ercise his  own  creativeness  and  ability  rather 
than  depending  upon  the  therapist  for  initi- 
ating recreation  activities.  It  offers  the  patient 
an  opportunity  to  learn  a skill  which  will  be 
of  social  advantage  once  he  leaves  the  hos- 
pital. It  aids  the  patient  in  his  adjustment  to 
hospitalization  and  provides  an  opportunity 
for  better  reality  testing.  It  is  incumbent  upon 
the  physician  to  be  aware  of  the  different 
values  of  various  recreation  activities  so  that 
he  is  able  to  prescribe  those  which  are  es- 
pecially beneficial  for  the  specific  case. 
Recreational  therapy  is  not  curative,  but  the 
recreator,  as  a member  of  the  medical  team, 
aids  in  presenting  a more  balanced  approach 
to  the  treatment  of  the  psychiatrically  ill. 

Summary 

Recreational  activities  are  of  therapeutic 
value  in  the  psychiatric  setting.  Using  six 
basic  objectives  of  recreation,  the  authors  have 
presented  specific  activities  for  specific  psy- 
chiatric illnesses.  Therapeutic  recreation 
should  be  prescribed,  based  on  the  illness  and 
the  needs  of  the  individual  patient. 
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Tortuous  innominate  arteries  simulating  aneurysjns, 
by  J.  T.  Buxton,  Jr.,  M.  D.,  and  J.  M.  Stallworth, 
M.  D.  (Charleston)  JAMA  184:1048-1049,  June  29, 
1963. 

While  to  physical  examination  or  fluoroscopy,  pul- 
sating masses  of  the  supraclavicular  or  superior  medi- 
astinal area  may  appear  to  be  aneurysmal,  aneurysms 
in  the  innominate-carotid-subclavian  vessels  are  rare. 
Occasionally  all  doubt  of  diagnosis  is  removed  by 
visible  or  palpable  aneurysmal  bone  erosion  in  the 
area.  More  often,  careful  palpation  reveals  a tortuous 
course  of  one  of  the  large  arteries  which  accounts  for 
the  swelling  and  establishes  a diagnosis.  In  the  group 
between  these  extremes  definite  diagnosis  is  left  to 
confirmation  by  angiography.  Tortuousity  can  ac- 
company several  diseases,  notably  arteriosclerotic 
hypertension.  When  the  innominate  artery  buckles 
upward  in  the  arteriosclerotic  lengthening  process,  a 
pulsatile  supraclavicular  mass  appears;  when  it 
buckles  downward,  a mediastinal  mass  results. 

Four  cases  are  presented  of  patients  thought  to 
have  innominate  aneurysm.  Each  was  proven  by 
angiography  to  have  only  a tortuous  artery.  The  case 
reports  offer  caution  against  operative  treatment  with- 
out preoperative  angiography  in  doubtful  cases. 

Norethynodrel  as  an  oral  contraceptive:  experience 
in  private  practice.  C.  S.  Mahan.  W.  Virginia  Med  J 
58:298  (Oct.)  1962. 

Among  more  than  200  compounds  tested,  pro- 
gesterone derivatives  of  the  19-norsteroid  group  have 
been  found  to  fulfill  most  of  the  requirements  of  an 
ideal  oral  contraceptive.  Of  these,  norethynodrel  has 
received  widest  attention.  Norethynodrel  in  combina- 
tion with  ethinyl  estradiol  3-methyl  ether  ( Enovid ) 
has  been  used  extensively  in  clinical  practice.  The 
drug  probably  inhibits  the  release  of  gonadotropic 
hormones  from  the  pituitary,  and  consequently  pre- 


vents ovulation.  The  drug  must  be  taken  for  20  days, 
from  the  fifth  to  the  24th  day  of  the  menstrual  cycle. 
Irregularity  of  administration  may  render  its  purpose 
as  a contraceptive  ineffective.  Originally,  the  daily 
dose  was  10  mg.,  but  more  recent  studies  have 
demonstrated  that  a dose  of  5 mg.  dailv  is  effective 
in  preventing  ovulation;  it  produces  a lesser  number 
of  side  effects,  but  escape  bleeding  seems  to  be  in- 
creased. The  author  tried  norethynodrel  in  100  women 
deemed  suitable  for  oral  contraception.  No  preg- 
nancies occurred  in  a total  of  800  cycles.  Side  effects 
were  minimal  and  disappeared  after  2 or  3 months. 
Ovarian  and  endometrial  function  returned  to  normal 
when  the  medication  was  discontinued.  The  benefits 
far  outweighed  any  disadvantages  observed.  The  100 
women,  in  whom  this  method  of  oral  contraception 
was  tried,  accepted  it  enthusiastically. 


Evaluation  of  measles  immunization  methods.  V.  A. 
Fulginiti,  O.  S.  Leland,  and  C.  H.  Kempe.  Amer  J 
Dis  Child  105:5  (Jan)  1963. 

Forty-eight  hundred  children,  largely  from  the 
private  practices  of  pediatricians,  were  immunized 
against  measles  by  3 methods  of  vaccination:  (1) 
live  measles  virus  vaccine  administered  with  gamma 
globulin,  (2)  3 monthly  doses  of  killed  measles  virus 
vaccine,  and  (3)  2 monthly  doses  of  killed  vaccine 
followed  in  one  month  by  live  measles  virus  vaccine. 
All  forms  of  vaccination  were  overwhelmingly  ac- 
cepted by  parents  and  physicians.  Systemic  reactions 
( fever,  malaise  and  rash ) were  noted  in  20  of  the 
patients  receiving  live  vaccine;  but  no  local  reactions 
occurred.  Systemic  symptoms  and  local  reaction  were 
noted  in  4 of  those  receiving  killed  vaccine.  Seven  pa- 
tients developed  nodules  at  the  site  of  killed  vaccine 
injection.  Serologic  conversion  rates  for  the  3 pro- 
grams were  95.3%  in  the  first,  90%  in  the  second, 
and  90.5%  in  the  third. 
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J.  DECHERD  GUESS,  M.  D. 

Greenville,  South  Carolina 


America  is  in  the  midst  of  tremendous 
economic,  sociologic,  and  political 
changes  which  almost  amount  to  revo- 
lution. These  changes  are  presenting  chal- 
lenges to  American  doctors.  They  may  have 
profound  impact  on  the  “style”  of  medical 
practice.  It  is  high  time  that  the  rank  and  file 
of  medical  men  give  thought  to  what  is  im- 
pending and  how  the  changes  will  affect  them. 

The  American  Medical  Association,  which 
is  the  mouthpiece  of  the  profession,  appears 
to  be  more  and  more  on  the  defensive  against 
demands  relating  to  medical  care  which  have 
their  origin  in  the  changes  referred  to.  It  is 
significant  that  adamant  opposition  by  or- 
ganized medicine  to  sociologic  proposals  and 
experimentation  in  the  realm  of  medical  care 
cracks  and  yields  a little  from  time  to  time, 
but  always,  or  so  it  seems  to  me,  under  duress 
and  only  when  defeat  threatens.  Examples 
are:  lessened  opposition  to  group  practice  and 
to  salaried  doctors  who  work  for  organized 
groups;  approval  of  service  benefit  insurance 
by  Blue  Shield;  and  acceptance  of  govern- 
ment aid  for  medical  indigents. 

Although  the  claimed  basis  for  opposition 
by  organized  medicine  to  lay  proposals  for 
changed  methods  of  financing  medical  care  is 
fear  of  socialization  of  medicine,  with  its  evils, 
as  they  are  envisioned  by  most  American  doc- 
tors, proponents  claim  to  see  in  such  opposi- 
tion autocratic  jealousy  and  fear  of  economic 
hurt.  There  are  many  facts  upon  which  to 
base  such  opinions. 


Causes  of  Public  Dissatisfaction 

As  I see  it,  in  addition  to  those  causes  in- 
herent in  the  sociologic,  economic,  and  politi- 
cal changes  through  which  we  are  passing, 
there  are  three  specific  medical  causes  which 
make  possible  a sense  of  dissatisfaction  by 
laymen  with  medical  care  as  we  know  it.  The 
first  is  the  disappearance  of  the  old  style, 
greatly  beloved,  sincerely  trusted,  and  seldom 
paid  family  doctor.  His  disappearance  is  a 
natural  consequence  of  the  tremendous  in- 
crease in  scientific  medical  knowledge  during 
the  past  fifty  years.  The  doctor  had  to  learn 
what  had  not  been  known  before,  and  to 
know,  he  had  to  study.  To  hasten  his  demise, 
limited  medical  specialization  came  into 
being,  with  an  inherent  unfavorable  contrast 
between  the  family  doctor  and  his  better  in- 
formed colleagues. 

The  second  cause  of  dissatisfaction  of  pa- 
tients with  old  time  methods  of  practice  is 
the  aroused  public  interest  in  medical  knowl- 
edge, popularized,  as  it  was,  by  non-medical 
science  writers. 

The  third  cause  of  unrest  is  failure  by  doc- 
tors to  accede  to  the  demand  by  organized 
groups  and  by  governmental  units  that  the 
consumer  of  medical  service  have  a voice  in 
its  method  of  distribution  and  its  financing. 

The  devoted,  tireless,  nonavaricious  family 
physician  and  friend  was  immune  from  un- 
friendly critics.  Deficient  in  medical  science 
though  he  was,  he  was  wise  in  applied 
psychology.  His  presence  at  the  bedside  and 
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the  touch  of  his  hand  relieved  anxiety  and 
pain.  He  was  one  with  his  patients.  His  sym- 
pathetic interest  in  them  and  their  troubles 
was  self-evident  and  was  appreciated. 

Nor  could  there  have  developed  mass  dis- 
trust of  him  and  his  methods  of  treatment 
without  mass  distribution  of  and  intense  inter- 
est in  modern  medical  knowledge  as  it  was 
revealed  by  popular  science  writers. 

Neither  would  organized  groups,  labor 
leaders,  and  politicians  have  had  any  basis 
for  a demand  for  a voice  in  the  distribution 
and  financing  of  medical  care  had  there  not 
been  significant  increases  in  its  costs. 
Specialization  of  medical  practice  is  believed 
bv  many  to  be  a factor  in  increased  costs  of 
medical  treatment. 

The  Michael  Davis  Lecture  Series 

There  are  many  evidences  of  dissatisfaction 
with  modern  medical  practice  and  of  efforts 
to  improve  it.  One  of  the  most  recent  and, 
perhaps,  most  significant  evidences  of  an  un- 
biased determination  to  study  seriously  the 
problems  involved  in  the  distribution  and  the 
financing  of  medical  care  to  all  people  has 
been  the  establishment  at  the  University  of 
Chicago  of  the  Michael  Davis  Lecture  Series, 
which  is  described  as  “a  forum  for  free  and 
open  inquiry  into  the  social  and  economic 
aspects  of  medical  care.” 

The  first  lecture  of  the  series  was  delivered 
on  May  23,  1983,  by  Michael  M.  Davis,  Ph.  D., 
for  whom  the  series  was  named.  Copies  of  the 
address  seem  to  have  been  widely  distributed. 
It  woidd  be  well  worth  the  doctor’s  time  to 
read  it. 

Dr.  Davis  is  described  as  a social  scientist 
who  has  devoted  his  career  over  a period  of 
more  than  fifty  years  to  problems  of  medical 
care.  His  interest  has  been  in  the  economics, 
quality,  and  organization  of  medical  care. 
While  a professional  lecturer  at  the  Univer- 
sity of  Chicago,  he  was  instrumental  in  the 
establishment  at  the  University  of  the  first 
graduate  program  in  hospital  administration. 
He  has  published  12  books  and  more  than 
250  articles  dealing  with  matters  of  medical 
economics. 


No  doubt.  Dr.  Davis’  name  is  anathema 
to  many  leaders  of  medical  thought  who  are 
familiar  with  his  opinions  and  his  writings. 
Be  that  as  it  may,  no  one  can  deny  that  he  is 
an  earnest  student  of  the  problems  of  medical 
care  and  its  distribution.  Probably,  there  is  no 
one  in  American  medicine  who  has  studied  the 
subject  with  greater  detached  earnestness 
over  such  a long  period  of  time  than  has  he.  I 
believe  that  Dr.  Davis  was  speaking  with  com- 
plete sincerity  when  he  expressed  the  hope 
that  the  series  of  annual  lectures  “will  help 
to  define  timely  ways  in  which  the  growing 
powers  of  medicine  can  be  more  effectively 
applied  to  human  service.”  That  too,  is  the 
wish  of  every  dedicated  doctor. 

Few  doctors  would  agree  wholly  with  Dr. 
Davis'  statement  of  the  present  day  challenge 
to  medicine,  and  even  fewer  would  accept  his 
advocacy  of  the  financing  of  the  costs  of  medi- 
cal care  by  compulsory  taxation  through  the 
social  security  mechanism.  Nor  would  they 
accept  without  modification  his  analysis  of 
the  problems  involved  in  providing  full  medi- 
cal care  to  those  who  need  it,  nor  his  ideas  of 
the  kind  and  quality  of  care  needed.  How- 
ever, his  studies  and  conclusions  are  com- 
prehensive and  provocative.  They  are  the  re- 
sult of  analytical  thinking. 

It  would  be  impossible  for  me  in  this  short 
article  to  review  in  detail  the  doctor’s  ideas 
and  conclusions.  Instead,  I shall  discuss  some 
ideas,  which  I had  thought  were  originally 
mine,  but  which  it  now  seems  are  essentially 
like  those  expressed  by  Dr.  Davis. 

Challenge  of  New  Knowledge 

There  occurred  a challenge  to  medicine  at 
the  beginning  of  the  century,  a challenge  to 
apply  increased  scientific  knowledge  as  it  is 
acquired  to  medical  diagnosis  and  treatment 
and  to  the  prevention  of  disease.  That  chal- 
lenge has  been  met  quite  adequately  by  so- 
ciety at  large,  as  represented  by  government, 
and  by  philanthropy.  Vast  sums  of  money 
have  been  appropriated  or  given  to  finance 
medical  research.  The  challenge  has  been  met 
by  medical  schools  in  an  expanded  and  im- 
proved curriculum  and  in  the  advance  of  aca- 
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demic  standards.  It  has  been  met  by  hospitals 
by  both  a steady  increase  in  the  number  of 
beds  and  the  purchase  and  maintenance  of 
new  scientific  equipment  and  by  employment 
and  training  of  technical  staff  to  operate  it. 
Doctors  themselves  have  met  the  challenge  by 
accepting  the  increased  effort  and  the 
lengthened  time  required  for  preparation  to 
fit  them  to  apply  the  rapidly  increasing  bank 
of  new  knowledge. 

Questions  have  been  raised,  however,  re- 
garding the  motivation  of  doctors  who  have 
worked  so  strenously  to  prepare  themselves 
to  utilize  medical  advances.  Doctors  have 
been  accused  of  self-interest  and  obstructive 
tactics.  There  are  those  who  believe  that  doc- 
tors are  opposed  to  the  training  of  more  doc- 
tors, even  though  evidence  indicates  an  in- 
creasing shortage  of  practitioners.  Doctors  are 
charged  with  opposition  to  all  forms  of  group 
and  prepaid  medical  care  because  of  fear  of 
reduction  in  professional  income. 

There  are  increasing  questions  regarding 
the  tremendous  expenditures  in  money  and  in 
professional  skill  being  devoted  to  research. 
Many  thoughtful  men  are  coming  to  believe 
that  there  is  too  much  duplication  of  effort 
in  medical  research,  and  that  too  much  pro- 
fessional time  and  interest  in  undergraduate 
medical  schools  is  applied  to  research,  to  the 
detriment  of  medical  instruction,  and  that  too 
much  research  of  little  value  is  being  done  by 
men  not  adequately  qualified.  It  well  may  be 
that  the  challenge  to  broaden  the  medical 
horizon  by  research  has  been  more  than  ade- 
quately met. 

Four-fifths  of  recent  medical  graduates  have 
gone  on  into  training  for  a specialty.  That 
they  do  so  is  a natural  reaction  to  the  chal- 
lenge of  greater  medical  knowledge.  The  term 
specialist  has  inherent  in  it  a recognition  of 
superiority.  Not  only  does  the  specialist  know 
that  he  is  a superior  doctor,  but  people  gen- 
erally concur  in  that  evaluation.  Unfortunately 
manv  a general  practitioner  is  heard  to  say,  I 
am  just  a general  practitioner,  so  admitting 
his  inferiority  to  the  specialist. 

These  are  all  facets  of  the  first  major  chal- 
lenge to  American  medicine. 


Challenge  of  Increasing  Costs  of  Medical  Care 

The  second  great  challenge  is  the  tremen- 
dous increase  in  the  costs  of  medical  care  to 
the  consumer.  The  American  Hospital  Asso- 
ciation has  recently  reported  that  average  per 
diem  costs  for  hospital  care  alone  has  doubled 
within  the  past  decade.  Costs  of  sickness  must 
be  met  and  paid  for  from  some  source  and  by 
some  means.  This  challenge  has  been  met  in 
part  only.  The  principal  part  played  by  phy- 
sicians in  meeting  this  challenge  is  in  estab- 
lishing and  fostering  Blue  Shield,  and  espe- 
cially its  service  benefit  contracts.  General 
professional  support  of  this  type  of  insurance 
developed  reluctantly  and  often  with  damag- 
ing mental  reservations.  It  is  not  a frank  and 
fair  defense  of  our  negativism  to  say  that  most 
people  have  the  means  to  pay  for  needed  med- 
ical treatment.  It  is  true  that  many,  perhaps, 
most  families  can  with  more  or  less  sacrifice 
pay  the  costs  of  acute  short  illness.  But  no 
one  knows  better  than  do  doctors,  how  rapidly 
the  costs  of  sickness  mount  up  and  how  easily 
long  periods  of  hospital  and  medical  treatment 
can  disrupt  the  family  economy  for  all  time. 

There  has  been  increased  contribution  of 
tax  funds  to  help  pay  hospital  costs  for  the  in- 
digent. This  money  is  regularly  augmented  by 
a surcharge  for  more  affluent  patients — a form 
of  special  taxation  or  forced  philanthropy,  as 
you  prefer  to  regard  it. 

The  Challenge  of  Lay  Efforts  to  Regulate 
Medical  Care 

The  third  great  challenge  to  American 
medicine  is  that  of  organized  efforts  both 
voluntary  and  governmental,  to  meddle,  if 
you  will,  in  the  administration  of  medical  care 
and  in  the  operation  of  institutions  offering 
medical  services.  Organized  medicine,  as  such, 
and,  perhaps,  the  majority  of  doctors,  resent 
efforts  by  organizations  of  any  and  all  kinds 
to  guide,  direct,  and  change  the  traditional 
methods  of  distributing  and  rendering  medi- 
cal care. 

The  Challenge  of  the  Concept  of  Medical 
Care  as  a Right 

The  fourth  challenge  is  the  increasing  popu- 
lar demand  for  universal  medical  care,  and 
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especially  that  involving  preventive  and 
scientific  diagnostic  medicine. 

Reactions  of  the  Profession  to  the  Challenges 

Organized  medicine  and  doctors,  as  in- 
dividuals, have  failed  to  meet  these  challenges 
in  a constructive  and  unselfish  manner,  I be- 
lieve. Let  me  comment  briefly  upon  the  re- 
actions of  doctors  to  these  challenges. 

As  was  said  already,  doctors,  medical 
schools,  and  hospitals  have  met  satisfactorily 
the  challenge  to  apply  new  scientific  medical 
knowledge  to  the  problems  of  medical  care, 
but  with  increased  costs  to  the  consumer.  As 
a result  of  increased  fees,  professional  income 
has  increased  often  in  a pattern  of  chain  re- 
action. The  referring  physician,  whether  he 
be  general  practitioner  or  another  specialist, 
too  often  continues  his  visits  and  his  charges 
to  the  patient.  This  is  often  true  whether  or 
not  he  renders  any  essential  medical  service. 

There  is  some  question  regarding  fair 
charges  by  the  specialist  in  cases  where  his 
service  consists  principally  in  ordering  a series 
of  laboratory  examinations,  and  when  neces- 
sary, the  correlation  and  interpretation  of  lab- 
oratory findings. 

The  passing  of  the  old  style  family  doctor 
should  not  have  produced  a void  in  patient 
care.  Every  family  should  have  a family  med- 
ical adviser.  That  adviser  need  not  be  neces- 
sarily a general  practitioner,  or  a family  phy- 
sician. He  might  be  any  one  of  the  various 
specialists,  provided  only  that  he  be  a kindly, 
patient,  understanding,  and  sympathetic 
friend,  who  understands  his  own  medical 
limitations,  and  who  will  take  time  necessary 
to  recognize  and  relieve  neurotic  anxieties, 
and  to  ascertain  the  general  nature  of  the  pa- 
tient’s medical  problem.  He  can  then  direct 
his  patient-friend  to  that  doctor  whose  service 
he  needs  and  to  sponsor  his  going.  That  kind 
of  a medical  adviser  is  one  of  the  great  needs 
of  present  day  medical  care. 

To  me,  that  specialist,  who  is  more  a 
specialist  than  a physician  acts  out  of  tradi- 
tional character,  when  he  turns  away  coldly 
any  patient  with  the  remark,  “Your  trouble  is 
not  in  my  line.”  It  is  equally  unkind  and  simu- 


lates labor  craft  unionism  to  send  a patient 
with  some  minor  difficulty  for  which  any 
doctor  of  medicine  could  prescribe  to  another 
doctor  for  that  prescription.  To  do  so  is  to 
cause  the  patient  needless  expense  and  in- 
convenience. The  American  Specialty  Boards, 
by  their  requirement  of  strict  limitation  of 
type  of  practice  by  their  several  diplomates, 
have  encouraged  this  unkind  and  so  unneces- 
sary attitude. 

Doctors  have  done  little  to  retard  or  con- 
trol the  rising  costs  of  hospital  care.  Efforts 
to  do  so  would  fall  into  three  distinct  areas. 
Costs  of  medical  care  can  be  reduced  by  treat- 
ing patients  who  do  not  need  acute  illness  hos- 
pital care  as  out-patients,  or  home,  or  office 
patients.  They  can  be  reduced  by  having  in- 
dicated laboratory  examinations  of  patients 
not  acutely  ill  done  on  an  out-patient  basis 
and  by  omitting  unnecessary  or  not  immedi- 
ately indicated  laboratory  examinations.  Fi- 
nally, they  can  encourage  hospitals  to  provide 
ambulatory  ward  service  for  patients  who 
do  not  require  or  who  no  longer  require 
nursing  supervision  and  care. 

The  challenge  to  American  medicine  by 
organizations  such  as  labor  unions,  industrial 
groups,  and  private  elinico-insurance  groups, 
and  by  politicians  and  governmental  agencies 
has  been  met  largely  in  an  almost  negative 
manner.  One  might  wonder  if  the  negative 
attitude  of  organized  medicine  to  various  pro- 
posals designed  to  provide  group  or  mass 
medical  care  at  lower  cost  per  patient  is  due 
to  its  failure  to  devise  some  better  plan  or  is 
due  to  professional  resentment  of  non-medical 
efforts  to  guide,  direct,  or  change  the  tradi- 
tional system  of  practice. 

It  is  high  time  that  we  men  of  medicine 
realize  that  the  country  is  in  a mood  favorable 
to  change.  Present  day  changes  have  social- 
istic trends.  In  general,  those  who  demand 
changes  in  medical  care,  see  improvement 
only  through  the  mechanism  of  socialism. 

We  doctors  are  well  aware  that  the  in- 
dividual demands  for  himself  and  his  family 
the  best  of  medical  care,  often  regardless  of 
cost.  However,  do  we  realize  how  pressing  is 
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the  general  sociological  demand  that  it  is  the 
inherent  right  of  every  citizen  to  have  such 
care.  If  present  day  methods  of  rendering 
medical  treatment  do  not  or  cannot  provide 
universal  care,  the  natural  thing  will  be  for 
the  people  to  turn  to  the  government  that  has 
already  taught  them  the  benefits  of  paternal- 
ism. This  is  the  greatest  danger  to  medical 
practice  as  we  now  know  it.  It  has  resulted 


already  in  firmly  established  socialized  forms 
of  medical  care  in  wide  areas  of  practice.  It 
is  a challenge  which  demands  the  best  efforts 
of  our  leadership  and  the  full  and  unselfish 
cooperation  of  each  of  us  to  implement  solu- 
tions devised  by  it.  We  must  either  control  and 
direct  those  sociologic  changes  that  affect 
medical  practice  or  resign  ourselves  to  them 
and  accept  the  consequences. 


The  cockroach — A new  suspect  in  the  spread  of 
infectious  hepatitis.  I.  B.  Tarshis.  Amer  J Trop  Med 
11:705  (Sept)  1962. 

The  Los  Angeles  County  Health  Department  had 
found  that  there  had  been  a significant  drop  in  the 
number  of  cases  of  this  disease  at  the  Carmelitos 
Housing  Project,  Los  Angeles  County,  Long  Beach, 
California,  where  records  of  the  incidence  of  in- 
fectious hepatitis  had  been  kept  for  5 years.  The  712- 
unit  housing  project  between  1956  and  1959  had 
20%  to  39%  of  all  the  cases  of  infectious  hepatitis 
in  the  area.  In  1960  the  incidence  of  this  infection 
dropped  to  6.6%,  in  1961  to  3.6%  and  so  far  in 
1962  to  0.0%,  while  at  the  same  time  the  incidence 
has  been  rising  everywhere  else  in  Los  Angeles 
County.  It  was  accidentally  discovered  that  the  drop 
in  incidence  of  this  disease  occurred  concurrently 
with  an  approximate  70%  drop  in  infestations  of 
cockroaches  as  the  result  of  a concentrated  control 
program  utilizing  a new  silica  aerogel  insecticide. 
The  finding  of  poliomyelitis  virus  in  3 wild-caught 
domciliary  species  of  cockroaches  and  the  successful 
laboratory  transmissions  of  a number  of  viral  infec- 
tions to  cockroaches  makes  it  seem  far  more  plausible 
that  the  cockroach  is  capable  of  aoting  as  a vector  of 
infectious  hepatitis,  or  other  viruses,  than  previous 
evidence  indicated.  The  author  hopes  that  the  prob- 
able role  of  cockroaches  in  the  transmission  of  infec- 
tious hepatitis  will  be  further  investigated. 


Effect  of  chlordiazepoxide  on  thyroid  function. 
Harvey  Oberman,  John  Buse,  E.  G.  Herbert,  II.  S. 
Ellison,  and  Maria  G.  Buse.  JAMA  184:342,  May  4, 
1963. 

During  the  past  year  several  physicians  at  the 
Medical  College  of  South  Carolina  commented  that 
the  protein  bound  iodine  and  radioactive  iodine  up- 
takes tended  to  be  low  in  patients  taking  chlordia- 
zepoxide (Librium).  Review  of  the  literature  re- 
vealed no  direct  information. 

Healthy  volunteers  and  patients  with  an  antici- 
pated stay  of  ten  or  more  days  were  selected  for 
study.  Patients  with  thyroid,  renal,  or  heart  disease 


were  rejected,  as  were  subjects  who  had  been  ex- 
posed to  iodine  in  any  form  or  had  received  thyroid 
stimulating  or  thyroid  depressant  drugs.  Serum  pro- 
tein bound  iodine,  triiodothyronine  1-131  red  cell 
uptake,  and  24  hour  thyroidal  1-131  uptake  were 
measured  before  treatment  and  on  the  last  day  of 
therapy.  Chlordiazepoxide  was  administered  orally 
in  doses  ranging  from  10  to  20  mg  four  times  day. 
The  maximal  dose  range  was  maintained  for  10  days, 
or  for  the  length  of  the  patient’s  hospital  stay. 

Chlordiazepoxide  caused  no  significant  changes  in 
the  parameters  of  thyroid  function  studied. 


The  challenge  of  early  diagnosis  in  cancer  of  the 
esophagus.  H.  B.  Gregorie,  Jr.,  M.  D.  (Charleston) 
Med.  Times  91:521-529,  June  1963. 

The  generally  recognized  poor  results  in  the  treat- 
ment of  cancer  of  the  esophagus  offer  a challenge  to 
all  physicians  concerned.  The  greatest  opportunity 
for  improving  results  of  treatment  at  present  appears 
to  center  about  early  diagnosis.  Symptom  analysis 
has  been  conducted  on  a large  series  of  cases  seen 
at  the  Cancer  Clinic  of  the  Medical  College  of 
South  Carolina.  Dysphagia,  substernal  distress,  and 
odynophagia,  are  the  most  frequent  first  symptoms 
noted.  Other  frequently  noted  symptoms  included 
dysphagia,  regurgitation,  weakness,  cough,  substernal 
distress,  and  nausea.  The  disorder  has  been  found 
outstandingly  prevalent  among  Negro  males,  es- 
pecially during  the  fifth,  sixth,  and  seventh  decades. 
An  appropriate  index  of  suspicion  combined  with  an 
understanding  of  the  symptoms  and  an  awareness  of 
the  lack  of  associated  physical  findings  may  allow 
early  diagnosis.  Diligent  care  with  promptly  con- 
ducted barium  swallow  and  competent  esophagoscopy 
should  follow  when  there  is  a suspicion  of  carcinoma 
of  the  esophagus.  Even  though  initial  results  in  a 
limited  group  of  patients  have  been  encouraging  by 
utilization  of  supervoltage  x-radiation  therapy  fol- 
lowed by  total  esophagectomy  and  replacement  of 
the  esophagus  by  colon,  it  is  felt  that  no  factors  will 
improve  the  outcome  of  treatment  beyond  that 
offered  by  early  diagnosis. 
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Public  Relations  has  come  to  be  a matter  of  concern 
to  all  organized  medicine.  The  position  of  the  doctor  in 
the  public  estimation  has  declined;  whether  this  is 
inevitable  with  the  progressive  development  of  society 
as  we  know  it  today  or  whether  it  is  the  fault  of  the 
doctor  himself,  one  cannot  say.  It  is  certainly  true  that  the 
prosperity  of  the  average  doctor  generates  a certain 
amount  of  aggrievement  and  the  dishonest  or  avaricious 
practitioner  gives  a poor  impression  of  the  profession  as 
a whole.  Whatever  the  cause,  many  people  view  the 
medical  profession  less  than  favorably,  and  this  has  been 
disturbing  both  to  the  American  Medical  Association 
and  state  organizations  over  the  country.  The  American  Medical  Association  has  employed 
Public  Relations  experts  at  considerable  cost  in  an  effort  to  help  improve  the  image  of  the 
doctor.  Likewise,  the  Council  of  the  State  Association  has  tried  to  do  what  it  could  in  this 
field  within  the  limits  of  its  resources. 

It  would  seem  to  make  much  more  sense  if  the  members  of  our  profession  were  to  forget 
about  having  these  things  done  for  us,  and  to  start  doing  them  for  ourselves.  While  nothing 
is  so  effective  on  an  individual  basis  as  a doctor  genuinely  interested  in  the  welfare  of  his 
patient,  as  an  organization  we  have  a unique  opportunity,  in  that  the  South  Carolina  Medical 
Association  is  the  State  Board  of  Health.  Under  the  State  Constitution  and  in  this  capacity 
we  are  charged  with  the  responsibility  of  advising  the  public  in  matters  of  health,  and  in 
doing  so  we  can  show  that  our  primary  concern  is  basically  unselfish  and  in  the  public  inter- 
est. 

One  of  the  ways  in  which  this  can  be  done  is  by  our  wholehearted  and  active  support  of 
our  accident  prevention  program.  This  has  been  carefully  worked  out  by  the  Committee  on 
Accident  Prevention  under  the  Chairmanship  of  Dr.  Henry  Moore,  and  approved  by  the 
House  of  Delegates  of  the  Association  last  May.  We  have  suggested  legislation  prohibiting 
the  sale  and  distribution  of  non-magnetic  BB  pellets  in  this  state.  In  the  matter  of  highway 
safety,  we  have  endorsed  the  use  of  radar  as  a means  of  accident  prevention,  we  have  recom- 
mended and  urged  the  more  widespread  use  of  seatbelts,  and  we  have  supported  a driver 
re-examination  law.  Council  has  under  consideration  a plan  to  undertake  the  promotion  of 
general  immunization  against  tetanus  for  people  of  all  ages.  All  of  these  proposals  are  entirely 
feasible  and  in  the  interest  of  public  safety;  with  the  determined  support  of  the  medical  pro- 
fession their  accomplishment  should  be  easy. 

The  general  public  is  intensely  interested  in  all  matters  pertaining  to  health  and  to  medi- 
cine. Sound  advice  should  be  available  on  topics  of  importance  in  regard  to  individual  health 
as  well  as  public  health;  a proper  program  of  immunization  should  be  of  interest  not  only  to 
parents  of  young  children,  but  the  available  tools  in  preventive  medicine  should  become 
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known  to  the  adult  population  as  well.  The  facts  regarding  sound  dietary  habits,  as  opposed 
to  fads,  are  important  to  all.  The  dangers  of  obesity  need  to  be  stressed  again  and  again.  In 
these  and  in  many  other  facets  of  personal  health  and  preventive  medicine  the  South  Caro- 
lina Medical  Association  should  take  the  leadership  in  the  dissemination  of  valid  information 
to  the  public. 

As  a beginning  in  this  sort  of  approach,  an  ad  hoc  committee  on  Public  Health  Informa- 
tion has  been  appointed,  with  Dr.  Louis  Jervey  as  Chairman.  The  Committee  is  working  on 
this  program  and  hopes  to  develop  a series  of  press  releases,  all  in  the  name  of  the  Associa- 
tion, so  that  they  may  be  issued,  perhaps  at  regular  intervals  but  certainly  when  circumstances 
warrant.  There  should  be  little  difficulty  in  obtaining  publicity  for  such  releases,  particu- 
larly if  they  have  the  stamp  of  approval  of  the  South  Carolina  Medical  Association.  News- 
papers throughout  the  state  will  gladly  accept  such  stories,  especially  if  they  are  pertinent  to 
the  season  or  other  timely  circumstances.  It  is  easily  possible  that  radio  and  TV  publicity 
may  also  be  obtained.  When  such  a program  can  be  developed  it  may  well  be  beneficial  to 
the  medical  profession  in  its  public  relations  as  well  as  a valuable  service  to  the  public; 
should  this  be  so  the  Committee  on  Public  Health  Information  should  be  continued  on  a 
permanent  basis. 


Robert  Wilson,  M.  D. 
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Practicality  in  Glaucoma 

In  recent  years  there  has  been  an  extra- 
ordinary interest  in  glaucoma.  This  is  evi- 
denced by  the  frequency  with  which  we  see 
articles  on  the  subject  in  nonscientific  pub- 
lications, and  by  the  tremendous  number  of 
papers  and  symposiums  in  medical  meetings 
large  and  small,  and  in  the  various  medical 
journals.  A surprising  number  of  these  articles 
of  great  scientific  interest  have  appeared  in 
the  non-specialty  journals  such  as  that  of  the 
AM  A,  the  various  state  journals  and  others. 
This  is  good,  for  it  not  only  stimulates  the 
public’s  interest  in  their  eyes,  but  it  also  en- 
courages the  general  practitioner  and  others 
to  be  on  the  lookout  for  this  dread  disease, 
and  the  ophthalmologist  to  begin  or  to  con- 
tinue intensive  studies  in  ways  and  means 
of  diagnosis  and  treatment  of  perhaps  the 
worst,  and  surely  the  most  frequently  en- 
countered destroyer  of  the  visual  functions. 

It  is  to  the  everlasting  credit  of  investigators 
in  this  field  that  they  have  continuously  ap- 
proached, attacked,  and  in  many  instances 
overcome  obstacles  in  the  way  of  manage- 
ment of  glaucoma,  obstacles  which  to  most 
clinical  observers  would  seem  to  have  been 
insurmountable.  On  the  other  hand  there 
have  appeared  in  the  literature  so  many  new, 
exotic,  and  apparently  impractical  if  not  im- 
possible methods,  that  one  is  apt  to  lose  per- 
spective and  not  be  able  to  see  the  forest  for 
the  trees. 

One  is  likely  to  become  apathetic  because 
of  the  increasing  variety  of  tonometers  alone, 
the  cost  of  which  may  run  into  thousands  of 
dollars,  and  forget  that  in  the  daily  routine  of 
the  general  physician  digital  pressure  by  prac- 
tised hands  can  discover  cases  of  neglected 
glaucoma.  One  may  forget  in  the  maze  of 
diurnal  variations  in  pressure,  tonography, 
phasic  tonography,  and  now  simultaneous 
bilateral  tonography,  to  be  complicated  no 
doubt  sooner  or  later  with  suction  cup  meth- 


ods, etc.,  etc.,  one  may  forget  the  fundamental 
and  basic  observations  of  the  optic  disc  and 
the  changes  in  the  visual  fields.  Even  these 
apparently  simple  and  certainly  well  tried 
methods  of  examination  can  lead  us  into  great 
difficulties  of  decision,  especially  in  the  mat- 
ter of  management,  yet  they  must  be  ac- 
corded high  priority,  and  must  never,  never 
be  displaced  from  their  pinnacles  of  impor- 
tance. 

All  of  which  clearly  points  a lesson,  which 
is  to  say  that  in  this  particular  field,  as  well 
as  in  many  others  to  be  sure,  we  must  not 
only  count  our  marbles  but  we  must  select 
them  too.  We  must  read,  mark,  and  learn  the 
essentials,  pondering,  sorting,  filing,  review- 
ing, and  using  always  that  which  is  of  real 
and  lasting  value,  and  discarding,  or  at  least 
setting  aside  much,  preferable  all,  that  can- 
not be  practically  applied. 

J.  W.  Jervey,  M.  D. 

Prescription 

Despite  the  well  known  illegibility  of  many 
doctors  handwriting,  pharmacists  still  prefer 
written  prescriptions  to  the  verbally  directed 
request  for  medicine.  They  point  out  that 
there  are  a number  of  cogent  reasons  for 
having  a definite  directive  in  writing.  They 
note  that  similarity  of  names  of  drugs  may 
cause  confusion,  that  the  patient  may  not 
know  which  particular  preparation  has  been 
prescribed,  nor  can  he  always  remember  the 
size  and  timing  of  dosage.  Not  infrequently 
the  drug  is  one  which  can  be  dispensed  on 
prescription  onlv.  When  the  prescription  is 
written,  it  is  less  likely  that  the  patient  will 
pass  on  the  treatment  to  a friend  with  sup- 
posedly similar  symptoms.  Finally,  the  writ- 
ten prescription  makes  a permanent  and  posi- 
tive record. 

These  are  reasons  which  are  familiar  to  all 
physicians  who  prescribe,  but  sometimes  pa- 
tient pressure  is  such  that  concession  is  made. 
In  the  interest  of  avoidance  of  errors,  the 
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prescription  should  be  written  whenever  it  is 
at  all  possible,  or  else  the  telephoned  directive 
should  be  confirmed  later  by  a written  pre- 
scription. 


Population  Boom 

In  many  quarters  there  is  concern  about  the 
booming  population  of  the  world  and  about 
logical  methods  for  keeping  it  under  control. 
If  the  estimates  of  some  of  our  calculators  are 
correct,  there  will  be  standing  room  only  on 
the  globe  within  a relativelv  short  period  of 
time.  The  much  debated  question  of  the  dis- 
semination of  information  on  birth  control  has 
been  revived.  There  has  been  acceptance  of 
such  procedures  in  many  quarters,  but  Roman 
Catholic  opposition  is  still  strong.  Recently  a 
book  by  a Catholic  physician  called  on  Catho- 
lics and  non-Catholics  to  resolve  their  differ- 
ences over  contraception  so  that  an  extensive 
drive  for  fertility  control  can  be  developed. 

A mounting  number  of  illegitimate  children 
who  drain  public  funds  has  become  a tre- 
mendous problem,  as  for  example  in  Illinois, 
where  experiments  with  widespread  aid  in 
birth  control  have  been  made.  Legal  obstruc- 
tion has  now  developed  and  will  postpone  any 
extensive  program.  While  illegitimacy  flour- 
ishes, welfare  money  is  being  paid  out  in 
many  areas  to  encourage  the  production  of 
children  as  a business  for  income. 


The  Common  Cold 

As  the  season  for  the  miltifarious  activity 
of  the  common  cold  approaches,  it  is  interest- 
ing to  consider  that  this  unconquered  disease 
still  affects  the  education  of  our  young  in 
South  Carolina  to  a considerable  extent.  Fig- 
ures show  that  our  average  student  misses 
21.6  days  each  school  year  and  most  absences 
are  due  to  the  ordinary  upper  respiratory  in- 
fections. 

We  still  have  no  proper  treatment  for  this 
troublesome  ailment.  The  old  household 
remedies  are  probably  just  as  good  as  ever 
psychologically  and  perhaps  just  as  poor  as 
ever  fundamentally.  Granting  that  the  evalua- 


tion is  very  difficult,  the  enthusiasm  of  a few 
years  back  for  the  virtues  of  the  antihista- 
mines seems  not  to  have  stood  the  test  of  time. 

When  antibiotics  came  into  prominence, 
they  were  tried  in  eveiy  conceivable  disease, 
including  the  common  cold.  The  Food  and 
Drug  Administration  is  now  proposing  that 
more  than  fifty  so-called  “cold  cures”  con- 
taining antibiotics  and  other  antimicrobial 
agents  be  banned  from  sale.  This  recom- 
mendation is  based  on  the  opinions  of  many 
medical  scientists  who  have  found  that  the 
antibiotics  are  worthless  in  treatment  of  the 
cold.  A distinguished  panel  of  authorities  who 
advised  the  FDA  emphasized  further  the 
fact  that  there  was  no  evidence  to  show  that 
antimicrobials  had  any  value  in  preventing 
the  development  of  bacterial  complications 
in  the  ordinary  patient. 

J.I.W. 


Can  You  Afford  to  Die? 

An  interesting  booklet,  “A  Manual  of 
Simple  Burial,”  has  recently  come  to  hand.  It 
describes  an  increasing  discontent  with  pre- 
vailing funeral  customs  and  expenses,  and 
pleads  for  simplicity  and  economy  without 
loss  of  dignity.  It  decries  the  occasional  un- 
scrupulous funeral  director  who  urges  foolish 
refinements  of  the  simple  essentials  of  burial, 
but  it  also  recognizes  the  frequent  fallacies  of 
the  public  taste. 

Another  book,  “The  American  Way  of 
Death,”0  described  as  “a  sort  of  muckraking 
among  the  tombstones”  has  been  found  very 
obnoxious  by  the  funeral  industry  because  of 
charges  directed  against  their  costs  for  what 
the  author  calls  the  “artifacts  of  gracious 
leaving.”  This  work  questions  the  need  of 
embalming  and  the  outsize  price  of  caskets, 
necessitated  by  competition  among  the  grow- 
ing number  of  funeral  homes.  It  also  promotes 
the  organization  of  burial  societies  as  a 
means  of  attaining  simple  and  dignified 
funerals  at  low  cost. 

These  matters  should  concern  us  all  before 
we  discover  that  it  is  later  than  we  think. 

°By  Jessica  Mitford.  Simon  and  Schuster. 


November,  1963 
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Dangerous  and  Misleading  Opposition 

A group  of  physicians,  under  the  name  of  “Physi- 
cians Committee  for  Health  Care  for  the  Aged 
Through  Social  Security,”  has  sent  members  of 
Congress  a pamphlet  in  support  of  H.  R.  3920  and 
S.  880.  This  pamphlet,  which  seeks  to  influence 
members  of  Congress  and  the  public  on  this  legisla- 
tion, contains  misleading  and  inaccurate  statements 
as  well  as  assumptions  unsupported  by  evidence. 

The  very  title  of  the  pamphlet  is  deceptive — “Why 
Physicians  Support  Hospital  Insurance  for  the  Aged 
Through  Social  Security.”  Members  of  Congress  are 
sufficiently  well  informed  to  realize  that  only  a few 
physicians  support  this  legislation.  But  the  title  of  the 
pamphlet  could  well  deceive  many  people  not  so  well 
informed  into  believing  that  the  medical  profession 
favors  the  proposal.  It  seems  reasonable  to  assume 
that  these  words  were  carefully  chosen  in  an  attempt 
to  conceal  the  fact  that  out  of  more  than  271,000 
physicians  in  the  country  only  40  have  expressed  a 
willingness  to  be  identified  with  this  committee  or 
to  become  signatories  to  a pamphlet  of  this  kind. 
The  sentiments  of  this  ultra  liberal  group  are  well 
known  in  medical  circles. 

The  opening  statement  that  “physicians  have  long 
been  concerned  because  the  elderly  of  our  nation 
live  in  fear  of  the  catastrophic  costs  of  hospitaliza- 
tion” is  a blatant  appeal  to  emotionalism. 

Physicians,  more  than  anyone  else  except  the 
aged  themselves,  know,  or  should  know,  that  the 
prospect  of  being  hospitalized  is  of  less  concern  to  the 
majority  of  older  Americans  than  other  aspects  of 
living  during  retirement  years.  This  is  not  to  say 
thev  do  no  reflect  upon  the  possible  economic  con- 
sequences of  illness.  Indeed  they  do,  as  evidenced 
by  the  fact  that  some  60  per  cent  of  the  population 
over  65  now  has  health  insurance  protection.  Nearly 
10  million  aged  have  health  insurance,  a half  mil- 
lion have  incomes  of  $10,000  a year  or  more,  more 
than  two  million  receive  medical  care  under  the 
Old  Age  Assistance  program,  and  more  than  120,000 
a month  avail  themselves  of  the  benefits  of  the  Kerr- 
NI ills  Law.  These  facts  alone  reveal  the  absurdity 
of  the  portrait  of  the  aged  as  a MVz  million  member 
group  of  citizens  perpetually  haunted  by  the  fear 
of  the  cost  of  hospitalization  — not  hospitalization 
itself,  but  its  cost. 

If  these  40  physicians,  most  of  whom  are  asso- 
ciated with  hospitals,  clinics  or  health  care  plans, 
can  say  unequivocally  that  they  know  that  many 
older  people  are  not  receiving  needed  hospital  care 
solely  because  of  financial  fears,  they  must  have 
concrete  evidence  of  it,  including  circumstances  and 
names.  And  if  they  have,  it  is  incredible  that  they 


do  not  provide  these  people  with  the  hospitalization 
they  need  or  call  the  cases  to  the  attention  of 
others  who  will. 

Members  of  this  eommittee,  in  a number  of  in- 
stances such  as  these,  have  made  unqualified  state- 
ments without  benefit  of  supporting  evidence,  or 
have  utilized  the  device  of  selective  statistics  to 
reinforce  their  arguments. 

Health  insurance  and  prepayment  plans  are  in- 
dicated as  inadequate  or  too  costly  for  the  elderly. 
The  physicians  who  attached  their  names  to  this 
pamphlet,  however,  offer  no  standard  for  measuring 
adequacy  and,  if  they  have  one,  do  not  apply  it 
against  policies  the  aged  are  buying.  The  fact  that 
some  10  million  of  the  aged  have  purchased  health 
insurance  would  seem  to  demolish  the  argument  that 
it  is  too  costlv. 

A number  of  false  statements  are  made  about  the 
Kerr-Mills  Act. 

The  pamphlet  describes  the  hospitalization  pro- 
gram proposed  in  H.  R.  3920  and  S.  880  as  insur- 
ance, with  benefits  to  be  paid  as  “a  matter  of  earned 
right.”  Everyone  familiar  with  the  Social  Security 
law  knows  that  current  taxes  pay  current  benefits  and 
that  an  individual’s  payroll  taxes  are  not  set  aside 
for  his  future  benefit. 

One  final  observation  should  be  made.  The  Phy- 
sicians Committee  for  Health  Care  for  the  Aged 
Through  Social  Security  has,  by  submitting  this 
pamphlet  to  members  of  Congress,  become  directly 
engaged  as  an  organization  in  lobbying.  Has  it  com- 
plied with  the  law  and  registered  as  a lobbyist? 

This  is  a pamphlet  with  much  potential  for  harm. 
Physicians  should  be  ready  with  rebuttals  to  the 
erroneous  statements  made  by  a radical  group. 


King-Anderson  Information 

A very  able  and  clear  statement  on  the 
King-Anderson  Bill  appeared  in  the  Congres- 
sional Record  of  August  20,  1963.  It  was  pre- 
sented by  Congressman  Lawrence  J.  Burton 
of  Utah  and  includes  much  detailed  data  as 
well  as  a general  discussion  of  the  proposed 
legislation.  The  South  Carolina  Blue  Cross- 
Blue  Shield  office  has  prepared  a number  of 
copies  for  tree  distribution.  They  may  be  ob- 
tained from  that  office  at  709  Saluda  Avenue, 
Columbia,  South  Carolina,  or  may  be  requested 
through  the  Editor  of  this  Journal. 
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Operation  Hometown 

Dr.  Laurie  Brown,  Charleston,  presented 
the  plan  of  “Operation  Hometown”  to  the 
Coastal  Medical  Society  at  Walterboro  on 
September  19.  Plans  were  made  by  the  So- 
ciety members  to  implement  the  project. 

Dr.  Louis  Jervey  and  Dr.  Rhett  Talbert 
also  presented  the  case  for  Operation  Home- 
town to  the  Woman’s  Auxiliary  of  the  Charles- 
ton County  Medical  Society  on  October  2, 
and  solicited  the  valuable  assistance  of  the 
group. 


Further  presentation  of  “Operation  Home- 
town” was  scheduled  for  the  latter  part  of 
October  or  early  November.  Mr.  Richard 
Nelson  of  the  AMA  and  Mr.  M.  L.  Meadors 
have  already  visited  a number  of  societies  and 
the  plan  at  the  moment  is  that  they  will  give 
an  exposition  of  this  important  activity  to 
the  Medical  Societies  in  Spartanburg,  Green- 
wood, Aiken,  and  Sumter,  within  the  near 
future. 

This  is  an  extremely  important  activity 
which  deserves  the  attention  and  cooperation 
of  all  members  of  the  profession. 


BLUE  CROSS 


BLUE  SHIELD 


A new  program  of  hospital  medical-surgical  bene- 
fits for  full  time  college  students  is  now  being 
offered  by  South  Carolina  Blue  Cross  and  Blue 
Shield.  It  is  a bill  at  home  ( non-group ) contract 
that  costs  only  $24.00  per  calendar  year.  Enrollment 
is  open  at  all  times.  The  only  enrollment  require- 
ments are  the  student  must  be  in  good  health  and 
attending  an  accredited  institution  in  the  State  of 
South  Carolina. 

Essentially  the  benefits  allowed  are  similar  to  those 
offered  to  group  enrollees.  The  student  program 
allows  70  days  of  hospital  care  for  each  admission 
in  ward  accomodations  with  no-limit  on  ancillary 


services.  There  is  no  deductible  on  the  hospital 
benefits.  Surgical  benefits  are  those  of  the  $250.00 
surgical  fee  schedule.  Medical  benefits  are  $4.00 
per  visit  for  70  visits  per  admission  beginning  on 
the  third  day  of  hospital  confinement.  Also  allowed 
are  hospital  benefits  for  emergency  room  and  out- 
patient surgical  care.  Allowances  for  professional  ad- 
ministration of  anesthesia  and  emergency  x-rays  are 
provided  by  Blue  Shield. 

The  program  is  offered  as  a single  ( no-family ) 
contract  and  has  no  provisions  for  obstetrical  or  re- 
lated care.  Married  students  are  permitted  to  enroll. 


Hippocrates 


Novembeh,  1963 
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Medical  College  Described 

In  the  September,  1963,  issue  of  the  International 
Medical  Digest,  published  by  W.  F.  Prior  Company, 
there  is  a historical  account  of  the  development  of 
the  Medical  College  of  South  Carolina.  It  sketches 
the  earlv  days  of  the  college  and  brings  its  progress 
up  to  date. 

In  the  same  publication  there  is  a guest  editorial 
by  the  president,  Dr.  H.  Rawling  Pratt-Thomas, 
which  emphasizes  the  fact  that  the  main  business  of 
the  medical  school  is  to  improve  the  level  of  medical 
care  at  the  patient’s  bedside  and  that  channeling  the 
students’  interests  into  lines  of  research  may  be  a 
diverting  factor.  Dr.  Pratt-Thomas  says  further  that 
the  research  man  has  no  right  to  feel  superior  to  the 
clinician  who  is  just  as  first-rate  a medical  citizen  as 
is  the  researcher. 


Dr.  Smythe  To  Be  Guest  Of 
Medical  College  of  Georgia 

In  the  continuing  education  course  on  “Hyper- 
tension and  its  Complications  ’ scheduled  for  Feb- 
ruary 10-14,  1964,  at  the  Medical  College  of  Georgia, 
Dr.  Cheves  M.  Smvthe,  dean  of  the  Medical  College 
of  South  Carolina,  will  be  one  of  the  members  of  the 
guest  faculty. 


Physician  Needed  At  The  Dispensary, 

U.  S.  Naval  Shipyard,  Charleston 

As  this  issue  of  the  Journal  goes  to  press,  we  have 
received  notice  of  a vacancy  on  the  staff  of  the  Dis- 
pensary. It  is  described  as  follows: 

“This  opening  is  a full  time,  40  hour  a week,  billet. 
However,  it  is  quite  possible  a billet  could  be  filled 
by  two  physicians,  each  working  half  time.  The 
nature  of  the  work  is  that  of  medical  support  of  a 
‘heavy  industry.  This  means  physical  examinations, 
evaluation  of  laboratory  and  x-ray  examinations, 
treatment  of  on-the-job  illnesses  and  injuries  and  first 
care  of  those  injuries  and  illnesses  which  are  non- 
occupational  in  origin. 

“It  will  be  greatly  appreciated  if  you  would  pass 
this  word  along  your  circle  of  acquaintances  and 
give  this  the  widest  publicity.  Any  doctors  who  may 
be  interested  are  urged  to  contact  either  Dr.  John 
P.  Thomas  or  Dr.  Harry  J.  Alvis,  Capt.  Medical 
Corps,  U.  S.  Navy,  by  calling  SH  7-4171,  extension 
2211  or  Dr.  Thomas  at  extension  2308.” 


Educational  TV  For  Nurses 

The  Medical  College  of  South  Carolina  and  the 
South  Carolina  Hospital  Association,  in  conjunction 
with  the  South  Carolina  Educational  Television  Sys- 
tem, will  again  conduct  a series  of  programs  for 
professional  nurses.  The  first  program  on  “Surgical 


Dressings”  was  scheduled  for  October  8.  The  show- 
ings are  planned  for  3:45  to  5:30  p.  m.  and  from 
6:15  to  8:00  p.  m.  Later  programs  will  be  on: 

1.  “Urethral  Catheters”  on  Tuesday,  December 
10,  1963. 

2.  “Care  of  the  Whole  Patient — Psychological 
Aspects”  on  Tuesday,  February  11,  1964. 

3.  “Care  of  the  Whole  Patient — Part  II”  on  Tues- 
day, April  14,  1964. 


AAP  Postgraduate  Courses 

The  American  Academy  of  Pediatrics  will  sponsor 
three  postgraduate  courses  in  pediatrics  this  winter 
and  spring.  They  are:  Advances  in  Diagnosis  and 
Treatment,  December  9-11,  given  by  Drs.  R.  Can- 
non Elev  and  Charles  Janeway  at  the  Children’s  Hos- 
pital Medical  Center,  Boston;  Diseases  Common  to 
Animals  and  Children,  February  17-21,  1964,  con- 
ducted by  Dr.  Ralph  V.  Platou  at  Tulane  University 
School  of  Medicine;  and  The  Premature  Infant, 
March  19-21,  1964,  conducted  by  Dr.  William  A. 
Silverman  at  Babies  Hospital,  Columbia  University. 


Dr.  Parramore  Opens  Office 

Dr.  Redden  L.  Parramore,  Jr.  has  opened  offices 
at  Suite  201,  Medical  Arts  Building,  65  Gadsden 
St.,  Charleston.  His  practice  will  be  limited  to  dis- 
eases and  surgery  of  the  ear,  nose  and  throat. 


Dr.  W.  S.  Hall  Elected 

Dr.  William  S.  Hall,  superintendent  of  the  State 
Hospital,  has  been  named  president-elect  of  the 
National  Association  of  Medical  Superintendents  of 
Mental  Hospitals. 

Dr.  Hall  will  assume  the  presidency  next  Septem- 
ber. His  election  took  place  at  the  recent  annual 
meeting  of  the  association  in  Cincinnati,  Ohio. 

He  is  a past  president  of  the  Southeastern  Society 
of  Neurology  and  Psychiatry  and  of  the  South  Caro- 
lina District  Branch  of  the  American  Psychiatric- 
Association. 


Dr.  McAlpine  To  Head  TB  Association 

Dr.  J.  C.  McAlpine,  who  was  currently  serving  as 
vice  president  of  Marlboro  County  Tuberculosis  Asso- 
ciation, will  fill  the  unexpired  term  of  Dr.  I.  M.  Bag- 
nal. 


Dr.  McCuen  Takes  Washington  Post 

Dr.  W.  C.  McCuen,  Easley  physician,  has  turned 
his  medical  practice  over  to  an  associate  and  taken 
a position  in  Washington  with  the  government. 

He  will  be  serving  as  a medical  analyst,  in  a 
civilian  post  with  a federal  agency. 
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Cancer  Center  Slated 

Construction  on  a 2%  million  dollar  addition  to 
Baptist  Hospital  in  Columbia  is  moving  along  ahead 
of  schedule  and  the  new  wing  is  expected  to  be  in 
full  operation  by  March  1,  1964.  The  addition  will 
add  120  new  beds  and  provide  what  Administrator 
William  A.  Boyce  calls  the  most  modern  x-ray  de- 
partment in  South  Carolina.  More  than  $200,000  will 
be  spent  on  new  equipment  for  the  department,  in- 
cluding the  only  cobalt  unit  in  South  Carolina  for 
the  treatment  of  cancer. 


Dr.  Jowers  Appointed 

Dr.  Lawrence  V.  Jowers  of  Columbia  has  been  ap- 
pointed a member  of  the  State  Board  of  Examiners 
for  Nurses. 


Dr.  Douglas  Owens  To  Practice  With 
Dr.  Walker 

Dr.  Douglas  C.  Owens,  a native  of  Easley,  will  be 
associated  with  Dr.  Theron  Walker  in  the  practice 
of  general  medicine  in  Greer. 

Dr.  Owens  received  his  pre-medical  education  at 
Furman  University  and  was  graduated  from  the 
Medical  College  of  South  Carolina  in  the  class  of 
I960.  He  interned  at  Greenville  General  Hospital  and 
for  the  past  two  years  has  served  in  the  armed  forces 
and  was  stationed  at  Fort  Carson,  Colo. 


Dr.  Ferrara  Moves 

Dr.  Bernard  E.  Ferrara  terminated  his  practice  of 
surgery  in  Charleston  on  September  30,  1963,  and 
has  entered  the  private  practice  of  surgery  in  asso- 
ciation with  Dr.  Paul  Geritv  of  New  London,  Conn. 


Florida  Postgraduate  Seminar 

The  University  of  Miami  and  University  of 
Florida  Schools  of  Medicine  will  sponsor  the  First 
Annual  Postgraduate  Seminar  in  Anesthesiology  to 
be  held  in  Miami  Beach,  Florida  on  January  5-8, 
1964.  The  theme  for  the  seminar  is  “The  Cardio- 
vascular System”  and  the  program  will  consist  of 
five  panel  discussions.  Additional  information  may 
be  obtained  by  writing:  Frank  Moya,  M.  D.,  Profes- 
sor and  Chairman,  Department  of  Anesthesiology, 
University  of  Miami  School  of  Medicine,  Jackson 
Memorial  Hospital,  Miami  36,  Florida. 


St.  Matthews  Adds  Fluoride 

The  town  of  St.  Matthews  made  a progressive  step 
forward  on  August  7 when  fluoride  was  added  to 
its  public  water  supply. 

This  was  accomplished  through  efforts  of  the 
county  health  department,  State  Board  of  Health, 
local  dentists  and  physicians,  the  Water  Works 
Commission,  and  City  Council. 


Dr.  Elliott  Opens  Office  In  Columbia 

Dr.  Ronald  James  Elliott  has  opened  an  office  at 
1718  Marion  St.  for  the  practice  of  general  medi- 
cine. 


Dr.  Elliott  has  recently  returned  from  California 
where  he  completed  a tour  of  duty  as  lieutenant  with 
the  U.  S.  Navy.  Prior  to  being  called  into  service  in 
April,  1962,  he  had  been  in  private  practice  at  1412 
Bull  St. 

A native  of  Columbia,  Dr.  Elliott  attended  the 
Columbia  city  schools  and  in  June,  1955,  was  gradu- 
ated with  honors  from  the  University  of  South  Caro- 
lina with  a B.  S.  degree  in  chemistry. 


“AMA  Guides  to  the  Evaluation  of 
Permanent  Impairment — 

The  Central  Nervous  System” 

This  guide,  like  all  the  others  in  the  series,  has 
been  designed  primarily  for  use  by  physicians.  The 
guides  are,  however,  of  interest  and  use  to  all  con- 
cerned with  the  medical,  administrative  or  judicial 
aspects  of  programs  for  the  disabled. 

A limited  number  of  copies  of  the  guides  may  be 
obtained,  without  charge,  upon  written  request  to 
the  Committee  on  Medical  Rating  of  Physical  Impair- 
ment, 535  North  Dearborn  Street,  Chicago  10, 
Illinois,  60610. 

MEDICAL  TELEVISION 

Thursday  and  Friday,  December  5th  and 
6th,  1963,  8-9:30  P.  M.  On  South  Carolina’s 
Educational  Television  Network. 

PERIPHERAL  VASCULAR  DISEASE 

Panel: 

Guest  Speaker 
Dr.  E.  A.  Hines,  Jr. 

Consultant,  Internal  Medicine 
Veterans  Administration  Hospital 
Oteen,  North  Carolina 
Dr.  J.  Manly  Stallworth 
Dr.  Donald  E.  Saunders,  Jr. 

Dr.  Dale  Groom,  Moderator 
Produced  by  the  Division  of  Postgraduate  Ed- 
ucation of  the  Medical  College  of  South 
Carolina  in  collaboration  with  the  ETV  Staff 
through  a grant  from  Merck  Sharp  & Dohme 
Postgraduate  Program. 


Seventh  District  Medical  Association 

The  Seventh  District  Medical  Association  met 
at  President  A.  C.  Bozard’s  cottage,  Lake  Marion 
on  Santee,  September  26.  Speakers  were  Dr. 

Robert  M.  Paulling,  Dr.  R.  Randolph  Bradham 
and  Dr.  John  F.  Buse.  all  of  Charleston. 


Medical  Speakers 

Dr.  George  S.  Croffead  of  Charleston  recently 
addressed  the  annual  meeting  of  the  South  Caro- 
lina Industrial  Nurses  Association  on  “Eye 
Injuries  in  Industry.”  . . . Dr.  John  C.  Hawk,  Jr., 
director  of  the  cancer  clinic  of  the  Medical  Col- 
lege of  South  Carolina,  discussed  the  “Cancer 
Picture  in  Charleston  County”  at  the  annual 
meeting  of  the  Charleston  County  Unit  of  the 
American  Cancer  Society  in  September. 
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York  General  Hospital  To  Launch  Program 
of  Nuclear  Medicine 

York  General  Hospital  will  soon  launch  a program 
of  nuclear  medicine,  including  radiological  treatment 
of  cancer. 

Final  licensing  of  doctors  by  the  Atomic  Energy 
Commission  will  signal  the  start  of  the  program. 

The  new  program  will  make  the  most  modern 
treatment  and  diagnostic  services  available  to  resi- 
dents of  the  county. 


Pee  Dee  Polio  Campaign 

The  Pee  Dee  Medical  Society  is  sponsoring  a 
mass  Stop  Polio  Campaign  in  13  counties.  The 
campaign  began  in  October  and  will  run  for  three 
well  spaced  Sundays,  during  which  all  three  types 
of  Sabin  oral  polio  vaccine  will  be  administered  in 
25  clinics. 


New  X-Ray  Wing  Opened 

The  new  X-Ray  wing  of  the  Bamberg  County 
Memorial  Hospital  has  been  completed  and  was 
opened  September  2.  There  will  be  a radiologist  at 
the  hospital  three  days  a week,  Drs.  S.  H.  Prather, 
J.  D.  Grant,  and  E.  C.  Crisler,  of  Augusta,  having 
been  engaged. 


Doctor-Lawyer  Meeting 

The  annual  Doctor-Lawyer  get  together  hosted  by 
the  Marion  County  Medical  Association  was  held 
September  17th.  Guest  speaker  was  Mr.  Robert  Figg, 
dean  of  the  Law  School  of  the  University  of  South 
Carolina. 


Federal  Aid  to  Medical  Schools 
and  Students 

The  federal  government  has  a new  $235  million 
program  that  will  provide  financial  aid  for  construc- 
tion of  medical  schools  and  loans  to  medical  students. 

The  Senate  in  mid-September  passed  by  a vote  of 
71  to  9 the  Administration’s  medical  education  bill 
in  the  identical  form  that  the  House  had  approved 
it  earlier.  President  Kennedy  promptly  signed  it  into 
law. 

Before  approving  the  bill,  the  Senate  rejected  by 
a 43  to  39  vote  an  amendment  that  would  have  for- 
given part  of  the  loan  to  a student  if,  after  gradua- 
tion, he  practiced  in  an  area  where  there  was  a 
shortage  of  doctors.  The  Senate  also  voted  down,  63 
to  18,  a proposal  that  would  have  knocked  out  loans 
to  students. 

The  bill  authorizes  a three-year,  $175  million 
matching  grant  program  for  the  construction,  re- 
placement, or  rehabilitation  of  accredited  public  or 
nonprofit  teaching  facilities  for  the  training  of  phy- 
sicians, dentists,  pharmacists,  optometrists,  podia- 
trists, nurses,  or  professional  public  health  personnel. 
A grant  can  not  exceed  66-2  /3  per  cent  of  the  cost 
of  construction  for  new  schools  or  new  facilities  at 
existing  schools. 

The  new  law  authorizes  a loan  program,  patterned 


after  the  National  Defense  Education  Act,  for  full- 
time students  in  schools  of  medicine,  dentistry  or 
osteopathy. 


Dr.  Valverde  To  Locate  In  Ruby 

Dr.  Michael  Valverde  has  begun  the  practice  of 
medicine  in  Ruby.  Doctor  Valverde  was  born  in 
San  Juan,  Ecuador,  Province  of  Chimborazo  and 
graduated  from  Central  University  in  Quito,  Ecua- 
dor, practiced  medicine  at  St.  Joseph  Hospital, 
Tampa,  Florida;  served  his  internship  at  Riverside 
Hospital,  Newport  News,  Virginia,  was  a resident  at 
Garfield  Memorial  Hospital,  Washington,  D.  C. 


VA  Hospital  Adds  Three  To  Professional 
Staff 

Three  new  additions  to  the  professional  staff  were 
announced  by  Dr.  Chalmer  Davee,  director  of  the 
Veterans  Administration  Hospital. 

Dr.  Davee  said  Dr.  Ernest  J.  Wohler  and  Dr. 
James  F.  Connally  have  joined  the  hospital  as  staff 
surgeons  and  Dr.  Robert  J.  Bernucci  as  psychiatrist. 

A native  of  Norwood,  Mass.,  Dr.  Wohler  received 
his  medical  degree  from  Tufts  University.  He  was 
certified  bv  the  American  Board  of  Surgery  in  1961 
and  served  in  the  U.  S.  Army  Medical  Corps  from 
1960  until  his  appointment  with  the  VA. 

Dr.  Bernucci  is  a native  of  New  York  City.  He 
received  his  medical  degree  from  Wayne  State  Uni- 
versity of  Medicine  in  Detroit.  He  was  engaged  in 
private  practice  and  served  in  the  U.  S.  Army  Medi- 
cal Corps. 

Dr.  Connally,  of  Toronto,  Canada,  received  his 
medical  degree  from  Ottawa  University.  He  was 
engaged  in  private  practice  in  Ottawa  until  his  pres- 
ent appointment. 


Henry  Ross  Memorial  Planned 
By  His  Friends 

A Henry  Ross  Memorial  is  being  planned  by  friends 
of  the  late  Dr.  Henry  Ross  of  Greenville. 

For  years  Dr.  Ross  was  closely  connected  with  St. 
Francis  and  authorities  there  have  given  their  per- 
mission for  the  designation  of  this  memorial  in  the 
new  structure  which  they  expect  to  build  in  the  near 
future. 

A Henry  Ross  Memorial  Fund  Committee  has 
been  formed  and  it  will  receive  contributions  from 
friends  of  the  late  surgeon.  They  may  be  sent  to 
P.  O.  Box  1449,  Greenville. 

The  committee  is  composed  of  Dr.  Joe  E.  Crosland, 
Dr.  Jack  Parker,  Dr.  C.  N.  Wyatt,  Sapp  Funderburk, 
J.  Mason  Alexander,  Dr.  J.  K.  Webb  and  Dr.  Charl- 
ton Armstrong. 


Dr.  Boykin  Opens  Office  In  Lancaster 

Dr.  J.  A.  Boykin  has  announced  the  opening  of  an 
office  in  Lancaster  for  the  practice  of  medicine  and 
surgery  and  sub-specialty  in  ear,  nose  and  throat. 

A native  of  Lancaster,  he  received  the  B.  S.  and 
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M.  S.  degrees  from  South  Carolina  State  College  in 
Orangeburg. 

He  graduated  from  the  School  of  Medicine  at  Har- 
vard University’  in  1960  and  completed  his  intern- 
ship at  Freedmen’s  Hospital.  He  also  completed  two 
years  of  otolaryngology. 

A member  of  the  medical  staff  at  Marion  Sims 
Memorial  Hospital,  Dr.  Boykin’s  office  is  located 
at  403  East  Gay  Street. 


Constructive  Action 

Constructive  Action,  Inc.,  offers  a service  sup- 
plying medical  offices  with  educational  materials 
which  will  alert  the  public  to  socialist  and  com- 
munist inroads  on  American  principles  and  in- 
stitutions. The  materials  include  books,  maga- 
zines, pamphlets,  newsletters  and  newspapers 
supplied  at  regular  intervals. 

This  is  a nonprofit  corporation  formed  for  ed- 
ucational purposes.  The  fees  are  moderate.  In- 
formation may  be  obtained  from  Constructive 
Action,  Inc.,  Chamber  of  Commerce  Building.  701 
East  Whittier  Boulevard,  Whittier,  Calif. 


Project  Outlined  For  Spartanburg  Hospital 

A two-phase  construction  program  calling  for 
two  new  wings  and  other  additions  at  Spartanburg 
General  Hospital  has  been  recommended  to  the 
Hospital  Board  of  Trustees. 

Cost  of  the  long-range  development  plans  is  esti- 
mated at  $6%  million  by  Jacque  B.  Norman,  hos- 
pital consultant. 


Dr.  W.  Springs  Opens  Office 

Bishopville  has  obtained  the  services  of  another 
doctor. 

William  Boyd  Springs,  M.  D.  has  arrived  and  is  in 
the  process  of  opening  his  office  for  the  practice  of 
general  medicine. 

Dr.  Springs  comes  to  Bishopville  from  a tour  of 
duty  in  the  United  States  Army  where  he  served 
with  the  Army  Medical  Corps  in  Munich,  Germany. 
Dr.  Springs  is  a native  of  Florence  and  was  grad- 
uated from  The  Citadel  and  obtained  his  degree 
in  medicine  from  the  Medical  College  of  South 
Carolina. 


Retail  Prescription  Drug  Prices  Down 


1958  1959  1960  1961  1962 


Consumers  are  paying  consistently  lower  prices  for 
prescription  drugs,  while  the  cost  of  living  generally  con- 
tinues to  rise,  U.  S.  government  figures  show.  A comparison 
of  relail  drug  prices  with  the  prices  of  food  and  with  all 
commodities  for  the  past  five  years  shows  that  drug  prices 
began  to  drop  in  1 960  and  have  continued  downward  ever 
since,  reaching  a new  low  at  the  end  of  1962.  Other  prices 
have  followed  an  upward  trend  over  the  same  period. 
(Source:  U.  S.  Bureau  of  Labor  Statistics,  Consumer  Price 
Index.  Base,  1957-59  = 100.  Distributed  by  Pharmaceuti- 
cal Manufacturers  Association.) 
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Dr.  Bozeman  Opens  Office 

Dr.  R.  Freeman  Bozeman  has  opened  offices  in 
Myrtle  Beach  for  the  practice  of  obstetrics  and  gyne- 
cology and  has  joined  the  staff  of  the  Ocean  View 
Memorial  Hospital. 


Fellowship  Grant — Medical  College  of  S.  C. 

Dr.  William  A.  Cook,  of  Charleston,  is  one  of  the 
23  young  physicians  who  has  received  a fellowship 
to  prepare  for  research  in  tuberculosis  and  other 
respiratory  diseases  during  the  current  academic 
year.  The  fellowship  has  been  awarded  by  the 
National  Tuberculosis  Association  and  is  being  co- 
sponsored by  several  Palmetto  State  local  TB  asso- 
ciations. The  project  started  at  the  Medical  College 
in  July,  1962. 

Dr.  Cook,  a surgeon  and  researcher  in  pulmonary 
diseases,  is  investigating  heart,  respiratory  system, 
and  vascular  responses  to  injury  and  infection. 
The  fellowship  is  supported  by  Christmas  Seal  Funds. 
Dr.  Cook,  a native  of  Wisconsin,  will  pursue  his 
studies  and  research  in  the  Medical  College  Hos- 
pital, Charleston,  South  Carolina. 


EVERY  GOOD  GUY 


GIVES  THE 
UNITED  WAY 


The  Coastal  Medical  Society  met  Thursday, 
October  17  at  Walterboro.  The  speaker  was  Dr. 
Redden  L.  Parramore,  Jr.  on  the  subject  of  Ear 
Surgery. 


Tax-Deferred  Pension  Plan 

The  American  Medical  Association,  taking  ad- 
vantage of  a new  federal  law,  has  created  a retire- 
ment program  for  qualified  physician  members  of 
the  AMA  and  their  full-time  employees. 

The  program  was  made  possible  under  provisions 
of  Public  Law  87-792,  which  passed  Congress  as 
the  Keogh  Bill  and  was  signed  into  law  October  10, 
1962. 

This  law  permits  everyone  who  is  self-employed 
to  use  a portion  of  his  earned  income  to  participate 
in  a tax-deferred  pension  program.  The  tax-defer- 
ment privilege  had  previously  been  extended  to  em- 
ployees of  corporations,  associations  and  other  or- 
ganizations but  had  been  denied  to  the  self-employed 
prior  to  enactment  of  the  new  law. 

The  physician,  or  other  self-employed  individuals, 
now  may  set  aside  in  a qualified  retirement  program 
up  to  $2,500  or  10  per  cent  of  his  annual  earned 
income,  whichever  is  smaller,  and  defer  payment  of 
federal  income  taxes  on  half  of  this  pension-program 
contribution  until  he  receives  the  benefits. 

The  individual,  however,  must  provide  propor- 
tionate benefits  to  all  of  his  full-time  employees  who 
have  worked  for  him  for  at  least  three  years.  He  may 
include  all  his  full-time  employees  regardless  of 
length  of  service.  His  contributions  for  the  benefit 
of  his  employees  are  fully  deductible.  A full-time 
employee  is  one  who  works  at  least  20  hours  a week 
and  at  least  5 months  of  the  year. 

If  the  self-employed  individual,  for  example,  sets 
aside  5 per  cent  of  his  own  net  earnings,  he  is  re- 
quired to  contribute  on  behalf  of  his  employees  an 
amount  equal  to  5 per  cent  of  their  salaries.  If  his 
own  contribution  is  10  per  cent,  he  must  contribute 
the  equivalent  of  10  per  cent  of  his  employees’  sal- 
aries. 

If  a plan  provides  for  voluntary  contributions  for 
all  participants,  the  employer  also  may  then  enlarge 
his  program  with  an  additional  contribution  up  to 
10  per  cent  of  his  earnings  to  a maximum  of  $2,500. 
This  additional  money  is  non-deductible.  The  em- 
ployee is  also  privileged  to  contribute  additional 
funds  to  the  program  for  himself  at  the  same  rate 
used  by  his  employer.  However,  the  employee  is 
not  subject  to  the  dollar  limitations. 

Under  the  AMA  program,  the  physician  and  his 
employees  will  have  the  choice  of  investing  their 
contributions  in  an  equity  investment  fund  or  in 
insurance  annuities  or  in  both.  If  both  are  chosen, 
the  participant  will  designate  the  amount  of  his 
contribution  to  be  invested  in  each. 

The  equity  fund  will  be  used  to  purchase  stocks, 
real  estate,  mortgages  and  similar  securities  through 
a national  bank  serving  as  trustee  for  the  fund. 
Contributions  for  insurance  annuities  will  be  placed 
with  major  insurance  companies  at  a guaranteed 
interest  rate.  Participants  in  the  AMA  program  in- 
vesting in  annuities  will  also  share  in  excess  profits 
earned  by  the  insurance  companies. 
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The  program  will  be  managed  by  an  administrative 
board  composed  of  the  executive  committee  of  the 
AMA  Board  of  Trustees. 

AMA  officials  said  the  association’s  retirement  plan 
will  provide  advantages  of  diversity  of  investment, 
with  attendant  factors  of  safety  and  the  possibility 
of  long-term  growth,  coupled  with  annuity  insur- 
ance. A variety  of  investments  will  be  open  to  the 
plan  which  are  not  readily  available  to  the  individ- 
ual. 

Participants  will  also  benefit  from  low  cost  result- 
ing from  mass  buying  and  the  availability  of  basic 
records  at  the  AMA.  In  addition,  officials  said,  the 
AMA  plan  offers  mobility,  which  may  not  be  avail- 
able in  other  retirement  plans.  Many  plans  are  re- 
stricted to  the  participant’s  locality  and  when  he 
moves  from  the  area,  he  is  dropped  from  the  plan. 
Under  the  AMA  plan,  however,  a member  can  re- 
locate anywhere  in  the  world  and  retain  his  member- 
ship in  the  plan  so  long  as  he  remains  self-employed 
and  a member  of  the  AMA  and  keeps  his  United 
States  citizenship. 


Auxiliary  Urged  To  Join  SCALPEL 

Members  of  the  executive  board  of  the  Woman’s 
Auxiliary  of  the  South  Carolina  Medical  Association 
at  a fall  meeting  in  Greenville  were  urged  to  keep 
informed  and  to  use  their  influence  in  legislative 
matters  and  to  join  SCALPEL,  a medical  political 
organization. 

The  theme  of  the  organization,  “Serve  and  Com- 
municate,” was  emphasized  by  reports  which  showed 
accomplishments  of  the  past  year  and  the  proposed 
continuation  and  broadening  of  these  projects  for 
the  coming  year. 

Mrs.  Ralph  P.  Baker,  president,  presided  at  the 
meeting  and  Dr.  Robert  Wilson  of  Charleston,  presi- 
dent of  the  South  Carolina  Medical  Association, 
spoke  at  a luncheon  after  the  morning  session. 


Cades  Native  Joins  Hemingway  Hospital 

Dr.  James  E.  NlcFadden,  Jr.  has  joined  the  staff 
of  Johnson  Memorial  Hospital  to  assist  Dr.  W.  Ellis 
Bryant. 

Dr.  NlcFadden  is  the  son  of  Dr.  and  Mrs.  James 
E.  McFadden,  Sr.,  originally  of  Cades,  and  now 
living  in  Lake  City. 

He  is  a graduate  of  the  University  of  South  Caro- 
lina and  received  a degree  in  pharmacy  and  pre- 
med.  He  became  a registered  pharmacist  and  worked 
in  Lake  City  for  one  year. 

Not  being  satisfied  as  a pharmacist,  he  entered  the 
Medical  College  of  Charleston  for  further  study  of 
medicine. 

He  interned  at  the  Greenville  General  Hospital. 


Dr.  Bailes  Elected 

Dr.  Charles  Bailes  of  Anderson  was  elected  presi- 
dent of  the  Piedmont  Post-Graduate  Clinical  As- 
sembly as  the  28th  annual  two-day  event  was  con- 
cluded. 

Dr.  Vivian  Merchant  of  Anderson  was  elected 


executive  vice  president,  succeeding  Dr.  John  B. 
Martin,  Jr.,  also  of  Anderson,  where  the  County  Med- 
ical Society  sponsors  the  annual  seminar  for  area 
physicians  featuring  panels  of  medical  authorities  and 
providing  eight  credit  hours  in  the  American  Acad- 
emy of  General  Practice. 

Vice  presidents  elected  were  Dr.  Bruce  Schaeffer 
of  Toccoa,  Ga.,  and  Dr.  John  C.  Muller  of  Green- 
ville, replacing  Dr.  Robert  C.  Brownlee,  Jr.  of  Green- 
ville and  Dr.  J.  A.  White  of  Easley. 

Reelected  were  Dr.  Charles  Barnett  of  Clemson, 
registrar,  and  Dr.  Warren  White  of  Anderson,  secre- 
tary-treasurer. 

Dr.  Wilson  Addresses  Physicians 

Dr.  Robert  Wilson  addressed  the  Charleston 
County  Medical  Society  at  their  October  meeting. 

“The  Program  of  the  South  Carolina  Medical  Asso- 
ciation” was  the  topic  of  Dr.  Wilson’s  speech. 

Dr.  Wilson,  an  active  member  of  the  county  medi- 
cal society,  is  president  of  the  South  Carolina  Medi- 
cal Association.  A native  of  Charleston,  he  is  a grad- 
uate of  the  Medical  College  of  South  Carolina 
and  Princeton  University. 

Symposium  On  Scintiscanning 

On  January  30-31,  1964  a Symposium  on  Scinti- 
scanning in  Clinical  Medicine  will  be  held  in 
Winston-Salem,  N.  C.  sponsored  by  the  Department 
of  Radiology  of  the  Bowman  Gray  School  of  Medi- 
cine. 

Subjects  to  be  covered  will  include  the  physical, 
electrical  and  pharmacologic  principles  of  organ 
scanning  as  well  as  specific  discussions  of  brain,  thy- 
roid, parathyroid,  heart,  lung,  liver,  spleen,  kidney 
pancreas  and  bone  scanning. 


Registration  will  be  limited  to  200.  For  details 
write  to  J.  L.  Quinn,  III,  M.  D.,  Nuclear  Medicine, 
Bowman  Gray  School  of  Medicine,  Winston-Salem 
7,  N.  C. 


Study  of  Hodgkin’s  Disease 

The  cooperation  of  physicians  is  requested  in  a 
study  of  Hodgkin’s  disease  being  conducted  by  the 
National  Cancer  Institute’s  Medicine  Branch,  at  the 
Clinical  Center,  National  Institutes  of  Health,  Beth- 
esda,  Maryland. 

Particularly  desired  are  patients  who  have  had 
no  previous  treatment,  or  minimal  prior  treatment, 
for  their  Hodgkin’s  disease.  All  clinical  stages  of 
biopsy-proven  disease  are  acceptable.  The  major 
purpose  of  the  study  is  to  determine  the  therapeutic 
effect  of  combination  chemotherapy  and  X-irradia- 
tion. 

Physicians  who  wish  to  have  their  patients  con- 
sidered for  the  study  should  phone  or  write  to: 

Vincent  DeVita,  M.  D.,  Medicine  Branch, 
National  Cancer  Institute,  National  Insti- 
tutes of  Health,  Bethesda,  Md.  20014,  Tele- 
phone: 49-64251  (Area  code  301) 
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Child  Study  In  Charleston 

A Public  Health  Service’s  Health  Examination 
Survey  will  visit  the  Charleston  area  to  examine  a 
sample  of  the  chi'd  population  (ages  6 through  11 
years)  during  a 4-week  period  beginning  November 
26  and  ending  December  21. 

The  health  examinations  are  part  of  a nationwide 
sampling  study  of  children. 

The  children  to  be  examined  in  the  Charleston 
County  area  will  be  chosen  by  a scientific  sampling 
process  from  the  entire  6-through-l  1-year  population 
Only  about  180  to  190  children  will  be  selected  in 
the  sample  in  this  area. 

Examinations  will  be  given  in  the  Health  Survey’s 
mobile  examination  center,  which  will  be  brought  to 
the  Charleston  area  on  November  24  and  set  up  in 
a convenient  location. 

The  Health  Examination  Survey  of  children  is  de- 
signed to  collect  data  primarily  on  growth  and  de- 
velopment. The  health  examination  is  not  intended 
as  a screening  procedure;  referral  for  diagnosis  is  not 
made.  The  fact  that  the  examination  is  not  complete 
and  is  not  a substitute  for  a visit  to  one’s  own  physi- 
cian and  dentist  is  stressed  with  the  parents  of  each 
child  examined.  A report  of  findings  will  be  sent 


to  the  child’s  physician  and  dentist  when  the  parent 
requests  that  this  be  done. 


Physician  Speakers 

Dr.  Frank  R.  Wrenn,  Greenville,  was  a speaker 
at  a two-dav  Southeastern  Claim  Executives  Associa- 
tion fall  workshop  in  Charleston,  October  17.  . . . Dr. 
John  J.  Kane,  Professor  of  Radiology  from  the  Medi- 
cal College  Hospital,  Charleston,  was  guest  speaker 
for  the  October  meeting  of  the  Pee  Dee  Medical 
Association  held  in  Florence. 


Doctors  and  Clergy 

Ministers  and  physicians  from  throughout  the 
Pee  Dee  Area  convened  in  Florence,  October  29th, 
for  a conference  on  religion  and  medicine,  sponsored 
by  the  Florence  County  Association  for  Mental 
Health,  the  Florence  County  Medical  Society  and 
the  Florence  Pastors’  Conference.  The  topic  of  the 
program  was:  The  Physician,  The  Clergy,  and  the 
Whole  Man. 


Robert  A.  Brown,  Jr.,  M.  D.  announces  the  re- 
moval of  his  offices  to  10  Sumner  Street,  Greenville, 
South  Carolina. 

Practice  limited  to  ophthalmology. 


Deaths 


DR.  A.  B.  WHITAKER 

Dr.  Andrew'  Burnet  Whitaker,  58,  retired  physician 
and  surgeon  of  Camden,  died  at  his  residence 
September  16,  1963. 

Dr.  Whitaker  was  born  in  Camden,  December  4, 
1905.  He  was  graduated  from  the  College  of 
Charleston  and  the  Medical  College  of  South  Caro- 
lina. He  began  practicing  medicine  in  1931.  He 
interned  in  New  York  City  from  1931  to  1934.  Dr. 
Whitaker  volunteered  for  the  U.  S.  Naval  Reserve 
Medical  Corps  Reserve,  in  December  1941.  He  went 
on  active  duty  July  1942,  and  attended  the  school 
of  aviation  in  Pensacola,  Fla.  He  became  an  instruc- 
tor at  the  Naval  Air  Station  in  Pensacola,  then  served 
with  the  Pacific  Fleet  aboard  several  battle  carriers 
with  Squadron  70  Fighter  and  Torpedo  Group  of 
the  Third  Fleet.  He  attended  the  Japanese  surrender 
in  Tokyo  Bay.  He  was  discharged  to  Naval  Reserve 
in  active  duty  in  February  1946  and  returned  to 
private  practice  in  Camden  last  year.  In  1952,  he  re- 
tired from  practice  due  to  ill  health. 

Dr.  Whitaker  was  a member  of  the  ATO  social 


fraternity  and  a member  of  the  Theta  Kappa  Phi 
medical  fraternity. 


DR.  HENRY  ROSS 

Dr.  Henry  F.  Ross,  52,  of  2 Bennett  St.,  Green- 
ville, physician  and  surgeon,  died  September  23. 

Born  at  Fork  Shoals,  he  was  a son  of  the  late 
Dr.  W.  A.  Ross  and  Mary  Ellen  Scott  Ross. 

He  was  a graduate  of  Wofford  College  and  the 
Medical  College  of  South  Carolina.  Dr.  Ross  did 
his  internship  at  Greenville  General  Hospital  and 
his  residency  at  St.  Francis  Hospital.  He  did  his 
residency  in  surgery  at  Poly  Clinic  Hospital  in  New 
York. 

Dr.  Ross  had  practiced  medicine  for  the  past  27 
years. 

Dr.  Ross  was  a member  and  past  president  of  the 
Greenville  Medical  Society  and  a member  of  the 
South  Carolina  Medical  Association.  He  had  served 
as  chief  of  staff  at  Greenville  General  Hospital  and 
St.  Francis  Hospital,  and  was  a past  president  of 
the  Alumni  Association  of  the  Medical  College  of 
South  Carolina. 
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THE  SCHOOL  HEALTH  COMMITTEE 

JOHN  R.  PAUL,  JR. 
Charleston,  S.  C. 


In  recent  years  School  Health  Committees  have 
been  appointed  bv  many  organized  general  medical, 
or  pediatric  groups  at  local,  state,  and  national 
levels.  The  purpose  for  establishment  of  these  has 
been  to  provide  a medium  for  liaison  and  action  by 
the  various  organized  medical  groups  in  relation  to 
schools  and  official  or  other  educational  associations. 
There  has  been  a joint  committee  of  the  AMA  and 
the  NEA  established  for  this  purpose  for  over  50 
years.  This  joint  commission  has  rendered  signal  con- 
tributions, and  a very  large  part  of  the  present  knowl- 
edge of  modem  techniques  for  collaboration  between 
physicians  and  educators,  and  a very  large  volume  of 
the  authoritative  literature  on  this  subject  has 
emanated,  either  directly  or  indirectly  from  the  work- 
ings of  this  commission.  Joint  health  and  education 
commissions  exist  in  many  states,  and  these  are 
usually  composed  of  officials  of  the  state  health  de- 
partments, and  state  departments  of  education.  These 
official  committees  have  also  been  responsible 
through  the  years  for  developing  many  currently 
effective  school  health  plans  and  programs.  Because 
the  make-up  of  these  commissions  or  joint  com- 
mittees consists  of  state  employees,  and  because  they 
do  not  actually  speak  for  organized  medicine  in  the 
free  practice  of  medicine,  but  rather  must  function 
at  the  pleasure  of  the  governors  and  legislatures, 
their  perspective  has  not  always  been  as  broad  or  as 
imaginative  as  one  might  hope.  Despite  this,  in  the 
vast  majority  of  states  it  is  these  official  groups  which 
make  school  health  policies  and  put  them  into  prac- 
tice, utilizing  private  practitioners  and  medical  so- 
cieties’ school  health  committees  in  an  advisory 
capacity  or  recruiting  individual  doctors  on  a grass 
roots  level  to  conduct  specific  clinics,  screenings,  or 
other  circumscribed  functions  on  a voluntary  basis, 
or  for  a stipend. 

School  health  committees  exist  in  only  a small  per- 
centage of  the  county  medical  societies  throughout 
the  country.  By  and  large  they  have  come  into  being 
because  a state  school  health  committee  has  urged 
the  chairman  of  the  local  medical  society  to  appoint 
a committee.  The  school  health  committees  of  state 
medical  associations,  or  state  chapters  of  the  AAP, 
in  turn  have  come  into  being  because  the  AMA  or 
AAP  has  urged  creation  of  these  groups  from  a 
national  level.  Many  of  the  school  health  committees 
on  the  state  or  local  levels  carry  out  many  very 
effective  school  health  activities.  When  this  happens, 
it  is  because  one  or  more  appointees  to  the  com- 
mittee have  been  able  to  catch  the  inspiration  and 
vision  of  the  great  opportunity  which  the  medical 
profession  has  for  service  in  this  field.  These  inspired 
physicians  have  taken  the  opportunity  to  inform 
themselves  about  this  very  broad  field,  and  they 
have  gone  to  work.  Because  of  lack  of  inspiration  or 


cooperation,  or  because  this  has  waned,  many  com- 
mittees that  once  worked  effectively  now  exist  in 
name  only,  or  have  been  disbanded. 

Specific  objectives  of  school  health  committees 
should  be:  1.  For  the  members  of  the  committee  to 
become  thoroughly  informed  about  school  health 
personally.  2.  For  them  to  develop  active  lines  of 
communication  and  periodic  meetings  with  officials 
of  the  Department  of  Education,  the  Health  De- 
partments, and  with  representatives  of  Parent-Teacher 
Groups.  3.  To  develop  projects  and  collaborations 
with  educators  or  PTA’s  to  study  school  health  prac- 
tices as  they  exist  and  eventually  to  advise  and  help 
to  put  into  effect  more  appropriate  practices,  and  to 
develop  effective  school  health  activity  in  areas 
which  have  not  been  developed  previously  in  the 
community.  4.  And  finally,  for  them  to  develop  plans 
for  educating  the  members  of  the  parent  society 
about  the  medical  profession’s  opportunity  in  school 
health,  and  point  out  to  their  colleagues  better  ways 
of  working  with  school  children,  school  teachers, 
principals,  and  parents. 

Local  school  health  committees  should  not  be  ap- 
pointed for  the  purpose  of  performing  health  in- 
spections or  giving  treatment  in  the  school.  Theirs 
is  a vitally  important,  but  extremely  difficult  task  of 
educating,  first  themselves,  then  the  educators  and 
their  satellites,  and  thirdly  their  colleagues.  Educa- 
tion is  a painful  process  and  the  older  one  becomes, 
the  more  painful  and  difficult  it  is  to  submit  to  the 
humbling  fact  that  one  needs  to  be  educated  or 
changed. 

The  school  health  committee  cannot  function 
effectively  unless  it  has  members  who  can  appreciate 
these  facts.  The  committee,  even  though  it  has  ap- 
propriate membership,  cannot  accomplish  anything 
unless  the  local  educators  and  the  local  health  de- 
partment officials  recognize  that  the  practicing  phy- 
sicians in  the  community  can  help  them,  and  accept 
the  offer  of  the  committee  to  meet  and  discuss. 
Finally,  the  school  health  committee  can  accomplish 
very  little  unless  it  is  able  to  translate  its  function 
and  demonstrate  the  needs  for  effective  participation 
at  all  levels  between  the  practicing  physicians  and 
the  educators.  All  of  these  requirements  for  effective 
function  are  essential,  and  it  is  very  rare  that  a medi- 
cal society  can  find  members  who  will  accept  ap- 
pointment, educate  themselves,  and  with  real  self 
sacrifice  and  great  energy  pursue  the  educators  and 
health  officials  and  set  up  meetings  which  must  be 
planned  with  imagination,  and  carried  out  with 
skill  and  tact.  Even  if  such  committees  effectively 
carry  out  the  first  two  steps,  translating  school  health 
opportunities  to  colleagues  is  a very  formidable  task. 
It  is  not  difficult  to  keep  the  attention  of  the  local 
medical  society  in  a short  well  illustrated  scientific 
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discussion,  particularly  if  one  can  inject  sufficient 
humor  at  the  beginning  and  toward  the  end  of  the 
presentation.  It  is  also  not  too  difficult  to  get  the 
membership  in  a business  meeting  to  discuss  political 
matters  affecting  medicine,  and  local  issues  of  cur- 
rent interest  in  the  community  hospital.  Discussions 
of  health  insurance,  particularly  the  payments  of 
medical  and  surgical  fees  can  always  be  expected  to 
produce  a lively  and  heated  discussion  which  will 
keep  the  interest  of  all  members.  Usually  on  the 
other  hand,  when  the  school  health  committee  an- 
nounces that  it  has  a report  to  make,  or  a 
presentation  in  the  scientific  part  of  the  meeting, 
the  members  of  the  society  remember  a house  call 
that  they  had  forgotten  to  pay  or  go  out  for  a smoke 
or  to  use  the  phone.  Organized  medicine  must  be 
convinced  of  the  sensitivity  of  the  area  of  school 
health  in  the  public  relations  of  the  medical  profes- 
sion. The  medical  profession  can  gain  allies  or  it  can 
alienate  segments  of  the  community,  by  the  way  in- 
dividual doctors  feel,  talk,  think  and  act  school 
health.  Because  of  the  formidable  obstacles  in  the 
way  of  effective  action  by  local  school  health  com- 
mittees which  have  been  cited,  many  medical  so- 
cieties no  longer  even  list  such  committees,  and 
many  have  them  only  on  paper. 

At  this  point  it  might  be  well  to  take  stock  and 
ask  whether  it  is  really  practical  for  medical  societies 
to  undertake  the  creation  of  a School  Health  Com- 
mittee at  all.  It  will  be  clear  from  the  above  that  no 
matter  how  intelligent  and  dedicated  the  member- 
ship of  the  committee  might  be,  the  committee  will 
be  ineffective  unless  there  are  equally  intelligent  and 
dedicated  counterparts  in  the  educational  and  para- 
educational  groups  so  that  even  though  a good  com- 
mittee might  be  formed,  it  might  suffer  disillusion- 
ment and  defeat  due  to  factors  beyond  its  control. 

Whether  the  medical  society  has  a school  health 
committee  or  not,  the  society  surely  has  the  need 
to  have  liaison  on  a continuing  basis  with  the  ed- 
ucation profession.  This  liaison  may  be  through  the 
Public  Health  Committee,  but  since  school  health 
is  not  the  only  objective  of  public  health,  such  liaison 
is  not  likely  to  be  very  effective  unless  the  members 
of  the  society  in  active  pediatric  practice  take  some 
action  to  make  it  so. 


The  chairman  of  the  School  Health  Committee  of 
the  South  Carolina  Chapter  of  the  Academy  of  Pedi- 
atrics recently  sent  a letter  to  all  of  the  Academy 
members  in  the  state  appointing  them  members  of 
the  State  School  Health  Committee,  and  sending 
to  them  appropriate  literature.  This  large  “com- 
mittee” never  met  or  formulated  specific  plans  for 
action,  but  the  point  is  certainly  a very  good  one 
that  all  pediatricians  should  be  interested  and 
actively  involved  in  working  with  schools  and  other 
community  agencies  at  a grass  roots  level  on  a con- 
tinued basis. 

The  Charleston  County  Medical  Society’s  School 
Health  Committee  is  currently  trying  to  convince 
the  local  educators,  Health  Department  and  County 
Council  of  the  need  for  a full-time  School  Health 
Doctor.  This  person  might  be  employed  by  the  De- 
partment of  Education,  but  should  preferably  be 
employed  by  the  Health  Department.  This  appoint- 
ment is  being  requested  by  the  School  Health  Com- 
mittee of  the  County  Medical  Society.  The  appoint- 
ment should  be  subject  to  the  approval  of  the  School 
Health  Committee  of  the  Medical  Society.  This  in- 
dividual is  expected  to  devote  his  full-time  to  the 
promotion  of  school  health  activities  at  all  levels, 
and  also  to  promote  liaison  with  community  health 
agencies  and  the  voluntary  practitioners  and  special- 
ists of  the  community.  He  might  logically  serve  as 
the  permanent  secretary  of  the  School  Health  Com- 
mittee, and  working  with  the  chairman  plan  its 
meetings  and  functions,  and  also  its  relations  with 
the  state  school  health  committee  and  other  medical 
groups.  If  a “school  physician”  is  appointed  with  the 
approval  and  preferably  at  the  instigation  of  the 
Medical  Society,  and  if  the  School  Health  Committee 
of  the  Medical  Society  is  fortunate  enough  to  find  a 
really  suitable  person  who  understands  the  needs 
and  the  opportunities  above  mentioned,  there  should 
develop  a consistent  program  which  has  continuity, 
provides  effective  liaison  and  service,  and  gains  the 
respect  and  support  of  the  community. 

There  is  reason  for  serious  doubt  that  school  health 
committees  which  can  not  develop  and  support 
employment  of  at  least  one  full-time  member  can 
survive  and  be  effective. 


CHEMOTHERAPY  FOR  “HOPELESS”  PATIENTS 
No  longer  is  it  absolutely  necessary  for  the  physi- 
cian to  feel  “hopeless”  about  the  “hopeless.”  Through 
the  use  of  drugs  and  psychotherapy,  in  many  ways 
the  physician  now  stands  in  relation  to  the  mentally 
ill  as  he  did  when  he  first  was  confronted  with  the 
possibility  of  being  able  to  manage  and  control  the 
diabetic,  cardiac,  and  epileptic  better.  He  had  much 
to  learn  about  the  use  and  abuse  of  insulin,  digitalis, 


and  the  anticonvulsants  as  well  as  how  to  under- 
stand, relate  to,  and  develop  and  maintain  a con- 
tinuing therapeutic  relationship  with  those  patients. 
The  physician  has  done  a magnificent  job  in  these 
areas.  These  responsibilities  have  been  incorporated 
into  his  bag  of  skills  and  he  feels  comfortable  and 
competent  with  the  load  he  carries.  I predict  he  will, 
sooner  or  later,  feel  similarly  about  the  mentally  ill. 

— Leonard  T.  Maholick,  M.  D. 
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in  visceral 
motor  disorders . . . 

EASIER  MANAGEMENT 


When  emotional  disturbance  is  a signifi- 
cant factor  in  dysfunction  of  gastrointes- 
tinal tone,  motility  and  secretion,  Pro- 
Banthine  with  Phenobarbital  provides  the 
dual  activity  that  leads  to  easier  manage- 
ment of  both  the  patient  and  his  problem: 

Pro-Banthine  (propantheline  bro- 
mide) to  neutralize  the  effect  of  excitatory 
impulses  at  visceral  end  organs,  and 

Phenobarbital  to  moderate  emo- 
tional incitement  centrally. 

Pro-Banthine  with  Phenobarbital  is 
indicated  when  a mild  to  a moderate  psy- 
chic element  is  a factor  in : Peptic  ulcer  • 
Biliary  dyskinesia  • Pylorospasm  • Intes- 


tinal hypermotility  • Spastic  colon  • 
Gastritis  • Other  dysfunctions  of  the 
gastrointestinal  tract. 

Dosage:  One  tablet  four  times  a day. 

Urinary  hesitancy,  xerostomia,  mydriasis 
and,  theoretically,  a curare-like  action 
might  occur  with  Pro-Banthine  (brand  of 
propantheline  bromide).  It  is  contraindi- 
cated in  the  presence  of  glaucoma  or 
severe  cardiac  disease.  The  usual  precau- 
tions with  regard  to  phenobarbital  should 
be  taken. 

G.  d.  SEARLE  & co. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 


PRO-BANTHINE1 


with  Phenobarbital 

Each  tablet  contains: 
propantheline  bromide  . . 15  mg. 

phenobarbital  15  mg. 

(Warning:  May  be  habit  forming) 
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Book  Reviews 


APPLIED  ANATOMY 
OF  THE  EYE.  Alfred 
Kestenbaum,  M.  D.  Grune 
and  Stratton,  Inc.  New 
York.  $12.50. 

This  recently  published 
book  is  a valuable  addition 
to  the  relatively  few  out- 
standing texts  on  the  anat- 
omy of  the  eye  extant  today. 

It  is  unique  and  most  use- 
ful. The  clinical  importance 
and  significance  of  anatomi- 
cal facts  and  landmarks  are  clearly  and  concisely 
stated  and  skillfully  illustrated. 

One  could  not  attempt  here  a critical  appraisal  of 
the  accuracy  of  the  multiplicity  of  detailed  anatomi- 
cal facts,  measurements,  etc.,  found  in  this  fas- 
cinating small  book.  However,  knowing  the  high 
calibre  of  professional  achievement  and  scholarship 
of  Dr.  Kestenbaum  as  teacher  and  author,  and  the 
wide  acclaim  of  a previous  publication  of  his,  a 
text  book  on  neuro-ophthalmology,  one  feels  con- 
fident of  near  perfection  in  this  his  last  written 
work. 

The  author's  family  states  that  Dr.  Kestenbaum 
just  before  his  passing  had  completed  the  manu- 
script for  this  book  and  they  express  their  ap- 
preciation for  the  valuable  assistance  rendered  by 
Dr.  Arthur  Linksz  who  “gave  of  his  valuable  time 
in  assisting  the  publishers  in  the  final  editing  of 
this  work.” 

Among  the  features  of  this  book  are  the  follow- 
ing: 

1.  The  relations  between  anatomic  data  and  sur- 
gical and  clinical  requirements. 

2.  The  correspondences  between  anatomic  facts 
and  physiological  and  biological  requirements. 
In  this  way,  he  says,  “anatomy  should  become 
a subject  of  understanding  instead  of  memoriza- 
tion.” 

3.  Presentations  schematized  in  order  to  facilitate 
the  memorizing. 

4.  Some  new  studies  added. 

His  discussion  and  “systematizing  of  the  manifold 
colors  of  the  iris”  is  most  illuminating  and  helpful. 

This  book  represents  the  contents  of  lectures  on 
the  anatomy  of  the  eye,  including  its  nervous  con- 
nections, at  the  New  York  University,  Post  Graduate 
Medical  School,  where  the  author  was  formerly  Asso- 
ciate Clinical  Professor  of  Ophthalmology. 

Applied  Anatomy  of  the  Eye,  is  a book  every 
ophthalmologist  should  have  in  his  library,  not  only 
as  a reference  text,  rich  in  material  readily  available 


to  be  used  in  practice,  but  also  just  to  enjoy  reading 
it  from  cover  to  cover. 

This  cannot  be  said  of  most  texts  on  anatomy 
per  se. 

Pierre  G.  Jenkins,  M.  D. 


MARGIN  OF  SAFETY.  John  Rowan.  Double- 
day and  Co.,  Inc.  Garden  City,  1963.  Price:  $4.95. 

This  is  a story  of  poliomyelitis  partly  and  more 
particularly  an  account  of  the  development  of  vac- 
cines to  control  the  disease.  Various  steps  and  mis- 
steps leading  up  to  the  development  of  the  vaccine 
now  generally  in  use  are  described  in  considerable 
detail — the  competition,  the  rivalry,  and  even  the 
animosities  generated  by  the  struggle  to  discover  the 
best  approach.  The  activities  of  the  National  Founda- 
tion for  Poliomyelitis,  now  the  National  Foundation, 
are  described  at  length,  and  its  means,  methods  and 
machinations  are  laid  on  the  table.  The  author  raises 
a question  as  to  whether  the  search  for  the  control 
of  poliomyelitis  should  have  been  left  to  private 
initiative  and  appears  to  feel  that  governmental  ef- 
forts would  have  been  more  desirable. 

This  is  a book  which  should  appeal  to  those  who 
have  had  any  knowledge  of  the  way  in  which  the 
Sabin  vaccine  has  been  developed  and  has  achieved 
its  pre-eminent  status.  While  it  is  not  written  in  a 
technical  vein,  it  would  seem  to  be  more  appealing 
to  scientific  minds  than  to  the  taste  of  the  general 
public. 

J.  I.  W. 


PEDIATRIC  CARDIOLOGY.  By  Alexander  S. 
Nadas,  M.  D.  W.  B.  Saunders  Company.  Phila- 
delphia. 1963.  $16.00. 

This  second  edition  of  Pediatric  Cardiology  is  sev- 
eral hundred  pages  longer  than  the  first  edition,  and 
the  bibliography  is  larger.  Despite  this  the  book  is 
still  readable  not  only  for  the  pediatric  cardiologist 
but  also  for  the  general  pediatrician. 

Each  section  has  been  revised  and  includes  more 
illustrations  and  controversial  material.  The  very  rare 
conditions  and  those  that  are  exceptions  to  the  rules 
were  added  making  this  edition  a more  complete  text- 
book. Two  sections  were  omitted  without  loss  of 
value.  The  first  is  the  section  on  anesthesia;  the  sec- 
ond is  the  section  on  angiocardiography  which  was 
so  lightly  treated  in  the  first  edition  that  it  was  of 
little  value.  Extremely  useful  tables  of  cardiovascular 
measurements,  drug  dosages,  etc.  were  added  to  the 
appendix.  These  provide  a readv  reference  for  the 
cardiologist. 

Those  who  enjoyed  reading  the  first  edition  of  this 
book  and  found  it  useful  will  most  certainly  want  to 
add  this  edition  to  their  library. 

Eleas  F.  Lawandales,  M.  D. 
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THE  INTERRELATIONS  BETWEEN  CHOLESTEROL 
AND  OTHER  LIPIDS 

A REVIEW.  PART  I 


Cholesterol  is  present  in  all  animal  cells, 
but  the  role  it  plays,  whether  related 
more  to  cellular  function  or  to  struc- 
ture, remains  an  enigma.  It  exists  along  with 
lecithin,  though  not  similar  to  this  lipid  in 
chemical  structure,  as  a constituent  of  the 
unsaponifiable  fraction  of  all  animal  fats, 
where  it  is  found  either  in  the  free  form  or  as 
an  ester  combined  usually  with  unsaturated 
fatty  acids.  In  the  free  form  it  is  usually  pres- 
ent in  a concentration  equal  to  approximately 
30%  of  the  total,  the  esters  constituting  the 
chief  portion.  An  exception  is  to  be  noted, 
however,  for  erythrocytes,  nerve  tissue,  and 
brain,  where  only  the  free  form  has  been 
found.  None  of  the  cholesterol  in  these  tissues 
or  cells  is  esterified.  The  concentration  in 
erythrocytes  is  quite  constant  and  is  not  sub- 
ject to  the  fluctuations  observed  in  the  serum 
or  plasma.  Proportionately  the  cholesterol 
concentration  of  the  erythrocytes  is  less  than 
the  plasma,  and  it  varies,  by  whole  blood 
techniques  of  analysis  with  the  hematocrit, 
and  has  no  relation  to  the  plasma  concentra- 
tion. In  view  of  this,  in  much  of  the  older 
literature  wherein  whole  blood  cholesterol 
levels  were  the  values  reported,  proper  com- 
parison cannot  be  made  with  the  current 
plasma  and  serum  analytic  observations. 
There  are  no  significant  differences  between 
plasma  and  serum  values. 
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Factors  determining  the  level  of  serum  or 
plasma  cholesterol  in  recent  years  have  been 
found  to  be  much  more  complex  than  earlier 
studies  suggested.  In  addition  to  the  tech- 
nical difficulties  involved  in  accurate  analyses 
as  reported  from  the  usual  hospital  or  clinical 
laboratory,  it  is  to  be  borne  in  mind  that 
daily  and  hourly  fluctuations  of  cholesterol 
of  plus  or  minus  10%  of  the  mean  aver- 
age concentration  are  within  physiological 
bounds,  and  even  a wider  range  of  varying 
concentration  has  been  observed  for  the  lipo- 
protein fractions  as  determined  by  the  Sved- 
berg  ultra-centrifuge  analytical  technique.1’2’3 
It  has  been  observed  that  the  ratios  of  the 
lipid  fractions  to  each  other  are  more  constant 
than  the  exact  concentration  of  any  one  of 
them  singly. 

The  ratio  of  phospholipid  to  total  lipid  may 
be  the  factor  which  will  determine  whether  a 
serum  sample  has  a milky  or  lipemic  appear- 
ance.2 Those  sera  in  which  phospholipid 
values  are  low  may  appear  milky  with  only 
slight  increases  in  the  total  lipid  content  or 
cholesterol  concentration,  and  the  reverse  is 
also  true.  Tlius,  we  have  in  part  an  explana- 
tion why  in  nephrosis  and  portal  cirrhosis 
serum  may  appear  milky,  but  is  clear  in  un- 
complicated biliary  cirrhosis  or  obstructive 
jaundice  where  total  lipid  values  and  chol- 
esterol concentration  may  be  markedly  ele- 
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vated.  In  the  latter  conditions  phospholipid 
is  usually  likewise  elevated  and  in  a normal 
proportion  to  cholesterol  and  total  lipids, 
whereas  in  the  former  conditions  it  is  usually 
decreased.  Phospholipids  are  hydrophilic  as 
compared  with  the  insolubility  of  cholesterol 
and  triglycerides  in  aqueous  solutions,  and 
by  being  loosely  attached  to  the  lipo  or  chylo- 
micron conglomerates  of  cholesterol  and  tri- 
glyceride, aid  in  the  solubility  of  these  lipid 
substances.  Of  even  more  importance,  how- 
ever, is  the  inclusion  of  varying  amounts  of 
protein  with  the  complexes  of  the  various 
lipid  fractions.  Fat  transport  and  solubility 
in  the  serum  is  dependent  on  the  adsorption, 
or,  at  times  stoiochimetric  combination  of 
serum  protein  fractions  with  the  lipids,  so  that 
fat  transport  in  the  blood  is  by  the  mechan- 
ism of  lipoprotein  combinations  as  physically 
distinct  fractions  which  are  separable  by 
ultracentrifugal  methods  dependent  on  their 
density  and  particle  size  as  aggregates.2’ 3 

If  serum  is  mixed  with  sodium  chloride 
solution  of  a greater  density,  and  centrifuged 
at  speeds  of  about  52,000  rpm.,  flotation 
separation  takes  place.  The  less  dense  aggre- 
gates migrate  to  the  top  of  the  centrifuge 
tube,  and  analysis  may  be  accomplished  as 
to  the  relative  concentration  of  these  various 
fractions  by  means  of  polarized  light  and 
photographic  techniques  utilizing  data  re- 
lated to  migration  rates.  Values  by  this  tech- 
nique are  then  expressed  in  terms  of  “Sf”  or 
Svedberg  flotation  units  which  are  trans- 
latable in  terms  of  density  of  one  “Sf”  unit 
equal  1013  cm/sec/dyne/Gm.  These  are  units 
of  flotation,  and  since  lipoproteins  are  lighter 
they  represent  a negative  quantity  of  migra- 
tion in  contradistinction  to  the  units  of  centri- 
fuged sedimentation  or  “S”  ( Svedberg ) units, 
so  that  one  “Sf”  unit  is  equal  to — a minus  “S” 
unit.  By  the  method  of  Gofman  these  fat-pro- 
tein fractions  with  densities  of  less  than  1.063, 
as  measured  by  flotation  in  saline  of  this 
concentration,  are  known  as  low  density  lipo- 
proteins. Those  with  densities  of  between 
1.063  and  1.21  are  termed  high  density  or  the 
alpha  group.  By  his  techniques  the  low 


density  groups  are  further  subdivided  into 
Sf  0-12  which  are  present  in  normal  plasma 
of  all  persons,  and  into  Sf  12-400  which  are 
the  lightest  and  include  the  beta  lipoprotein 
and  chylomicron  fractions.3  After  centrifug- 
ing, chemical  analysis  of  the  various  density 
fractions  may  be  performed  by  various  tech- 
niques or  by  utilizing  electrophoresis,  to  de- 
termine the  qualitative  and  quantitative  lipid 
and  protein  values.2 

Other  techniques  employed  for  estimating 
the  lipid  concentration  in  the  various  frac- 
tions are  those  of  cold  ethanol  fractionation 
by  the  method  of  Cohn,2  agar  precipitation 
by  the  technique  of  Boyle,1  or  immunological 
antiserum  precipitation  methods.5  These  vari- 
ous methods,  although  giving  closely  com- 
parable results,  do  have  some  areas  of  over- 
lap but  when  names  for  these  fractions  are 
applied  to  the  components  separated  by  one 
fractionation  technique  to  the  components 
separated  by  another  fractionation  technique, 
there  is  enough  agreement  to  permit  com- 
parison. These  fraction  methods  permit 
studies  of  the  lipid  values  in  various  states  of 
health  and  disease  to  be  quantitated  not  only 
as  regards  total  values  but  also  the  serum 
fraction  concentrations,  and  the  variability 
observable  with  the  therapeutic  or  other 
affecting  maneuvers,  such  as  those  of  diet, 
exercise,  stress,  fasting,  or  smoking.  Varying 
the  concentration  of  one  of  the  lipid  com- 
ponents, although  chiefly  transported  in  one 
fraction,  will  result  in  alterations  not  only 
of  the  other  components  in  the  same  fraction, 
but  alterations  in  the  other  fractions  as  well. 
For  example,  as  the  total  serum  triglyceride 
concentration  increases,  cholesterol  shifts 
from  high  to  intermediate  density  lipoprotein 
fractions,  finally  to  low  density  chylomicrons, 
which  is  the  fraction  containing  proportion- 
ately the  greatest  amount  of  triglyceride.  In 
contrast,  there  appears  to  be  little  relationship 
between  total  cholesterol  and  the  distribution 
of  cholesterol  among  the  low  density  lipo- 
proteins, but  elevation  of  triglycerides  or  re- 
duction of  phospholipids  will  produce  shifts 
of  cholesterol  from  high  to  low  density  frac- 
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tions,  and  changes  in  these  may  shift  chol- 
esterol from  beta  to  alpha  fractions.  Trig- 
lyceride elevation  although  related  to  diet  in- 
take may  also  occur  as  a result  of  factors 
which  delay  removal  of  triglycerides,  and 
these  may  be  equally  or  more  effective  than 
diet  alone  in  determining  these  values.0 
Effects  such  as  this  have  been  responsible, 
though  not  previously  recognized,  for  pro- 
ducing some  of  the  divergent  opinions  as  to 
the  effects  of  various  maneuvers  designed  to 
influence  the  lipid  concentration  of  plasma 
fractions. 

Lipids  which  go  to  make  up  the  lipoprotein 
aggregates  or  fractions  consist  of  small 
amounts  of  globulins,  cholesterol,  cholesterol 
esters,  neutral  fats  or  triglycerides  and  phos- 
pholipids. The  phospholipids  are  present 
chiefly  in  the  form  of  lecithins,  which  are 
similar  in  chemical  composition  to  the  trigly- 
cerides in  that  they  are  molecules  of  glycerine 
with  saturated  or  unsaturated  fatty  acids  at- 
tached to  the  alpha,  beta,  or  alpha  prime  posi- 
tion of  the  glycerine  molecule,  but  have,  as 
a specific  structural  and  chemical  difference 
from  the  triglycerides,  phosphoric  acid  and 
choline  molecules  attached  to  the  alpha  hy- 
droxy] or  OH  group  of  the  glycerol  molecule 
with  usually  an  unsaturated  fatty  acid  as  an 
ester  linkage  in  the  first  alpha  position,  and 
a saturated  fatty  acid  in  the  beta  or  second 
position.  Cephalins,  which  are  also  members 
of  the  phospholipid  group,  are  similar  to 
lecithin  structurally,  except  that  they  contain, 
in  addition  to  phosphoric  acid,  ethanolamine 
instead  of  the  choline  molecule  in  the  alpha 
linkage.  Others  of  the  cephalin  family  may 
have  a molecule  of  serine  or  inisotole  instead 
of  ethanolamine.  Sphignomylin  and  cerebro- 
side  are  complexes  of  fatty  acids,  phosphoric 
acid,  with  choline  or  galactose  and  one  of  the 
amino  alcohols,  but  these  molecular  com- 
plexes are  not  joined  to  a glycerol  molecule, 
thus  differing  materially  from  the  other  phos- 
pholipid groups.  These  compounds  aid  in 
stabilizing  the  lipid  emulsions  in  the  serum, 
and  appear  to  play  a considerable  role  in  the 
mobilization  or  transport  of  fat  from  the  liver. 


The  role  of  these  substances  at  a cellular 
level  is  not  understood.  Some  evidence  sug- 
gests that  in  the  serum  they  are  concerned 
in  some  of  the  intermediary  reactions  of  blood 
clotting.2 

Sterids,  of  which  cholesterol  is  the  chief 
substance  of  this  class  in  the  plasma,  are  trans- 
ported in  two  forms.  The  greater  proportion 
is  present  as  the  ester,  being  combined  with 
fatty  acids  of  the  unsaturated  type,  and 
usually  only  about  30  to  40%  is  transported 
in  the  free  or  unesterified  form. 

Small  amounts  of  fatty  acids  of  the  un- 
saturated type  are  combined  as  esters  with 
the  other  lipid  groups  as  previously  men- 
tioned, but  by  and  large  fatty  acid  transport 
of  the  unsaturated  tvpe  appears  to  be  re- 
lated to  cholesterol  esters.  Free  fatty  acids, 
or  those  which  are  not  esterified,  are  of  the 
unsaturated  type,  i.  e.  palmitic,  stearic,  and 
oleic.  The  free  fatty  acids  are  combined  with 
the  albumin  fraction  of  the  serum  and  are  not 
absorbed  as  such  from  the  gastrointestinal 
tract,  but  are  released  for  transport  into  the 
blood  stream  from  adipose  tissue,  and  are 
rapidly  utilized  as  a source  of  energy.  They 
are  normally  found  in  small  concentrations 
of  10-20  mg/100  ml  or  0,3  to  0.6  mEq./L. 
Periods  of  prolonged  fasting  may  double  or 
triple  these  concentrations  as  may  other  fac- 
tors such  as  exercise,  stress,  epinephrin,  nor- 
epinephrin,  growth  hormone,  cortisone,  or 
thyroid  extract.  An  increase  in  dextrose  and 
insulin  content,  the  presence  of  increased 
amounts  of  amino  acids,  or  a diminution  of 
serum  albumin  concentration,  result  in  a 
lowering  of  the  plasma  free  fatty  acids.7  It  has 
been  postulated  that  repeated  stress,  or  nico- 
tine from  tobacco  smoke,  could  potentially 
increase  the  concentration  of  the  free  fatty 
acids  to  such  a degree  where  they  might  in- 
crease the  triglyceride  content  of  the  serum 
and  alter  cholesterol  and  other  lipid  frac- 
tions." Proof  of  this  is  not  yet  at  hand.  Small 
amounts  of  unsaturated,  as  well  as  saturated, 
fatty  acids  may  be  released  from  the  triglycer- 
ide fractions  by  the  action  of  serum  lipase, 
but  data  to  date  would  indicate  that  no 
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significant  quantity  present  in  the  plasma  is 
to  be  ascribed  to  this  mechanism.  The  energy 
requirement  for  myocardial  contraction  is 


TABLE  I 

Triglyceride 

0 

II 

aCH?  - O - C - R 
0 

BCH  -O-C-r' 


O 


Phospholipids 
Sphignol  R Fatty  Acid 

I 

Phosphoric  Acid 

I 

Choline 

Sphignomylin 


O - 

0 - 
■ 0 - 


0 

C 

0 

I 

C 


p - 0 H Choline 
OH  I - 


I 

. (Ethanolamine) 
a-Lecithin  1 

f Cephalin 

| (Inisotol) 


now  thought  to  be  derived  in  large  part  from 
fatty  acids.  The  liver,  kidney,  lung,  striated 
muscles,  and  testes  similarly  utilize  these  for 
energy  requirements.7 

Table  I illustrates  by  structural  formula 
some  of  the  similarities  and  differences  be- 
tween the  triglyceride  and  phospholipid 
groups. 

TABLE  II 


UNSATURATED  FATTY  ACIDS 
1-  Oleic  CnH2n_]COOH 

2 • Linoleic  cnH2n-3COOH 
A9;  12 

3=  Linolenic  C^Hgj^fjCOOH 
A 9 ; 12 ; 15 

4 Arachidonic  CnH2N-7^0°h 

5 Clupanodonic  <A5;8;11;14 
Variations : 

OH  Groups 
Cis  CH3C1I2CII 

COOHCHgCH 

Trans  CH3CH2CH 

CHCH^COOH 

Table  II  illustrates  by  schematic  structural 
formula  the  chemical  structural  similarities 
and  differences  between  the  saturated  and 
unsaturated  fatty  acids. 

Table  III  is  an  attempt  to  show  in  this  form 
the  composition  of  the  various  lipoprotein 
fractions  with  the  nomenclature  applied  to 
these  fractions  as  separated  by  centrifuging 
techniques.  Their  relative  densities,  particle 
size  in  Angstrom  units,  Sf  values,  electro- 
phoresis zones,  and  composition  as  regards 
percentage  of  protein,  triglyceride,  phospho- 
lipid, free  cholesterol  and  cholesterol  ester  are 


SATURATED  FATTY  ACIDS 
Butyric  C^COOH 
Palmitic  C15H31COOH 
Stearic  C17H35COOH 
Saturated  C^^COOH 


expressed  as  percentages  of  the  separated 
fraction  and  have  been  arranged  in  this 


TABLE  III 

Bxproased  as  % Fraction  Composition 
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form  on  the  basis  of  data  presented  in  an 
article  by  Bragdon  et  ah:  J Lab  and  Clin 
Med,  48:  36,  1956,  and  from  an  article  by 
Lindgren  and  Goffman  in  the  Bulletin  of 
the  Swiss  Academy  of  Science,  13:  152-178, 
1957. 

The  chief  points  to  be  derived  from  study 
of  this  table  indicate  that  at  the  chylomicron 
level  we  have  only  a trace  of  protein,  and 
that  most  of  the  lipid  in  this  fraction  is  pres- 
ent as  triglyceride  although  small  amounts 
of  cholesterol  and  phospholipids  are  in  these 
very  light  density  conglomerates.  The  greatest 
concentration  of  cholesterol  is  present  at  the 
Sf  0-400  range,  or  in  the  beta-lipoprotein  frac- 
tion. The  heavy  density  or  alpha-lipoprotein 
fraction  presents  composition  somewhat  simi- 
lar to  those  fractions  classified  as  being  of 
light  or  very  light  density,  but  this  fraction 
appears  to  be  somewhat  more  stable  and 
not  as  susceptible  to  some  of  the  shifting 
variations  previously  mentioned.  At  the  high 
density  range  above  1.2  grams  per  ml  we 
have  only  a minute  amount  of  lipid,  and  the 
amount  present  in  this  fraction  is  essentially 
the  free  fatty  acids  which  are  loosely  bound 
to  the  serum  albumin. 

Table  IV  indicates  the  average  range  of 
the  various  lipid  fractions  expressed  in 
mg/ 100  ml.  These  values  are  somewhat  vari- 
able as  given  by  various  laboratories  and  in- 
vestigators both  as  to  the  total  and  also  the 
minimum  and  maximum  concentrations  ob- 
served in  healthy  patients.  Variations  are 
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also  observed  in  relation  to  age  and  sex;  par- 
ticularly this  is  true  in  regards  to  the  beta- 
lipoprotein  fractions.  The  plasma  fraction  in 
which  the  highest  concentration  of  these 


TABLE  IV 


Total 

360-820  mgm/100  ml. 

Centrifuge 

Fractions 

Triglycerides 

80-180 

Chylomicrons 

Beta 

Phospholipids 

125-290 

Beta  and  Alpha 

Lecithins 

50-200 

Cephalins 

Sphigno- 

50-130 

All  other  fractions 

mylins 

15-35 

Cholesterol  Total  130-280 

Esters 

91-196 

75%  in  Beta 

Free 

39-  84 

25%  in  Alpha 

Unesterif led 

10-  40 

Free  Fatty 
Acids 

(.3  - 0.6  raEq./L.) 

Bound  to  albumin 

PLASMA  LIPIDS 


lipids  is  usually  found  is  also  indicated  in 
this  table.  By  protein  electrophoretic  analytic 
methods,  the  alpha  and  beta-lipoproteins  are 
identified  as  being  present  in  the  alpha  and 
beta  globulin  zones,  and  about  5 to  6%  pro- 
tein of  the  total  is  bound  to  each  of  these 
fractions. 

Although  some  of  the  lipid  components  of 
the  plasma  are  absorbed  as  such,  in  the  form 
demonstrable  on  examination  of  the  plasma, 
following  ingestion,  others  are  present  in  ob- 
served concentrations  as  a result  of  factors 
other  than  the  dietary  content. 

Dietary  fat  is  digested  by  action  of  pan- 
creatic lipase  in  the  intestine,  and  broken 
down  to  glycerol,  fatty  acids,  and  partially 
split  products  such  as  mono  and  di-glycerides. 
The  glycerol  molecule  in  those  instances 
where  the  fatty  acids  have  been  completely 
split  away  apparently  can  be  absorbed  as 
such,  but  the  fatty  acids  and  the  mono  and 
di-glycerides  apparently  require  loose  com- 
binations with  bile  acids  or  bile  salts  for 
effective  transfer  across  the  mucosal  cell 
membrane  of  the  villous  structures  of  the 
ileum  where  fat  absorption  chiefly  occurs.  Re- 
synthesis  into  triglycerides  then  occurs,  but 
the  absorbed  glycerol  molecules  apparently 
are  not  utilized  for  this  purpose  but  are 
locally  metabolized  and  new  molecules  of 
glycerol  are  synthesized  to  combine  with  the 
free  fatty  acids.  The  re-synthesized  fat  as 
neutral  fat  or  triglyceride  then  passes  into  the 


lymphatic  lacteals,  then  by  way  of  the 
thoracic  duct  to  enter  the  blood  where  it 
may  be  detected  as  the  so-called  chylo- 
microns. Bile  salts  which  are  absorbed  along 
with  the  fatty  acids  are  split  off  after  ab- 
sorption and  transported  by  way  of  the 
portal  system  to  the  liver,  and  re-excreted 
into  the  biliary  system.0 

Phospholipids  obtained  from  the  diet  be- 
cause of  their  hydrophilic  nature  are  ab- 
sorbed as  such,  and  travel  by  way  of  the  por- 
tal vein  directly  to  the  liver  except  for  very 
small  fractions  which  may  be  incorporated  in 
the  chylomicrons,  but  some  evidence  sug- 
gests that  this  very  small  quantity  of  phospho- 
lipid is  actually  synthesized  at  the  intestinal 
site,  and  that  in  essence  the  absorbed  phos- 
pholipid is  all  carried  to  the  liver.2 

Cholesterol  absorption  is  facilitated  by 
esterification  with  fatty  acids,  free  cholesterol 
itself  being  quite  insoluble  in  aqueous  solu- 
tions. The  esterification  process  is  catalyzed 
by  cholesterol  esterase  secreted  by  both  the 
pancreas  and  the  intestinal  mucosa.  The 
plant  steroids  or  sitosterols,  which  are  quite 
similar  chemically  to  cholesterol,  are  also 
esterified  by  the  same  enzymes,  but  these 
sterols  are  not  absorbed  from  the  intestine. 
The  ingestion  of  food  substances  containing 
a large  quantity  of  sitosterols  will  result  over 
a period  of  time  in  some  lowering  of  the 
cholesterol  in  the  blood  and  lymph,  chiefly 
of  the  ester  fraction.  Ergosterol,  or  vitamin 
D,  appears  to  be  absorbed  in  much  the  same 
way  as  is  animal  cholesterol,  and  is  apparently 
the  only  plant  sterol  of  this  category  which 
is  absorbed.  The  cholesterol  esters  as  ab- 
sorbed are  transported  by  way  of  the  lym- 
phatic circulation  with  the  chylomicrons. 
Some  of  the  “free”  cholesterol  absorbed  by 
the  intestine  goes  by  way  of  the  portal  vein 
to  the  liver.  The  major  portion  of  this  ap- 
pears to  be  derived  from  cholesterol  which 
has  been  reabsorbed  from  excretion  into  the 
intestine  from  the  biliary  system.  It  is  re- 
absorbed as  a free  cholesterol  and  bile  salt 
complex  and  enters  the  “free  cholesterol  pool” 
of  the  intestinal  wall.  Some  fraction  of  the 
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cholesterol  derived  from  ingested  foods  may 
also  be  transported  in  this  manner.  The  in- 
gestion of  animal  products  with  high  chol- 
esterol concentration  will  elevate  the  serum 
cholesterol,  but  by  and  large  the  values  for 
this  substance  are  related  more  to  hepatic 
function  and  synthesis  than  to  the  quantities 
ingested  per  se.  In  this  regard  it  is  important 
to  note  that  the  concentration  of  tissue  and 
circulating  bile  salts  has  an  important  in- 
fluence also  on  the  synthesis  rate  of  chol- 
esterol.2 

The  synthesis  of  cholesterol  is  principally 
in  the  liver,  but  other  tissues  such  as  the 
adrenal  cortex,  skin,  intestine,  testis,  and 
even  aortic  tissue,  have  also  been  definitely 
demonstrated  as  having  this  capability.  It  is 
estimated  that  the  cholesterol  which  is 
directly  synthesized  in  extrahepatic  tissue 
amounts  to  about  0.5  grams  a day;  whereas 
the  liver  contributes  about  1 to  1.5  grams  a 
day,  so  that  the  total  daily  synthesis  of 
cholesterol  in  the  body  ranges,  it  is  estimated, 
between  1.5  and  2 grams  a day,  which  is  con- 
siderably more  than  is  present  in  the  average 
diet.  It  is  apparent  that  when  the  diet  con- 
tains relatively  large  amounts,  2%  or  more 
of  animal  cholesterol  or  added  pure  chol- 
esterol, that  increased  absorption  results  in 
suppression  of  endogenous  synthesis,  particu- 
larly in  the  liver,  but  does  not  completely 
suppress  it,  nor  does  it  suppress  that  which 
is  endogenously  contributed  to  the  plasma 
by  the  small  intestine  or  adrenal  gland.  The 
testis,  which  is  another  site  of  cholesterol 
synthesis,  seems  not  to  be  influenced  one  way 
or  the  other  by  the  dietary  intake  or  plasma 
level.2’ 10 

The  acetate  radical  serves  as  the  basic  pre- 
cursor of  cholesterol  by  way  of  the  mevalonic 
acid  pathway  to  squalene  at  which  point  the 
straight-chain  carbon  radicals  by  a process 
of  condensation  are  converted  into  the 
phenanthrene  ring.  Desmosterol  is  evidently 
the  immediate  precursor  of  cholesterol  in  this 
biosynthetic  pathway,  and  probably  also  is 
of  importance  in  the  adrenal  cortex  in  the 
steps  by  which  synthesis  of  the  various  ad- 


renal steroids  is  similarity  accomplished.  Tri- 
paranol  (MER-29)  has  been  shown  to  act 
in  this  biosynthetic  pathway  by  blocking  the 
conversion  of  desmosterol  to  cholesterol.  The 
desmosterol  accumulates  in  the  serum  and 
the  tissues.  As  yet  no  deleterious  effects  from 
such  accumulation  have  been  observed.  Also 
it  is  to  be  pointed  out  that  the  sterols  that 
are  synthesized  prior  to  the  step  blocked  by 
MER-29  are  normally  catabolized  and  ap- 
pear as  bile  acids  and  sterols  which  are  ex- 
creted."'12 (See  Illustration  I.) 
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In  addition  to  being  the  chief  site  for  syn- 
thesizing cholesterol,  the  liver  also  excretes  it 
in  the  bile  as  free  or  esterified  cholesterol  or 
as  cholic  acid.  This  is  its  principal  path  of 
loss  from  the  body.  Very  little  is  excreted 
in  the  urine.  Some  is  lost  by  way  of  the  skin 
and  intestinal  secretions.  That  which  is  ex- 
creted in  the  bile  is  constant  in  quantity  and 
reflects  the  hepatic  synthesis  of  cholesterol. 
The  cholesterol  removed  from  the  blood  by  the 
human  liver  is  excreted  largely  as  bile  acids 
either  as  cholic  acid  or  as  chenedesoxycholic 
acid.  These  represent  in  considerable  degree 
the  cholesterol  that  has  been  reabsorbed 
from  the  intestine  and  transported  bv  way  of 
the  portal  circulation.  That  obtained  from  the 
diet  is  carried  to  the  liver  by  the  lymph, 
stored  for  a time  in  the  liver,  and  more  grad- 
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ually  metabolized  or  lost  as  bile  acid."  It  ap- 
pears that  the  plasma  cholesterol  levels  are 
the  result  of  the  rate  of  synthesis  versus  the 
rate  of  excretion  or  catabolism,  and  often 
when  excessively  elevated  as,  for  example,  in 
diabetes  mellitus,  it  is  due  to  a decreased  rate 
of  destruction  or  bile  acid  conversion  and 
not  due  to  an  increased  rate  of  synthesis  or 
from  excessive  dietary  absorption.  Though 
the  cholesterol  or  phenanthrene  ring  is  syn- 
thesized, it  does  not  appear  that  it  can  be 
split  or  broken  into  smaller  fragments.2 

The  cholic  acid  excreted  in  the  bile  is  a 
dihydroxy  bile  acid,  chenedesoxycholic.  The 
remaining  portion  is  trihydroxycholic  or 
combined  with  glycine  to  form  glycocholic 
acid.  These  are  neutralized  by  cations,  sodium 
and  potassium,  and  constitute  the  so-called 
bile  salts,  the  roles  of  which  in  fat  digestion 
and  absorption  have  previously  been 
noted.2' 13 

Surprisingly,  it  has  become  quite  evident 
that  the  other  lipid  components  of  the  diet 
rather  than  cholesterol  itself  have  the  more 
profound  effect  on  its  plasma  concentration. 
The  lowest  levels  occur  when  unsaturated 
fattv  acids,  such  as  may  be  derived  from 
peanut  oil,  cottonseed  oil,  corn,  or  safflower 
oil,  are  added  to  the  diet,  whereas  the  addi- 
tion to  the  diet  of  fats  of  animal  origin,  ex- 
cept from  fish,  cause  an  elevation.  There  is 
good  correlation  between  the  degree  of  un- 
saturation of  a fat  and  its  ability  to  lower 
blood  cholesterol  and  serum  lipid  values  in 
general.  One  explanation  for  the  ability  of 
the  poly-unsaturated  fatty  acids,  i.e.  those 
with  more  than  one  double  bond,  to  accom- 
plish lowering  of  the  serum  cholesterol  has 
been  that  when  esterified  with  these  fatty 
acids  the  cholesterol  is  more  readily  emul- 
sified and  incorporated  into  lipoproteins  for 
transport  to  the  liver,  where  the  cholesterol 
is  then  oxidized  and  excreted  in  the  bile. 
There  are  numerous  studies  which  now  sub- 
stantiate that  with  the  feeding  of  diets  con- 
taining polyunsaturated  fatty  acids  in  quanti- 
ties sufficient  to  constitute  in  this  form  60''/ 
or  more  of  the  total  fat,  serum  cholesterol 


and  low  density  or  beta  lipoprotein  fractions 
are  significantly  reduced,  provided  the  diet 
is  not  excessive  in  total  calories  so  as  to  cause 
weight  gain.  Such  studies  show  an  increased 
fecal  excretion  of  the  degradation  products 
of  cholesterol  and  of  the  bile  acids.  Other 
studies  indicate  that  when  polyunsaturated 
fats  are  given  in  quantities  sufficient  to  sup- 
ply 42%  of  the  dietary  calories  in  this  form, 
that  a change  in  the  intestinal  flora  occurs, 
and  that  these  changes  might  influence  the 
degradation  products  of  cholesterol  and  alter 
the  binding  of  cholesterol  with  bile  acids, 
which  is  the  mechanism  bv  which  free  choles- 
terol is  re-absorbed,10  thus  interferring  with 
the  enterohepatic  reabsorption  route  for 
cholesterol. 

The  postulation  that  a deficiency  of  essen- 
tial fatty  acids  plays  a part  in  alterations  of 
cholesterol  values  in  the  adult  with  elevation 
of  these  values  and  of  the  beta-lipoproteins 
has  been  generally  discarded.  Although  it 
appears  that  a small  quantity  of  linoleic  or 
linolenic  acid,  approximately  in  the  range  of 
1%  of  the  total  dietary  fat,  is  essential  in 
childhood  to  promote  growth  and  develop- 
ment and  to  protect  against  certain  forms  of 
dermatitis,  confirmation  of  this  in  adults  has 
not  been  forthcoming,  and  present  findings 
indicate  that  unsaturated  fatty  acids  other 
than  those  which  are  considered  as  being  the 
essential  ones  are  equally  or  more  effective. 
These  findings  tend  to  minimize  the  theory 
that  atherogenesis  should  be  considered  as  a 
manifestation  of  an  essential  fatty  acid  de- 
ficiency.2 

The  effect  of  decreasing  total  dietary  fat 
intake  from  a level  of  approximately  40%  of 
the  total  calories  to  values  as  low  as  10%,  if 
dietary  protein  remains  constant,  indicates 
that  with  such  low  fat  diets  cholesterol,  phos- 
pholipids, and  beta  lipoproteins  of  the  Sf  0-12 
type  are  decreased,  but  triglycerides  and  beta 
lipoprotein  of  Sf  12-400  range  are  increased, 
and  if  polyunsaturated  fats  are  employed, 
there  is  a slight  increase  in  cholesterol  and 
phospholipid  as  well  as  in  the  triglyceride 
and  beta  lipoprotein  Sf  12-400  fraction.  If 
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weight  loss  occurs  during  such  studies,  often 
because  of  the  unpalatability  of  such  low  fat 
diets,  or  from  decrease  of  total  calorie  intake, 
a lowering  of  the  fractions  mentioned  will 
occur;  whereas  if  there  is  weight  gain  during 
such  diet  manipulations,  cholesterol  concen- 
trations increase.  The  adipose  stores  of  the 
body  thus  appear  also  to  affect  the  homeo- 
stasis of  the  various  lipid  components.2' 111 
The  changes  which  are  most  constantly 
demonstrable  in  reference  to  a reduction  in 
the  values  for  cholesterol  and  the  beta-lipo- 
protein  fractions  are  those  relative  to  a 
reasonably  constant  type  of  dietary  intake 
with  the  usual  proportions  of  fat,  protein, 
and  carbohydrate,  and  the  substitution  for  the 
animal  fats  of  the  saturated  type  by  vegetable 
or  fish  oil  fats  of  the  unsaturated  type.  Not 
all  of  the  saturated  fats,  nor  all  of  the  un- 
saturated fatty  acids,  are  identical  in  their 
effects  on  serum  cholesterol.  The  mono-un- 
saturated  fatty  acids,  such  as  oleic,  are  not  as 
potent  in  lowering  serum  cholesterol  as  are 
the  polyunsaturated  fatty  acids  such  as  lino- 
leic,  linolenic,  and  araehidonic.  There  is  also 
suggestive  evidence  that  certain  of  the  satu- 
rated fatty  acids,  particularly  those  of  shorter 
chain  length,  such  as  butyric  acid  of  4-carbon 
chain  length,  exert  a more  profound  effect  in 
regard  to  elevation  of  the  serum  cholesterol 
than  do  long-chain  fatty  acids  such  as  stearic 
with  18  carbons.2' 10 

Dietary  factors  other  than  fat  also  influence 
the  concentration  of  the  lipids.  Diets  very  low 
in  protein  and  providing  only  the  minimum 
requirement  in  the  range  of  25  grams  daily 
will  cause  a fall  in  serum  cholesterol,  with 
some  decrease  in  the  Sf  0-12  beta  lipoproteins. 
The  dietary  deficiency  of  malnourished  pop- 
ulations in  relation  to  protein  perhaps  is  as 
of  much  importance  as  the  low  fat  content. 
Similarly,  plant  sitosterols,  by  competing  for 
cholesterol  esterase,  exert  some  influence  by 
diminishing  absorption.  Even  the  ingestion 
of  fairly  rich  diets  seldom  provide  more  than 
2 grams  of  absorbable  cholesterol  per  day.2 

Dietary  studies  in  animal  species  show  that 
a number  of  the  vitamins  and  some  of  the 
trace  minerals  influence  serum  cholesterol 


levels  under  experimental  conditions,  but 
except  for  cobalt,  which  also  is  capable  of  in- 
ducing goiter,  to  date  the  effects  of  these 
dietary  factors  have  not  been  observed  to 
influence  cholesterol  or  lipid  values  in  man. 
There  are  several  reported  instances  of  cobalt 
intoxication  where  elevations  of  serum  lipids 
and  cholesterol  have  been  observed,  with  sub- 
sequent reduction  of  the  lipemia  and  chol- 
esterol levels  upon  withdrawal  of  the  cobalt 
compound.  This  has  been  noted  usually  when 
cobalt  was  administered  in  one  of  the  hema- 
tinics.  There  is  some  evidence  to  suggest  that 
because  of  the  elevation  of  neutral  fat  to  a 
marked  degree  in  some  of  these  patients,  a 
situation  not  seen  as  part  of  the  picture  of 
hypothyroidism  with  hypercholesterolemia, 
there  is  a specific  effect  by  cobalt  per  se  in 
this  regard,  and  not  secondary  to  hypo- 
thyroidism and  goiter  which  is  also  an  effect 
of  cobalt  intoxication.  Studies  in  one  particu- 
lar case  showed  that  a lowering  of  the  eleva- 
tions of  the  serum  lipid  components  and  a 
resolution  of  the  xanthomas,  which  had  oc- 
curred in  the  patient  upon  discontinuing  the 
cobalt  medication  preceded  by  several  weeks 
recovery  from  the  signs  of  hypothyroidism 
and  disappearance  of  a goiter  which  were 
also  overt  manifestations  in  this  patient.11 

The  endocrine  glands  which  exert  pro- 
nounced effects  on  cholesterol  metabolism, 
are  the  thyroid,  gonads,  the  pancreas,  the 
pituitary  and  adrenals.14  These  effects  are  not 
direct  or  simple  but  are  interrelated  with 
hepatic  metabolic  and  various  enzyme  func- 
tions as  well  as  factors  which  have  to  do 
with  storage  and  release  of  fats  from  the  liver 
and  fat  storage  tissues. 

Thyroid  extract  and  certain  of  the  synthetic 
thyronines  reduce  the  beta  or  low  density 
lipoprotein  concentrations  by  an  increase  in 
general  body  metabolism,  in  which  cardiac 
activity  increases,  and  thus  may  aggravate 
symptoms  of  coronary  or  myocardial  in- 
sufficiency so  that  in  those  patients  with 
atherosclerosis  or  coronary  artery  disease  the 
administration  of  these  various  preparations 
has  some  hazard.  Although  certain  of  these 
are  less  potent  metabolic  stimulators  than 
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others,  and  if  administered  to  euthyroid  sub- 
jects there  is  little  evidence  of  change  in  basal 
metabolic  rate,  body  weight,  pulse,  electro- 
cardiogram, or  blood  pressure.  They  are  not 
devoid  of  all  metabolic  stimulation,  however, 
because  if  given  to  hypothyroid  subjects  there 
is  a gradual  increase  in  basal  metabolic  rate, 
and  clinical  experience  generally  has  shown 
an  increasing  incidence  of  angina  with  ad- 
ministration of  these  various  preparations.  In 
addition,  with  prolonged  use  of  these  prepara- 
tions a gradual  diminution  of  cholesterol- 
lowering effects  has  resulted,  probably  by 
suppression  of  the  thyroid  stimulating  pitu- 
itary hormone  and  a diminution  of  normal 
thyroid  gland  activity.12 

Prior  to  the  menopause,  women  exhibit  a 
higher  alpha-lipoprotein  and  lower  beta- 
lipoprotein  level  than  they  do  after  the 
climacteric.5  Estrogen  administration  char- 
acteristically produces  these  changes  along 
with  a rise  in  serum  phospholipids,  so  that  the 
ratio  of  cholesterol  to  phosphorus  falls.  Testo- 
sterone exerts  a converse  effect.  However, 
androsterone,  an  end-product  of  testosterone 
metabolism,  when  administered  intramuscu- 
larly to  humans,  has  been  shown  to  exert  a 
reducing  effect  on  the  beta-lipoprotein  and 
chylomicron  levels.12  Further  studies  on  this 
substance  are  needed,  however,  as  uniform 
results  have  not  been  obtained.  Perhaps  there 
may  be  other  factors,  not  recognized,  entering 
into  the  picture. 

Insulin  deficiency  results  in  an  elevation  of 
cholesterol  associated  with  other  disturbances 
of  fat  metabolism,  including  an  accumulation 
of  neutral  fat  in  the  liver  cells,  the  reduction 
in  concentration  of  phospholipids,  a delay  in 
the  clearing  of  triglycerides,  and  laying  down 
of  depot  fat,  along  with  an  increase  in  free 
fatty  acids  in  the  serum.2  In  the  presence  of 
deficient  insulin  and  with  increased  utiliza- 
tion of  fatty  acid  oxidation  for  energy  re- 
quirements in  the  body,  the  use  of  acetate  in 
other  metabolic  processes  such  as  the  syn- 
thesis of  cholesterol,  carbohydrate,  and  neu- 
tral fats  is  interfered  with,  resulting  in  ketosis. 
Carbohydrate  starvation  likewise  produces 
some  of  these  same  effects,  and  with  ad- 


ministration of  insulin  and  carbohydrate  in 
diabetes,  or  carbohydrate  where  insulin  de- 
ficiency does  not  exist  as  in  simple  starvation, 
reverses  these  processes  with  metabolic  utili- 
zation of  the  excess  acetate  by  the  pyruvic 
acid  pathway  for  lipogenesis  and  glycolytic 
activity.2  It  is  perhaps  important  to  pause  for 
a moment  at  this  time  to  recall  also  that  these 
pathways  of  intermediary  metabolism  in  the 
liver  are  capable  of  shifting  excess  quantities 
of  carbohydrate  into  the  pathway  of  lipo- 
genesis, and  also  some  of  the  amino  acids  are 
similarly  metabolized.  By  the  same  token, 
fatty  acids  may  contribute  to  the  formation 
of  glycogen  and  glucose  and  enter  into  the 
synthesis  of  some  of  the  non-essential  amino 
acids.  The  interference  with  lipogenesis  in 
the  liver  results  in  an  accumulation  of  neutral 
fats  in  the  liver  cell  where  these  constitute 
an  abnormality.  In  the  normal  state  such  ac- 
cumulations are  rapidly  mobilized  and  car- 
ried to  the  adipose  storage  tissues  of  the 
body  through  the  media  of  phospholipid  syn- 
thesis and  transport.  Choline,  methionine, 
vitamin  E,  betaine,  inisotol,  vitamin  B12, 
folic  acid,  and  beta-propiothetin  are  well 
recognized  as  substances  possessing  lipotropic 
activity  and  essential  to  the  mobilization  and 
transport  of  the  fat  from  the  liver,  along  with 
insulin  and  an  adequate  carbohydrate  and 
amino  acid  concentration;  but  of  themselves 
these  preparations  are  not  of  value  as  thera- 
peutic agents,  except  where  indicated  in  cer- 
tain disease  states,  for  the  control  of  hvper- 
lipemia  or  hypercholesterolemia.  There  is  no 
evidence  that  they  are  of  value  in  preventing 
the  complications  of  atherosclerosis.  By  the 
same  token,  excessive  quantities  of  some  of 
the  B-complex  vitamins  in  the  face  of  an  in- 
adequate protein  diet,  particularly  of  the 
essential  amino  acids,  will  result  in  excessive 
fatty  infiltration  of  the  liver.  Thiamin  chlor- 
ide is  particularly  active  in  this  respect  and 
also  niacinamide.2  On  the  other  hand,  large 
quantities  of  nicotinic  acid  or  its  glycine 
conjugate,  nicotinuric acid  (which  incidentally 
is  not  produced  after  nicotinomide  adminis- 
tration) produces  a decrease  in  serum  chol- 
esterol levels.  Nicotinic  acid  may  produce 
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transient  reversible  abnormalities  in  liver 
function  in  some  patients  when  used  for  long 
periods  in  large  doses.1’ 5 Serum  uric  acid 
levels  have  also  been  observed  to  increase 
during  nicotinic  acid  therapy,  and  some  re- 
duction in  glucose  tolerance  may  occur.  Hista- 
mine release  from  large  doses  may  result  in 
reactivation  of  a peptic  ulcer.  Despite  these 
dangers  a considerable  number  of  patients 
have  now  been  observed  to  have  tolerated  for 
four  or  more  years  daily  dosages  in  the  range 
of  3 to  6 grams  with  sustained  hypo- 
cholesterolemic  effects.  Significant  effects  do 
not  appear  to  be  achieved  with  doses  of 
much  under  3 grams,  although  recently  there 
have  been  reports  of  the  efficacy  observed 
from  combining  MER-29,  in  less  than  the 
usual  dosage  range,  with  nicotinic  acid  in 
quantities  of  300  mg  three  times  a day.  It  is 
thought  that  a synergistic  effect  has  been 
established,  thus  permitting  smaller  doses 
with  fewer  side  reactions  when  so  combined.'2 
The  mechanism  by  which  nicotinic  acid 
exerts  its  hypocholesterolemic  effect  is  not  yet 
clearly  defined.  The  reduction  of  cholesterol 
appears  to  be  chiefly  in  the  beta-lipoprotein 
fraction,  while  the  alpha  fraction  remains 
unchanged  or  shows  a slight  increase.  The 
cholesterol  phospholipid  ratio  may  fall,  but 
serum  triglyceride  levels  regularly  decrease. 

In  serum  which  exhibits  clouding  as  a re- 
sult of  hyperlipemia  with  increases  of  trig- 
lyceride, heparin  has  been  observed  to  lower 
the  triglyceride  blood  level  and  reduce  the 
chylomicron  concentrations.  Associated  with 
this,  diminution  in  the  beta-lipoproteins  has 
been  observed  to  occur  also.18  These  effects 
are  attributed  to  the  release  of  tissue  lipo- 
protein lipase  which  catalyzes  the  hydrolysis 
of  triglyceride  in  the  presence  of  protein.  In 
theory,  the  anticoagulant  effect  of  heparin 
would  also  be  of  value  in  some  patients  such 
as  those  with  coronary  artery  insufficiency. 
The  hastening  of  the  clearing  of  the  chylo- 
microns is  believed  to  accelerate  the  process 
whereby  triglyceride  is  reineorporated  into 
the  newly  synthesized  lipoprotein  molecules 
in  the  liver,  and  the  thought  is  that  the  higher 


density  Sf  0-12  fraction  of  the  beta-lipopro 
teins  or  beta  one  group,  represents  the  vehicle 
for  transport  of  lipids  from  the  liver  to  adi- 
pose tissue  for  storage.  The  laying  down  of 
fat  in  the  fat  storage  tissues  is  under  the 
influence  also  of  insulin.  Thus  the  range  in 
concentration  of  the  beta  lipoprotein  fraction 
is  reflective  of  the  usual  lipid  transport 
mechanisms.2’  1"’ 0 The  lipoprotein  fractions 
of  lighter  density  or  beta  two  group  are 
thought  to  reflect  the  extent  to  which  the 
transport  mechanism  is  overloaded,  which 
may  be  as  a result  of  reduced  removal  or 
storage.  There  is  thus  some  argument  in  the 
literature  as  to  whether  in  the  problems  of 
atherogenesis  the  concentration  of  triglyceride 
may  not  be  of  more  significance  than  the  level 
of  cholesterol.10  However,  full  interpretation 
of  these  data  is  not  readily  apparent,  although 
elevation  of  triglycerides  appears  to  be  a 
rather  constant  finding  in  coronary  athero- 
sclerosis and  in  those  who  have  had  recent 
myocardial  infarctions,  there  is  also  consider- 
able evidence  that  this  relates  to  a decrease  in 
the  rate  of  clearing.26  All  of  the  many  factors 
which  may  be  related  here  make  it  very  diffi- 
cult to  determine  which  is  cart  and  which  is 
horse. 

In  addition  to  the  effects  on  fat  metabolism 
that  the  pituitary  gland  may  produce  through 
the  influence  which  it  exerts  on  the  other 
endocrine  glands,  certain  specific  effects  by 
the  pituitary  hormones  per  sc  on  lipid  metab- 
olism have  been  observed.  Growth  hormone, 
for  example,  appears  to  mobilize  and  cause  a 
rise  in  concentration  of  fatty  acids  in  the 
plasma,  and  some  evidence  has  been  pro- 
duced to  suggest  that  neutral  fat  as  tri- 
glycerides may  be  mobilized  from  the  mes- 
enteric and  omental  fat  as  well  as  from  the 
liver  by  fraction  of  posterior  pituitary  extract 
termed  LMH  or  “lipid  mobilizer  hormone." 
An  excess  of  this  hormone  has  been  identified 
in  the  plasma  of  some  patients  with  familial 
hyperlipemia.  Adipokinin  also  has  been  dis- 
cussed as  being  a fat  mobilizing  hormone 
which  may  be  the  same  as  the  lipid  mobil- 
izing hormone  previously  alluded  to,  but 
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there  appears  to  be  some  necessity  for  ACTH 
to  be  present  in  a definite  concentration  for 
the  adipokinin  effects  to  be  observed.1* 

Stress  situations  with  increase  in  adrenal 
cortical  hormones  and  epinephrin  result  in 
fat  mobilization,  but  curiously  the  mobiliza- 
tion of  fat  in  response  to  fasting  does  not 
occur  in  the  male  in  the  absence  of  function- 
ing testicular  tissue.  Absence  of  the  testes 
does  not  interfere,  however,  with  the  fat 
mobilization  which  occurs  as  the  result  of  in- 
crease of  the  adrenal  11-oxysteroids  or  in- 
creased concentrations  of  ACTH,  which,  in 
addition  to  playing  a part  in  fat  mobilization 
in  association  with  adipokinin,  also  by  in- 
creasing the  adrenal  excretion  of  the  11-oxy- 
adrenal  steroids  stimulates  the  posterior 
pituitary  gland  to  release  “LM”  hormone.2' 14 

The  omental  and  mesenteric  depots  under 
the  stimulus  of  these  various  influences  re- 
lease triglycerides,  whereas  the  subcutaneous 


and  perirenal  depots  appear  to  release  non- 
esterified  fatty  acids  which  apparently  in 
large  part  are  utilized  to  re-synthesize  and 
replace  the  fat  removed  by  the  “LMH”  from 
the  omental  and  mesenteric  depots. 

In  closing,  it  is  well  because  of  the  com- 
plex interrelationships  reviewed,  to  try  to 
summarize  our  knowledge  to  date,  which  ad- 
mittedly is  in  a state  of  flux,  by  considering 
some  of  the  clinical  states  in  which  elevation 
of  cholesterol  and  certain  of  the  other  lipid 
fractions  appear  to  be  of  enough  significance 
to  warrant  dietary  or  therapeutic  maneuvers 
to  reduce  the  plasma  concentrations,  and  to 
bring  into  this  area  of  the  discussion  the 
specific  application  of  certain  of  the  thera- 
peutic measures  which  have  been  advocated, 
with  some  recapitulation  of  the  physiological 
processes  or  metabolic  effects  by  which  these 
changes  are  thought  to  be  produced. 


(TO  BE  CONCLUDED) 


Parathion  poisoning:  A case  report — R.  D.  Simon. 
Amer  J Dis  Child  105:527  (May)  1963. 

As  organophosphate  poisonings  are  on  the  increase 
in  farm  eommnnities,  doctors  shonld  be  aware  of  a 
new  and  specific  drug,  pralidoxime  iodide  ( Proto- 
pam),  which  reactivates  the  phosphate-bound  acety- 
eholinestera.se.  A 4-yr.-old  farm  boy  was  seen  in  a 
moribund  condition  1 hr.  after  playing  with  an  in- 
secticide powder  containing  25 '/<  parathion.  Symp- 
toms: pin  point  pupils,  pale  cyanotic  skin,  excessive 
salivation,  and  respiratory  cessation  shortly  after  ad- 
mission. Artificial  respiration  was  required.  Treatment 
consisted  of  3 doses  of  atropine  sulfate  given  intra- 
venously, followed  by  500  mg  of  pralidoxime  iodide, 
also  intravenously.  One  hour  later  a second  dose  of 
250  mg  was  given.  Within  10  min.  of  the  first  dose 
voluntary  respirations  had  returned;  within  7 hr.  the 
patient  was  awake  and  on  the  road  to  an  uneventful 
recovery.  Atropine  in  large  doses  will  relieve  the 
cholinergic  symptoms  of  the  organophosphate  poison- 
ings, but  it  has  no  effect  on  the  phosphate-bound 
cholinesterase.  Pralidoxime  iodide  should  be  avail- 


able in  all  hospitals  serving  agricultural  communities, 
and  it  should  be  used  in  conjunction  with  atropine. 

Viruses  and  cancer:  Review — G.  H.  Porter.  Arch 
Intern  Med  111:572  (May)  1963. 

Evidence  establishing  viruses  as  one  cause  of  can- 
cer in  animals  is  presented,  and  human  studies  are 
critically  examined.  Emphasis  is  given  to  murine 
leukemia  and  its  potential  relevance  to  man.  The 
electron  microscopy,  mode  of  replication,  chemistry, 
immunology,  and  ecology  of  the  known  tumor  viruses 
are  discussed,  as  well  as  the  conditioning  factors  of 
heredity,  age,  hormonal  status,  and  dose.  Major  hypo- 
theses for  mechanisms  of  viral  carcinogenesis  are 
given.  Although  facts  which  would  establish  a viral 
etiology  of  human  cancer  are  yet  lacking,  it  would 
seem  biologically  unusual  if  the  ability  of  viruses  to 
induce  malignancy  in  other  mammalian  species  was 
not  also  operative  in  man.  Impressive  success  in  ani- 
mal studies  indicates  the  urgency  for  intensive  ex- 
ploration of  the  human  problem.  An  extensive 
bibliography  is  included. 
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egments  of  the  colon  are  used  with  grow- 
ls ing  frequency  to  replace  or  bypass  the 
esophagus.  At  the  Medical  College  of 
South  Carolina  a high  incidence  of  carcinoma 
of  the  esophagus  is  encountered.  Among  the 
Negro  patients  the  esophagus  is  the  leading 
site  of  primary  malignancy  in  the  males  and  in 
the  females  except  for  cervix  and  breast.  En- 
couraging results  from  therapy  using  super- 
voltage x-ray  followed  by  esophagectomy  are 
developing.  This  scheme  of  therapy  with 
single  stage  total  thoracic  esophagectomy  and 
colon  reconstruction  has  been  described.3 
Since  April  1961  sixteen  colon  substitution 
procedures  have  been  carried  out.  Thirteen 
of  these  were  single  stage  total  thoracic  eso- 
phagectomies with  esophagocoloplasty  in- 
volved, 10  were  resections  for  malignancy  and 
3 were  for  severe  lye  stricture.  Except  for  one 
death  due  to  pulmonary  infection  the  early 
results  have  been  good.  Two  colon  bypass 
procedures  without  esophagectomy  have  pro- 
vided unusual  complications  which  have 
prompted  this  report.  One  case  concerns  a 
large  peptic  ulceration  of  the  colon  at  the 
eologastrostomy  and  the  other  involves  fatal 
gas  gangrene  of  the  intestine  with  secondary 
portal  vein  thrombosis. 

Case  Reports 

Case  1 : A 43  year  old  Negro  male  was  admitted  in 
January  1961  with  anorexia,  dysphagia,  12  pound 
weight  loss,  regurgitation,  nocturnal  dyspnea,  and 
hoarseness  of  six  weeks  duration.  Laryngoscopy  re- 
vealed left  vocal  cord  paralysis.  A partially  obstruc- 
ting irregular  lesion  was  seen  in  the  middle  thoracic 
esophagus  on  barium  swallow.  Epidermoid  carcin- 


oma was  proved  by  esophagoscopy  biopsy.  Super- 
voltage x-radiation  therapy  of  6,000  r tumor  dose 
was  administered  over  a five  week  period.  Several 
weeks  later  a metastasis  in  the  right  ilium  was  ap- 
parent roentgenologically.  Pain  was  relieved  by 
2,000  r supervoltage  irradiation  to  the  metastasis. 

Because  of  persistent  dysphagia  and  regurgitation 
a colon  bypass  procedure  was  carried  out  in  April 
1961.  At  laparotomy  metastases  were  found  in  the 
celiac  lymph  nodes.  A portion  of  the  transverse  and 
left  colon  was  interposed  in  an  antiperistaltic  fashion 
between  the  cervical  esophagus  and  gastric  antrum 
in  an  extrapleural  substernal  tunnel.  The  middle  colic 
vascular  supply  to  the  colon  transplant  was  passed 
posterior  to  the  pylorus.  The  distal  cervical  esophagus 
was  closed. 

The  patient  did  well  until  four  months  later  when 
epigastric  pain,  nausea,  and  vomiting  developed. 
Barium  swallow  showed  the  colon  transplant  to  be 
intact  and  functional  (Figure  1).  Upper  gastro- 


Figure  1.  (Case  I). 

Left:  Postoperative  barium  swallow  showing 
colon  transplant  in  anterior  mediastinum  on 
lateral  view. 

Right:  Anterior  view  of  esophagocoloplasty  at 
time  of  upper  abdominal  complaints. 


intestinal  barium  study  revealed  a constant  collection 
of  barium  in  a 3.5  cm  ulcer  defect  on  the  colonic  side 
of  the  eologastrostomy  (Figure  2 and  3).  The  ulcer 
symptoms  were  relieved  by  antacids  and  a bland  diet. 
Gastric  analysis  was  not  performed. 
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Figure  2.  (Case  I). 


Upper  gastrointestinal  barium  study  showing 
large  ulcer  crater  on  colon  side  of  colo- 
gastrostomy. 

Death  occurred  at  home  one  month  later  with 
clinically  evident  axillary,  pulmonary,  and  mediastinal 
metastases.  Autopsy  was  not  obtained. 

Case  2:  This  70  year  old  Negro  female  was  ad- 
mitted in  June  1961  with  a seven  weeks’  history  of 
upper  abdominal  pain,  vomiting,  dysphagia,  a choking 
sensation  at  the  level  of  the  suprasternal  notch,  ano- 
rexia, and  physical  findings  of  dehydration,  and 
emaciation,  with  body  weight  of  80  pounds.  Barium 
swallow  revealed  an  obstructing  neoplasm  in  the 
upper  thoracic  esophagus  which  by  esophagoscopy 
biopsy  was  found  to  be  epidermoid  carcinoma. 

A feeding  gastrostomy  was  established.  Super- 
voltage x-radiation  therapy  of  4,600  r tumor  dose 
was  completed  over  a three  week  period.  Because  of 
residual  carcinoma  and  persistent  dysphagia  a colon 
bypass  procedure  to  be  followed  by  esophagectomy 
was  planned  four  months  after  the  initial  therapy. 

Liver  function  studies  and  protein  levels  were  nor- 
mal. Bowel  preparation  included  a three  day  period  of 
magnesium  sulfate  catharsis,  nightly  saline  enemas, 
sulfathalidine  for  seven  days,  and  neomycin  for  two 
days.  By  oversight  a mechanical  soft  diet  was  con- 
tinued through  the  gastrostomy,  the  character  and 
number  of  the  stools  were  not  observed,  and  a pre- 
operative scout  abdominal  film  was  not  made.  The 
nutritional  status  was  poor  with  a weight  of  75 
pounds. 

In  November  1961  laparotomy  revealed  no  ab- 
dominal metastases  and  a poorly  prepared  colon 
which  caused  considerable  consternation.  The  trans- 
verse and  proximal  left  colon,  which  were  empty,  were 
dissected  and  divided  to  form  the  colon  transplant. 
Kanamycin  was  instilled  into  the  colon  and  colon 


transplant.  One  end  of  the  extra-pleural  substernal 
colon  transplant  was  anastomosed  to  the  gastric 
antrum  and  the  other  end  was  left  open  and  brought 
to  the  surface  in  the  right  side  of  the  neck.  Appen- 
dicocecostomy  vented  the  remaining  colon,  which  was 
reunited  by  colocolostomy. 

Postoperatively  penicillin  and  streptomycin  were 
administered  systemically  for  seven  days  while  neo- 
mycin was  instilled  into  the  appendicocecostomy. 
Gastrostomy  fluids  were  given  on  the  fifth  post- 
operative day  when  peristalsis  was  well  established. 

Ten  days  later  the  cervical  esophagus  was  divided, 
closed  distally,  and  anastomosed  proximally  to  the 
colon  transplant.  Postoperatively  tetracycline  was  ad- 
ministered intramuscularly.  On  the  second  postopera- 
tive day  diarrhea  developed  and  lasted  five  days.  No 
stools  had  been  passed  since  the  first  operation  prior 
to  this  development.  Eight  days  following  the  second 
operation  a distended,  silent  and  generally  tender 
abdomen  with  rebound  tenderness  was  noted  in  asso- 
ciation with  shock.  Blood  transfusion  and  intravenous 
fluids  improved  the  shock  state.  Abdominal  x-ray 
films  revealed  intestinal  obstruction  with  visible  intra- 
mural gas  in  the  small  bowel  and  intraluminal  gas  in 
the  portal  vein  (Figures  4 and  5). 

At  this  time  laparotomy  disclosed  necrosis  of  a 
20  cm  segment  of  jejunum  and  showed  air  in  the 
mesenteric  veins  of  the  small  and  large  bowel.  A 42 
cm  segment  of  necrotic  central  colon  including  the 
colocolostomy  was  resected  along  with  the  necrotic 
jejunum.  Pathological  study  confirmed  necrotic  in- 
testine. Shock  persisted  and  death  occurred  the  fol- 
lowing day. 

At  autopsy  all  anastomoses  were  intact.  The  portal 
vein  was  thrombosed  and  extensive  hepatic  paren- 
chymal necrosis  was  apparent.  A dark  red  edematous 
appearance  of  the  distal  half  of  the  stomach  was 
associated  with  crepitation.  Similar  changes  were  ob- 
served throughout  the  colon.  Squamous  carcinoma 
proven  microscopically  was  found  in  the  obstructed 
midportion  of  the  thoracic  esophagus.  Organizing 
focal  necrosis  was  conspicuous  within  the  liver  in 
association  with  portal  vein  thrombosis.  The  mucosa 
of  the  stomach  and  of  the  small  and  large  bowels  ap- 
peared normal  while  the  submucosa  and  serosa  were 
inflamed  as  by  a process  of  nonspecific  enteritis.  Or- 
ganizing clots  were  present  in  the  submucosal  veins 
of  the  stomach.  The  overall  changes  were  compatible 


Figure  3.  (Case  I). 

Spot  film  views  of  large  marginal  ulcer  filled  with  barium  at  the 
cologastrostomy. 
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with  a massive  gas  forming  infection  of  the  mesenteric 
system  and  bowel  wall  leading  to  portal  vein  thrombo- 
sis and  focal  liver  necrosis. 

Discussion 

Retrospective  analysis  of  each  case  provides 
suggestions  for  the  prevention  of  similar  future 
occurrences.  In  the  first  patient  it  would  ap- 
pear that  marginal  ulceration  of  the  colon 
transplant  might  have  been  avoided  by 
vagotomy  and  a drainage  procedure  which  ac- 
company esophagectomy.  Our  experience 
with  the  single  stage  esophagectomy  and 
esophagocoloplastv  in  13  cases  has  included 
vagotomy  and  pyloroplasty.  None  of  these  pa- 
tients has  shown  evidence  of  ulceration  of  the 
colon.  In  a collective  review  of  336  cases  of 
colon  segment  substitutions  for  the  esophagus 
Sherman' ' has  discovered  only  two  instances 
of  marginal  ulceration  in  the  colon.  Nardi  and 
Glotzer1"  reported  an  anastomotic  ulcer  of  the 
colon  following  colonic  replacement  of  the 
esophagus  in  one  patient.  Their  observations 
of  related  studies  led  to  the  conclusion  that 
there  is  little  experimental  evidence  to  support 
the  concept  of  a specific  resistance  of  the 
colon  mucosa,  greater  than  the  small  bowel 
mucosa,  to  digestion  and  ulceration.  The  pa- 
tient described  by  them  probably  experienced 
predisposition  to  colon  transplant  ulceration 
because  the  vascular  pedicle  of  the  transplant 
was  placed  anterior  to  the  stomach  in  a man- 
ner which  may  have  produced  antral  obstruc- 
tion or  retention.  Moreover,  starvation  of  their 
patient  from  obstructing  cervical  tumor  re- 
currence added  to  the  ulcer  potential  by  dim- 
inishing neutralization  of  the  gastric  acidity 
from  oral  nourishments  and  led  to  poor  tissue 
resistance.  Battersby1  has  observed  two  cases 
of  colon  ulceration  at  the  gastrocolic  anasto- 
mosis and  feels  that  vagotomy  and  pyloro- 
plasty should  be  done  to  protect  the  colon  at 
the  gastrocolostomy  in  any  patient  with  known 
ulcer  disease. 

Esophagectomy  and  esophageal  replace- 
ment elements  are  of  the  utmost  importance 
in  the  currently  available  approaches  to  ther- 
apy for  cancer  of  the  esophagus.  While  various 
intestinal  segments  show  the  differences  in 
susceptibility  to  peptic  ulceration  of  other 


properties  of  such  segments  should  also  be 
considered.  It  should  be  recognized  that  the 
colon  is  less  resistant  to  hydrochloric  acid 
effects  than  stomach  or  duodenum,  as  has 
been  demonstrated  by  Florey  and  Harding.2 
Experiments  of  Matthew  and  Dragstedt7 
strongly  indicate  the  progressively  diminishing 
resistance  to  pepsin-hydrochloric  acid  ulcera- 
tion of  the  intestinal  mucosa  from  the  stomach 
distally.  While  not  testing  colon,  Mann  and 
Bollman”  observed  from  animal  experiments 
that  mucosal  resistance  to  ulceration  de- 
creased from  duodenum  to  ileum.  Kiriluk  and 
Merendino  ' observed  the  mucosa  of  the  small 
bowel  to  be  sensitive  to  acid-peptic  injury,  but 
it  healed  rapidly  while  the  esophageal  mucosa 
which  was  most  susceptible  to  injury,  healed 
slowly.  These  studies,  the  colon  segment 
ulceration  in  our  patient,  and  the  patients  of 
Nardi,  Glotzer,  and  Battersby  point  up  the 
need  for  consideration  of  marginal  ulceration 
in  the  colon  transplant. 

Further  consideration  of  other  important 
matters  concerning  esophageal  replacement 
should  be  recognized.  Neville  and  Clowes11 
compared  the  results  of  esophagectomy  and 
colon  interposition  including  vagotomy  and 
pyloroplasty  or  pyloromyotomy  with  eso- 
phagectomy and  esophagogastrostomy  in  a 
series  of  dogs.  In  none  of  the  animals  having 
esophagocoloplasty  was  there  evidence  of  eso- 
phagitis, eolititis,  or  gastritis.  In  the  group  of 
animals  having  esophagogastrostomy  all  suf- 
fered esophagitis  proximal  to  the  esophago- 
gastrostomy, and  in  over  one-half  of  the  ani- 
mals ulceration  developed  in  the  fundus  of 
the  stomach.  The  colon  is  available  in  ade- 
quate length  for  substitution,  its  blood  supply 
can  usually  be  arranged  for  assured  viability, 
and  it  functions  well  as  an  esophageal  sub- 
stitute. When  protected  by  vagotomy  and  a 
gastric  drainage  procedure,  it  would  appear 
that  the  tendency  for  marginal  ulceration  of 
the  colon  is  extremely  rare. 

Total  esophagectomy  has  been  advised  for 
carcinoma  of  the  esophagus  to  prevent  ana- 
stomotic recurrences  due  to  inadequate  re- 
section and  the  tendency  for  multiple  primary 
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lesions  or  longitudinal  metastatic  exten- 
sions.3' 15'  18  If  the  stomach  is  used  as  a 
substitute  there  is  a distinct  tendency  to  re- 
strict the  degree  of  esophagectomy  in  order  to 
achieve  re-anastomosis  of  the  esophagus  and 
stomach.  The  vagotomized  stomach  is  tem- 
porarily atonic  and  may  dilate  to  compromise 
postoperative  pulmonary  function.  Regurgita- 
tion of  gastric  contents,  which  is  more  likely 
with  a high  esophagogastrostomy,  may  lead  to 
fatal  pulmonary  complications.  Dyspeptic 
symptoms  with  disturbed  eating  abilitv  appear 
too  frequently  after  esophagogastrostomy. 

Short  vascular  arcades  make  jejunal  substi- 
tutions hazardous  from  the  standpoint  of  in- 
adequate blood  supply.  Inert  plastic  or  foreign 
body  tubes  lead  to  prohibitive  mortality  from 
anastomotic  leakage.  Skin  tubes  or  sub- 
cutaneous antethoracic  esophagoplasty  fre- 
quently lead  to  gastric  regurgitation,  ulcera- 
tion, stenosis,  fistula,  and  stricture.  The  sub- 
cutaneous route  is  psychologically  and  cos- 
metically undesirable  and  does  not  function 
as  well  as  intrathoracic  substitutes.  Marginal 


negro,9  Neville,11  Sherman,15  and  Thomas,17  as 
well  as  the  13  cases  in  our  series  in  which 
single  stage  esophagectomy  and  esophagocolo- 
plasty  were  performed  with  accompanying 
vagotomy  and  pyloroplasty. 

The  findings  in  the  second  patient  at  the 
time  of  the  second  laparotomy  were  striking. 
There  was  obvious  gas  gangrene  of  the  large 
and  small  bowel  with  palpable  and  visible 
gas  within  the  wall  of  the  bowel  and  within 
the  mesenteric  veins.  No  cultures  were  taken 
from  the  involved  bowel  so  that  the  causative 
organism  is  not  known.  The  appearance  of 
gas  within  the  walls  of  distended  bowel  loops 
and  the  presence  of  air  in  the  portal  vein  as 
seen  on  abdominal  x-ray  films  suggested  the 
possibility  of  intestinal  gas  gangrene  preopera- 
tively.  (Figures  4 and  5). 

Anaerobic  bacilli  are  known  to  be  common 
inhabitants  of  the  colon  in  healthy  individuals 
and  Clostridia  can  be  cultured  from  many 
inflamed  appendices.1 

Factors  which  may  have  predisposed  to  in- 


Figure  4.  (Case  II). 

Intraluminal  portal  vein  gas  is 
sketched  in  outline.  Intramural 
gas  is  evident  just  below  in  the 
distended  transverse  bowel  seg- 
ment. The  safety  pin  is  attached  to 
exterior  garments. 


Figure  5.  (Case  II). 

Abdominal  x-ray  film  showing 
intestinal  obstruction  with  intra- 
mural gas  in  the  transverse  dis- 
tended segment  of  bowel  in  the 
upper  abdomen,  especially  evident 
in  the  region  of  the  right  12th  rib. 


ulceration  of  the  colon,  though  possible,  is  in- 
frequent, and  colon  transplants  appear 
superior  to  other  transplants  or  esophageal 
substitutes  for  the  reasons  that  have  been 
cited  and  also  in  view  of  the  infrequency  of 
marginal  ulceration.  Moreover,  it  appears  that 
vagotomy  and  a drainage  procedure  such  as 
pyloroplasty,  which  was  not  done  in  the  case 
here  reported,  will  sufficiently  minimize  trans- 
plant ulceration  on  the  basis  of  ehemophysio- 
logical  effects.  The  rare  tendency  for  marginal 
ulceration  is  further  documented  by  Monte- 


testinal  gas  gangrene  in  this  patient  were:  (1) 
Prolonged  preoperative  intestinal  antisepsis 
employing  sulfathalidine  and  neomycin  fol- 
lowing which  overgrowth  of  virulent  organ- 
isms may  have  developed;  (2)  inadequate 
mechanical  cleansing  of  the  colon,  which  was 
found  to  contain  soft  fecal  material  at  the 
time  of  operation;  (3)  a breech  in  the  colon 
mucosa  at  the  site  of  anastomosis  which  would 
allow  an  avenue  for  pathogenic  bacteria  into 
the  bowel  wall;  and  (4)  an  unrecognized 
focus  of  enterocolitis. 
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COLONIC  SUBSTITUTION  FOR  ESOPHAGUS 


The  portal  vein  thrombosis  and  massive 
hepatic  necrosis  noted  at  autopsy  logically  ap- 
pear to  be  secondary  manifestations  of  the 
spreading  gas-forming  infection  within  the 
mesenteric  venous  system.  Death  was  due  to 
septicemia  with  profound  vascular  collapse  in 
an  already  debilitated  patient. 

Preventive  measures  should  involve  ade- 
quate mechanical  cleansing  of  the  colon  pre- 
operatively.  If  an  ill-prepared  colon  is  en- 
countered at  laparotomy,  the  colon  substitu- 
tion procedure  should  be  postponed  or  another 
type  of  procedure  undertaken.  Provisions  for 
postoperative  administration  of  neomycin, 
kanamycin,  or  bacitracin  solution  through  an 
intraluminal  polyethylene  catheter  introduced 
percutaneously  into  the  colon  at  the  time  of 
operation  may  be  beneficial  if  bowel  prepara- 
tion appears  marginally  satisfactoiy.  Poth18 
advises,  where  possible,  to  continue  sulfa- 
thalidine  for  several  days  after  stopping  neo- 
mycin when  this  drug  combination  is  em- 
ployed for  bowel  preparation.  This  permits 
non-pathogenic  alpha  Streptococcus  fecalis  to 
re-establish  and  prevent  the  wild  over-growth 
of  staphylococci  and  possibly  other  pathogenic 
organisms. 

Silver"'  indicates  that  gas  gangrene  rarely 
follows  perforation  of  the  alimentary  canal. 
Gas  gangrene  more  commonly  occurs  follow- 
ing elective  surgery  and  this  has  been  noted 
by  Millar8  in  13%  of  607  cases  of  gas  gan- 
grene encountered  in  civilian  practice. 


Summary 

1.  Two  unusual  and  probably  preventable 
complications  related  to  colonic  substitution 
for  the  esophagus  are  reported.  One  patient 
developed  fatal  gas  gangrene  of  the  intestine 
with  secondary  portal  vein  thrombosis  and 
the  other  patient  formed  a large  peptic  ulcera- 
tion of  the  colon  transplant  at  the  cologastros- 
tomy. 

2.  Factors  relating  to  marginal  ulceration 
of  the  colon  transplant  at  the  cologastrostomy 
are  discussed.  The  colon  transplant  may  be 
partially  protected  from  ulceration  by  routing 
its  vascular  pedicle  posterior  to  the  stomach 
to  avoid  possible  obstructive  gastric  stasis  by 
the  pedicle.  Further  protection  is  gained  by 
vagotomy  and  a gastric  drainage  procedure 
which  accompany  esophagectomy  and  these 
procedures  are  recommended  if  colon  bypass 
alone  is  done. 

3.  When  considering  an  esophageal  sub- 
stitution procedure  the  advantages  of  the 
colon  as  a substitute,  for  the  reasons  elabo- 
rated in  this  report  and  others,  far  outweigh 
the  threat  of  marginal  ulceration  to  the  colon 
segment  and  especially  when  vagotomy  and  a 
gastric  drainage  procedure  are  performed. 

4.  Proper  mechanical  and  antibacterial 
preparation  of  the  colon  are  indicated  to  avoid 
postoperative  infections  which  may  be  fatal 
following  colon  substitution  procedures  for 
the  esophagus. 
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DERMATOLOGICAL  DON’TS 

Kathleen  Riley,  M.  D. 

Dept,  of  Dermatology 

CASE  11— BIOLOGIC  FALSE  POSITIVE 
SERUM  TEST 
"White,  Male,  Age  30 


History 

On  routine  general  check-up,  a white  male,  age  30 
was  found  to  have  a routine  VDRL  positive  in  the 
dilution  of  1:2. 

There  was  no  history  of  previous  serum  tests.  He 
claimed  no  contacts  except  with  his  wife. 

There  had  not  been  any  skin  eruptions  or  genital 
sores. 

During  the  last  several  months  there  was  no 
history  of  any  type  of  immunization  or  injections. 

There  was  no  history  of  recent  respiratory  infection, 
tuberculosis,  lupus  erythematosus,  arthritis,  fever  or 
illnesses  of  any  kind. 

Physical  Examination 

Physical  examination  was  entirely  normal  with  no 
cutaneous  or  mucous  membrane  lesions  present. 
Diagnosis 

One  positive  serum  test — possible  Biologic  False 
Positive. 

T reatment 
DON’T 

1.  Don’t  make  a diagnosis  of  syphilis  on  the  basis 
of  one  positive  test,  especially  if  it  is  of  a low  titre. 
Always  repeat  test. 

2.  Don’t  treat  with  penicillin  on  the  basis  of  one 
positive  test  of  low  titre. 

3.  Don’t  alarm  the  patient  and  insist  that  this  is 
most  likely  syphilis.  Let  him  know  that  there  is 
a possibility  that  this  is  a false  positive  and  ex- 
plain the  meaning  to  the  patient. 

4.  Don't  fail  to  pursue  further  for  a more  definitive 
diagnosis. 


DO 

1.  Do  repeat  routine  titred  VDRL. 

2.  Do  treat  as  syphilis — if  repeated  VDRL  is  positive 
in  high  titre — showing  increase  in  two  dilutions  or 
more. 

3.  Do  Kolmer- Reiter  Protein  Test  (KRP)0  if  re- 
peated VDRL  is  still  of  low  titre.  This  test  can  be 
done  at  the  State  Laboratory  in  Columbia  or 
other  laboratories.  It  is  more  specific  than  the 
VDRL  and  if  positive  the  diagnosis  of  syphilis  is 
justified.  The  patient  should  then  be  treated. 

4.  Do  Treponema  Pallidum  Immobilization  Test 
( TPI ) — if  KRP  test  is  negative.  This  test  can  also 
be  done  via  the  State  Laboratory  in  Columbia, 
but  it  is  a complicated  test  and  serum  is  forwarded 
to  the  Public  Health  Laboratory  in  Chamblee, 
Georgia.  Complete  history  and  record  has  to  ac- 
company it.  If  the  TPI  is  positive,  treat  as  syphilis. 

5.  Do  repeat  the  KRP  or  VDRL  again  in  four  to  six 
weeks,  if  impossible  to  have  TPI  test  done. 

6.  Do  diagnose  Biologic  False  Positive  if  all  tests 
except  VDRL  arc  negative  and  VDRL  remains  in 
low  titre. 

7.  Do  report  all  cases  of  confirmed  syphilis  to  the 
County  Health  Department. 

° Kolmer  Reiter  Protein  test  is  a simple  laboratory 

slide  test  using  the  protein  from  Reiter  treponenie. 

This  test  is  more  specific  than  the  VDRL  and  its 

main  use  is  in  determining  Biologic  False  Positives. 

It  is  not  used  in  following  evaluation  of  therapy. 
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President’s  Page 

At  an  AMA  Conference  in  August  of  this  year,  one 
of  the  topics  considered  and  lengthily  discussed  was 
entitled,  "The  Town  and  Gown  Syndrome.”  The  origin 
of  this  expression,  of  course,  dates  back  to  medieval 
times  when  there  was  often  conflict  between  the  students 
and  the  burghers  of  the  town  in  which  a university  was 
situated.  In  its  present  sense  it  has  nothing  whatsoever 
to  do  with  student  groups,  but  refers  to  the  areas  of  dis- 
agreement between  full  time  medical  college  staffs  and 
the  practicing  physicians  of  the  communities  where 
medical  colleges  are  located. 

Such  a conflict  had  developed  in  Rochester,  New 
York  with  disagreement  between  the  Medical  Society  of  the  County  of  Monroe  and  the  faculty 
of  the  University  of  Rochester  Medical  School.  It  had  heen  brought  to  a head  by  differences 
within  the  Medical  Society  over  the  problem  of  compulsory  AMA  membership,  and  attitudes  a 
toward  schemes  to  finance  medical  care  for  the  aged.  A partial  resolution  of  difficulties  was 
effected  by  a series  of  conferences  and  discussions  between  the  two  groups.  Dr.  Hugh  H. 
Hussey,  a former  Dean  and  Professor  of  Medicine  at  Georgetown  University  and  now  an 
official  of  the  AMA,  had  acted  as  a moderator  in  Rochester  and  told  the  story  of  these  discus- 
sions in  Chicago.  He  noted  that  disagreements  developed  because  of  differences  in  attitudes 
toward  medical  education,  toward  private  practice  by  the  preceptor,  toward  the  acceptance  of 
federal  money,  and  toward  organized  medicine.  Major  points  of  conflict  were  concerned  with 
economic  competition  and  with  questions  of  prestige.  In  one  of  their  discussion  groups  it  was 
generally  agreed  that  private  practice  by  full  time  faculty  physicians  is  essential  and  that 
their  acceptance  of  responsibility  for  patient  care  should  include  the  willingness  to  render 
such  care  on  an  around-the-clock  basis,  regardless  of  geographic  considerations,  the  same  as 
care  rendered  by  any  other  practitioner. 

At  the  Chicago  Conference  it  was  admitted  that  the  physician  is  often  a “rugged  in- 
dividualist," generally  inclined  toward  the  preservation  of  the  status  quo  and  concern  about 
the  structure  of  future  medical  practice.  The  question  of  education  versus  service  was  con- 
sidered, and  the  role  of  the  medical  center  solely  for  education. 

It  was  presented  in  this  discussion  that  there  is  no  definite  answer  to  many  of  these  prob- 
lems, but  that  their  adverse  effects  on  the  medical  community  can  certainly  be  lightened  by 
the  development  of  ways  of  communication  between  the  two  groups.  There  are  bound  to  be 
points  of  controversy  in  our  own  state,  which  will  most  likely  increase  as  time  goes  on,  and  we 
cannot  shut  our  eyes  to  this  fact.  There  is  at  this  time  a special  committee  studying  a pro- 
posal that  a Standing  Committee  of  the  state  Medical  Association  be  established,  for  the  pur- 
pose of  liaison  between  the  Medical  College  and  the  Association.  Such  a committee  should 
certainly  include  the  President  of  the  Medical  College,  and  just  as  certainly  include  a “town” 
member  of  the  county  medical  society  from  the  community  in  which  the  Medical  College  is 
situated.  In  addition,  because  this  is  not  only  a statewide  problem  but  a local  problem  as 
well,  it  would  seem  sensible  to  follow  the  example  of  the  Medical  Society  of  the  County  of 
Monroe,  and  form  a local  liaison  committee  for  the  purpose  of  free  exchange  of  ideas  on  a 
local  basis. 

Robert  Wilson,  M.  D. 
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Editorials 


A Merry  Christmas 

and 

A Happy  New  Year 


From  the  Journal 


rjst- 


SCALPEL  Needs  Help 

The  relatively  few  physicians  who  have 
given  of  their  time  and  energy  for  tine  pro- 
motion of  the  objectives  of  SCALPEL  need 
better  support  from  the  doctors  of  South 
Carolina.  The  aims  of  the  organization  are 
known  to  all  of  us  and  undoubtedly  ap- 
plauded by  the  vast  majority,  but  there  has 
been  relatively  little  help  offered  to  the 
Board  of  Directors,  either  in  finances  or  in 
actual  work. 

The  organization  is  most  desirous  of  obtain- 
ing volunteers  who  will  assist  actively  in  the 
promotion  of  its  goals.  All  physicians  who  are 
interested  in  better  government  should  be 
willing  to  offer  their  material  aid  in  a cause 
which  concerns  our  very  way  of  life  and  the 
future  interests  of  our  children. 


Greenville  Eyes  Medical  School 

The  thought  of  the  possibility  of  establish- 
ing a medical  school  in  Greenville  has  not 
been  expressed  publicly  lately,  but  it  ap- 
parently is  quite  lively.  A committee  of  which 
Francis  A.  Hipp  is  chairman  has  recom- 
mended to  the  Board  of  Trustees  of  Furman 
University  that  it  endorse  an  investigation 
into  the  need  and  feasibility  of  establishing 
a medical  school  as  part  of  Furman’s  total 
educational  effort  and  that  some  immediate 
steps  be  taken  to  implement  this  endorsement. 
Mr.  Hipp’s  committee  is  composed  of  a repre- 
sentative segment  of  the  community  and  in- 
cludes Dr.  Raymond  Ramage,  Dr.  Hugh 
Smith,  Dr.  Frank  Stelling,  Dr.  David  Watson, 
and  Dr.  Frank  Wrenn.  Dr.  W.  C.  Davison  of 
North  Carolina  is  an  ex  officio  member. 


Study  in  Prevention  of  Cancer 

A study  to  aid  in  the  prevention  of  cancer 
has  been  carried  on  for  some  time  by  the 
American  Cancer  Society.  Volunteers  in  forty- 
five  counties  in  South  Carolina  will  begin 
the  fourth  follow-up  of  the  study.  The  in- 
vestigation was  set  to  cover  six  years  and  was 
aimed  at  obtaining  information  about  family 
traits,  habits,  and  customs  which  might  have 
some  bearing  on  liability  to  the  development 
of  cancer. 


Tinted  Lenses 

Increased  awareness  of  the  appearance  of 
advertising  promoting  the  use  of  tinted  lenses 
for  night  driving  led  us  to  confer  with  an 
ophthalmologist  of  our  acquaintance.  In  turn 
he  received  from  the  National  Society  for  the 
Prevention  of  Blindness  a very  plain  state- 
ment to  the  effect  that  “There  is  quite  gen- 
eral agreement  among  recognized  medical 
and  safety  authorities  that  use  of  tinted 
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lenses  while  driving  at  night  is  a dangerous 
practice.  The  American  Committee  on  Optics 
and  Visual  Physiology  has  given  thorough 
consideration  to  the  problem  of  night  vision 
lenses  and  has  recommended  that  they  not 
be  used."  There  are  many  writings  to  support 
this  stand. 

In  answer  to  the  question  “Are  there  sun- 
glasses which  will  eliminate  headlight  glare?”, 
a pamphlet  published  by  the  same  Society 
answers  as  follows;  “Definitely  not.  Sun- 
glasses must  never  be  worn  when  driving  at 
night  or  in  twilight.  Any  glass  which  reduces 
the  brightness  of  oncoming  headlights  will 
blot  out  the  fainter  roadside  cues  upon  which 
you  depend  for  holding  the  road  — upon 
which  you  depend  for  safety  and  life.  If  you 
need  correction  for  distance  be  sure  to  put 
on  your  regular  spectacles  before  sunset.  And 
keep  the  surfaces  very  clean." 

Physicians  will  do  a public  service  by  alert- 
ing their  patients  to  the  dangers  inherent  in 
the  use  of  tinted  lenses  at  night. 


Medical  Education 

In  a recent  article  on  medical  education,  the 
following  paragraph  presented  some  inter- 
esting questions: 

“Let  us  review  briefly  the  activities  which 
occur  within  our  medical  schools.  The  student 


is  taught  the  fundamentals  of  medicine.  He 
then  proceeds  to  learn  technical  skills  and 
scientific  methods.  Where  in  our  system  of 
education  is  the  student  expected  to  develop 
the  proper  attitudes  toward  the  patient  and 
toward  his  colleagues  in  the  profession,  and 
when  is  he  disciplined  as  a scholar  in  whom 
there  is  dedication  to  continuing  selfeduca- 
tion, embracing  those  attitudes  of  curiosity, 
perseverance,  initiative,  and  originality?” 

Other  questions  might  follow:  where  is  he 
imbued  with  the  thought  that  his  profession 
should  be  considered  to  stand  high  among 
others?  Where  is  he  made  to  feel  that  he  is  a 
very  important  part  of  that  profession,  and 
that  he  must  contribute  actively  to  upholding 
its  integrity  and  independence?  Where  is  he 
taught  the  rich  story  of  the  development  of 
modern  medicine,  its  triumphs  and  its  de- 
ficiencies? Where  is  he  encouraged  to  know 
the  place  of  medicine  in  sociology  and  in 
politics? 

Perhaps  he  is  taught  these  things  now,  but 
few  present  day  physicians  show  much  evi- 
dence of  having  enjoyed  the  benefits  of  in- 
struction in  these  concerns,  or  else  they  have 
lost  interest,  and  assumed  a cloak  of  invisibil- 
ity which  excludes  them  from  activity  when 
matters  of  these  kinds  are  of  active  concern. 

Perhaps  the  educators  have  the  answers. 
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MINUTES  OF  COUNCIL  MEETING 
SOUTH  CAROLINA  MEDICAL 
ASSOCIATION 
OCTOBER  16,  1963 


The  fall  meeting  of  Council  was  held  at  2:00 
P.  M.  on  Wednesday,  October  16,  1963,  in  a special 
conference  room  at  the  Columbia  Hotel,  Columbia, 
South  Carolina. 

The  meeting  was  called  to  order  by  Dr.  A.  F.  Burn- 
side, Chairman  of  Council.  The  following  officers 
were  present:  Dr.  Robert  Wilson,  President;  Dt. 

Frank  C.  Owens,  President-Elect;  Dr.  J.  Howard 
Stokes,  Treasurer;  Dr.  Joseph  I.  Waring,  Editor  of 
Journal;  Mr.  M.  L.  Meadors,  Executive  Secretary; 
and  Dr.  Ben  N.  Miller,  Secretary.  The  following 
councilors  were  present:  Dr.  Clay  W.  Evatt,  1st 
District;  Dr.  A.  F.  Burnside,  2nd  District;  Dr.  C.  J. 
Scurry,  3rd  District;  Dr.  John  P.  Booker,  4th  District; 
Dr.  John  M.  Pratt,  5th  District;  Dr.  William  L.  Perry, 
6th  District;  Dr.  Norman  O.  Eaddy,  7th  District;  Dr. 
Joseph  D.  Thomas,  8th  District;  and  Dr.  John  M. 
Fleming,  9th  District.  Delegates  to  the  American 
Medical  Association,  Dr.  George  Dean  Johnson  and 


Dr.  Joseph  P.  Cain,  were  also  present. 

The  first  order  of  business  was  a report  from  Dr. 
O.  B.  Mayer,  Chairman  of  the  Permanent  Home 
Committee  for  the  South  Carolina  Medical  Associa- 
tion. Dr.  Mayer  indicated  that  his  committee  had 
consulted  with  real  estate  agents  regarding  the  pos- 
sible locations  of  building  sites  in  the  Columbia  area, 
and  more  than  ten  available  lots  with  sizes  and  costs 
were  listed  by  Dr.  Mayer.  It  seemed  feasible  to  de- 
termine preliminary  needs,  have  an  architect  draw 
up  specifications  as  to  size  of  building,  size  of  lot, 
number  of  cars,  etc.  Several  additional  questions  were 
posed  as  follows:  Columbia  is  being  considered  as 
the  place  for  the  permanent  headquarters  of  the 
Association,  and  a final  decision  will  possibly  not  be 
forthcoming  for  another  year  or  two.  It  will  be  neces- 
sary to  determine  whether  the  location  should  be  in 
the  expensive  downtown  area,  or  the  less  expensive 
outskirts  of  Columbia  near  a big  highway,  etc.  A 
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further  consideration  is  to  decide  whether  or  not  this 
building  could  be  used  in  conjunction  with  some 
other  group  such  as  Blue  Cross  - Blue  Shield,  Colum- 
bia Medical  Society,  Dental  Association,  State  Board 
of  Medical  Examiners,  State  Board  of  Health,  or  the 
Woman’s  Auxiliary.  Dr.  Owens  suggested  four  points 
to  consider:  (1)  How  large  should  the  building  be? 
(2)  What  other  organizations  might  be  considered 
fcr  use  of  the  building?  ( 3 ) How  much  will  it  cost? 
(4)  What  methods  of  financing  will  be  used?  It  was 
moved  by  Dr.  Wilson,  seconded  by  Dr.  Cain,  that 
the  committee  be  thanked  for  its  preliminary  report 
and  be  asked  to  look  into  the  matter  further  and  re- 
port in  a preliminary  way  at  the  next  meeting  of 
the  House  of  Delegates  in  May,  1964.  The  motion 
was  put  and  carried. 

It  was  also  moved  by  Dr.  Cain,  seconded  by  Dr. 
Perry,  that  the  services  of  a professional  consultant 
be  obtained  with  a fee  of  up  to  five  hundred  dollars 
to  assist  in  formulating  the  report  which  will  be 
presented  next  May.  It  was  suggested  that  the  com- 
mittee determine  first  the  needs  of  the  Association 
and  then  go  to  other  groups  to  explore  the  possibilities 
of  their  using  the  same  space  with  an  additional 
saving  to  all  organizations  concerned.  Mr.  Meadors 
should  be  consulted  about  this  and  asked  to  obtain 
information  from  other  states  about  their  set-up  and 
also  get  as  much  assistance  as  possible  from  the 
American  Medical  Association.  This  motion  was  put 
and  carried. 

The  next  order  of  business  was  the  minutes  of  the 
last  meeting.  It  was  moved  by  Dr.  Wilson,  seconded 
by  Dr.  Booker,  that  the  minutes  be  approved  as  pub- 
lished in  the  Journal.  The  motion  was  put  and  car- 
ried. 

The  next  order  of  business  was  the  consideration 
of  a request  from  Governor  Russell  for  the  appoint- 
ment of  members  of  the  Medical  Advisory  Board  of 
the  S.  C.  Industrial  Commission  whose  terms  ended 
June  30,  1962.  According  to  the  code  of  laws  this 
advisory  board  is  to  be  appointed  by  the  Governor, 
chosen  by  the  list  submitted  by  the  Executive  Com- 
mittee of  the  South  Carolina  Medical  Association. 
The  membership  is  composed  as  follows:  three  path- 
ologists, three  radiologists,  three  physicians,  and  one 
member  at  large.  (A  total  of  ten  members).  Dr.  Wil- 
son referred  to  the  minutes  of  May,  I960,  at  which 
time  the  list  was  composed  as  follows:  five  path- 
ologists, five  radiologists,  five  physicians,  and  no 
suggestion  for  the  member  at  large.  Dr.  Wilson 
moved,  and  Dr.  Johnson  seconded  the  motion,  that 
the  same  list  be  submitted  to  the  Governor  with  one 
exception  that  the  name  of  Dr.  S.  W.  Lippincott  be 
marked  off  because  of  his  departure  from  the  state 
and  that  the  name  of  Dr.  H.  H.  Addlestone,  Charles- 
ton, be  submitted.  The  motion  was  put  and  carried 
with  the  list  reading  as  follows: 

Pathologists : 

Dr.  McK.  P.  Moore,  Charleston 

Dr.  E.  E.  McKee,  Charleston 

Dr.  Hunter  May,  Greenwood 


Dr.  D.  J.  Greiner,  Florence 
Dr.  E.  S.  Cardwell,  Columbia 
Radiologists: 

Dr.  H.  H.  Addlestone,  Charleston 
Dr.  William  A.  Matthews,  Rock  Hill 
Dr.  Henry  Plenge,  Spartanburg 
Dr.  Ray  Russell,  Conway 
Dr.  R.  H.  Atwell,  Orangeburg 
Physicians : 

Dr.  Ripon  W.  LaRoche,  Camden 
Dr.  W.  W.  Edwards,  Greenville 
Dr.  I.  G.  Linton,  Charleston 
Dr.  C.  Tucker  Weston,  Columbia 
Dr.  H.  Leon  Poole,  Spartanburg. 

Dr.  Evatt,  Chairman  of  the  Committee  to  Study 
Health  Organizations  seeking  endorsement  by  the 
State  Medical  Association,  was  ready  to  submit  a 
report  on  The  National  Foundation  and  requested 
that  Mr.  Wilmer  F.  Sims,  State  Representative,  make 
the  presentation.  Mr.  Sims  indicated  that  he  would 
like  for  the  SCMA  to  appoint  a State  Medical  Ad- 
visory Committee  to  advise  his  organization  and 
chapters  on  the  medical  aspects  of  the  Foundation’s 
program,  helping  physicians  in  the  treatment  of  birth 
defects  and  traumatic  effects,  arthritis,  etc.  Treat- 
ment facilities  have  been  available  where  people 
could  receive  adequate  care,  and  the  program  has 
been  developed  with  limited  resources.  Now  the 
patient  care  program  is  being  re-centered  originating 
with  the  physician  of  the  patient  with  the  Founda- 
tion chapter  stepping  in  where  needed.  The  patient 
is  approved  by  a medical  advisory  committee,  and 
the  lay  people  take  up  the  finances.  It  is  suggested 
that  a chapter  committee  be  appointed  in  conjunction 
with  a county  medical  society  with  permissive  policies 
and  permissive  procedures.  If  a patient  qualified  by 
a medical  committee  and  the  chapter,  then  the  pa- 
tient could  be  provided  with  hospital  care,  drugs, 
physical  treatment,  use  of  treatment  facilities.  The 
chapter  can  help  in  birth  defects.  The  American 
Medical  Association  has  a favorable  attitude  toward 
this  program  and  recommends  that  local  chapters 
be  appointed  in  conjunction  with  local  medical  ad- 
visory committees.  There  is  some  liaison  with  the 
State  Board  of  Health.  There  is  no  overlapping  of 
program  policies  since  there  is  to  be  no  duplication 
with  what  is  already  being  done,  and  no  federal 
funds  are  available.  The  program  is  financed  through 
the  March  of  Dimes  each  year.  Finances  are  ap- 
portioned as  follows:  The  percentage  for  collection 
and  administration  is  determined  by  the  Board  of 
Trustees  after  the  local  campaigns  and  payments 
have  been  completed.  The  top  25%  is  used  for  the 
research  fund  at  headquarters  with  50%  being  used 
by  national  and  local  chapters.  Mr.  Sims,  the  State 
Representative,  and  his  secretary  are  the  only  paid 
staff  members  in  the  state,  and  the  strength  of  the 
program  lies  in  the  volunteers  in  the  various 
counties.  Physicians  are  no  longer  paid  for  their 
services  if  the  family  can  cover  it  as  recommended 
by  the  American  Medical  Association.  The  organiza- 
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tion  is  separated  from  the  United  Fund,  and  the  re- 
sponse is  determined  by  public  awareness  as  handled 
by  people  interested  in  the  program.  Budget  policies 
would  have  to  be  determined  by  the  number  of 
people  on  the  local  boards  who  do  not  know  the 
national  program  and  do  not  get  lost  in  the  shuffle. 
Dr.  Waring  brought  out  the  point  that  sometime  ago 
Council  went  on  record  as  not  being  willing  to  give 
blanket  endorsement  to  The  National  Foundation 
because  of  the  overlapping  with  other  organizations 
such  as  arthritis,  etc.  It  was  moved  by  Dr.  Wilson, 
seconded  bv  Dr.  Johnson,  that  this  matter  be  re- 
ferred back  to  Dr.  Evatt  and  his  Committee  to  Study 
Health  Organizations  for  further  investigation  before 
Council  agrees  to  sponsor  this  Foundation  and  with 
approval  only  if  there  could  be  adequate  liaison.  The 
motion  was  put  and  carried,  and  Dr.  Evatt  was  asked 
to  make  a report  at  the  May  meeting. 

A letter  and  report  on  the  table  of  organization  and 
the  duties  of  SCALPEL  as  presented  by  Dr.  Har- 
rison Peeples,  Chairman  of  the  Board  of  Directors  of 
SCALPEL,  was  read  by  Dr.  Miller  and  was  followed 
by  much  discussion.  It  was  felt  that  Dr.  Peeples  was 
discouraged  over  his  organization  possibly  with  little 
cooperation  between  SCALPEL  and  the  SCMA.  Mr. 
Dick  Nelson,  Representative  from  the  American 
Medical  Association,  indicated  that  a state  medical 
council,  board  of  trustees,  elected  to  a political  action 
organization  is  an  acceptable  procedure.  Naming  of 
the  board  does  not  indicate  control  of  specifics. 
SCALPEL  would  continue  to  be  responsive  to  the 
medical  profession  of  the  state,  and  there  would  be 
a legitimate  relationship  with  the  Association. 
AMPAC  is  endorsed  by  the  AMA,  and  there  are  no 
wrong  inferences  to  prevent  SCALPEL  from  be- 
coming a separate  organization.  The  trustees  of  the 
AMA  appoint  AMPAC,  and  Council  or  the  House  of 
Delegates  can  appoint  members  to  the  Board  of 
SCALPEL.  It  was  moved  bv  Dr.  Cain,  seconded  by 
Dr.  Eaddy,  that  the  Chairman  of  Council  appoint  a 
committee  to  meet  with  Dr.  Peeples  to  find  out  the 
problems  of  SCALPEL  and  help  where  needed,  and 
to  submit  a report  next  May.  The  point  was  brought 
out  that  any  failure  of  SCALPEL  was  not  due  to 
Dr.  Peeples  or  to  his  organization;  however,  there 
was  a definite  need  for  more  medical  cooperation. 

A letter  from  Dr.  Peeples  as  Chairman  of 
SCALPEL  was  read  by  Dr.  Miller.  AMPAC  has 
prepared  a color  film,  “Barnstormer,”  of  two  hour 
duration  designed  to  be  entertaining  and  instructional 
for  presentation  to  physicians,  their  wives  and 
others  showing  “pitfall”  and  “how  to  win”  politics. 
Plans  call  for  a showing  of  this  film  in  Columbia  the 
latter  part  of  November  or  earlv  December.  Per- 
mission is  requested  for  invitations  to  be  sent  over 
the  signature  of  Dr.  Burnside  as  Chairman  of  Coun- 
cil or  Dr.  Wilson  to  the  following  groups  from  the 
Association:  (1)  All  past  presidents  of  SCMA,  (2) 
All  members  of  Council,  (3)  Legislative  Committee 
of  SCMA,  (4)  All  members  of  Public  Relation  section 
of  SCMA,  (5)  Others  that  might  be  interested.  The 
motion  was  made  by  Dr.  Evatt,  seconded  by  Dr. 


Johnson,  that  the  letter  be  sent  over  the  signatures 
of  Dr.  Wilson  and  Dr.  Burnside.  The  motion  was 
carried  in  the  affirmative. 

Dr.  Waring  read  a letter  and  entire  report  from 
Mr.  Gene  D.  English,  Manager,  Public  Relations, 
Blue  Cross  - Blue  Shield.  Since  his  organization  is  in 
the  process  of  redesigning  enrollment  proposals  to  be 
more  elaborate  and  inclusive,  he  woidd  like  to  have 
one  section  which  would  be  entitled,  “Hospitals  and 
Physicians  Support  Blue  Cross  - Blue  Shield.”  This 
section  would  include  an  official  resolution  from  the 
Medical  Association,  giving  their  endorsement  of  the 
plan.  Since  the  SCMA  is  the  parent  organization  of 
Blue  Cross  - Blue  Shield,  approval  has  previously 
been  granted;  and  this  would  be  a matter  of  having 
Council  re-affirm  the  resolutions.  It  was  suggested 
that  the  whereas”  portions  of  the  resolutions  be 
omitted.  It  was  moved  by  Dr.  Johnson,  seconded  by 
Dr.  Cain,  that  Dr.  Wilson  re-write  the  resolutions 
omitting  “wJiereas”  and  re-submit  for  approval  bv 
Council.  The  motion  was  carried  in  the  affirmative. 
Dr.  Thomas  introduced  an  amendment  stating  that 
once  the  “whereas”  sections  have  been  approved  by 
Dr.  Wilson  and  are  acceptable  to  him,  the  resolutions 
may  be  forwarded  to  Blue  Cross  - Blue  Shield  and 
need  not  be  re-submitted  to  Council.  This  amend- 
ment was  put  and  carried  in  the  affirmative. 

Dr.  Wilson  submitted  reports  on  the  following 
items  of  business  from  the  last  meetings  of  Council 
and  the  House  of  Delegates.  The  resolution  of  the 
accident  and  death  rate  on  the  highways  which  was 
adopted  as  presented  by  Dr.  O.  B.  Mayer  was  sent 
to  the  Governor  and  the  members  of  the  General 
Assembly  by  Dr.  Mayer  and  a committee  of  the 
Highway  Department.  The  Legislative  Committee 
will  make  a study  of  a possible  Good  Samaritan  Law 
and  will  be  directed  by  Mr.  Meadors  to  report  to  the 
House  of  Delegates  next  May.  The  report  of  the  Com- 
mittee on  the  Coroner  System  is  being  studied  by 
the  Attorney  General.  The  General  Assembly  has 
been  informed  by  Mr.  Meadors  of  the  resolution 
condeming  the  racial  segregation  of  blood.  The 
SCMA  on  a recommendation  of  the  Committee  on 
School  Health  resolved  that  it  should  be  recom- 
mended to  the  State  Board  of  Education  that  phy- 
sical fitness  programs  be  developed,  etc.  Dr.  Miller 
is  to  send  an  appropriate  letter  regarding  this  matter. 

Dr.  Wilson  submitted  a report  from  Dr.  Henry 
Moore,  Chairman,  Committee  on  Accident  Pre- 
vention. It  was  moved  by  Dr.  Wilson,  seconded  bv 
Dr.  Evatt,  that  the  Legislative  Committee  prepare  a 
suitable  bill  to  introduce  into  the  Legislature  this 
year  regarding  a statute  prohibiting  the  sale  of  non- 
magnetic BB  pellets.  The  motion  was  put  and  car- 
ried. Dr.  Owens  indicated  that  this  was  a national 
as  well  as  a state  problem  and  recommended  that 
this  also  be  presented  to  the  AMA.  This  motion  was 
seconded  and  carried  in  the  affirmative. 

Dr.  Wilson  indicated  that  a bill  regarding  driver 
re-examination  was  introduced  in  the  Legislature 
by  Mr.  Marshall  Parker  last  year.  Since  this  was  not 
acted  on  during  the  last  session,  it  will  be  introduced 
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during  the  next  session  by  Mr.  J.  H.  McGee,  member 
of  the  House  from  Charleston. 

Dr.  Wilson  reported  that  he  had  suggested  to  the 
Legislative  Committee  that  it  consider  support  of  a 
bill  requiring  safety  seat  belts  in  all  new  cars.  It  was 
moved  by  Dr.  Wilson,  seconded  by  Dr.  Johnson,  that 
the  Committee  on  Accident  Prevention  prepare  and 
send  a bill  to  the  appropriate  committee  of  the 
Legislature.  This  motion  was  put  and  carried. 

Dr.  Wilson  indicated  that  Council  should  consider 
further  what  steps  should  be  taken  to  initiate  a 
statewide  program  of  tetanus  toxoid  immunization 
which  was  adopted  by  the  House  of  Delegates  last 
May.  The  question  was  posed  as  to  whether  this 
might  be  combined  with  polio  and  sponsored  by  the 
State  Board  of  Health.  It  was  moved  by  Dr.  Wil- 
son, seconded  by  Dr.  Eaddy,  that  the  Chairman  of 
Council,  Dr.  Burnside,  appoint  a committee  to 
initiate  this  program. 

Dr.  Wilson  brought  up  one  final  item  which  should 
be  considered  by  the  Accident  Prevention  Committee. 
It  was  felt  that  this  committee  should  study  the 
problem  of  the  potentialities  of  poisoning  and  the 
importance  of  the  proper  labeling  of  medications 
with  the  generic  name  of  all  drugs  having  a toxic 
nature. 

It  was  reported  by  Dr.  Wilson  that  he  had  ap- 
pointed an  ad  hoc  committee  to  study  the  reasons 
why  some  400  doctors  practicing  in  South  Carolina 
are  not  members  of  the  SCMA  and  to  determine 
means  whereby  these  physicians  could  become  mem- 
bers. Mr.  Nelson  from  the  AMA  office  brought  out 
the  fact  that  685  physicians  in  South  Carolina  are 
not  members  of  the  AMA. 

Since  Dr.  Wilson  had  appointed  an  ad  hoc  Com- 
mittee on  Public  Health  Information,  he  reported  on 
the  activities  of  this  group  as  outlined  by  Dr.  Louis 
Jervey,  Chairman.  There  have  been  news  releases  on 
tetanus  and  influenza  immunizations,  diet  fads, 
obesity,  etc.  A film  on  accident  prevention  has  been 
presented  bv  Dr.  Dale  Groom  and  his  committee, 
with  Charleston  County  appropriating  a portion  of 
the  funds.  It  was  moved  by  Dr.  Wilson,  seconded 
by  Dr.  Perry,  that  Dr.  Waring  be  authorized  to  fur- 
nish two  hundred  dollars  to  ETV  for  this  film.  This 
motion  was  carried  in  the  affirmative. 

It  was  reported  by  Dr.  Wilson  that  the  Committee 
on  Postgraduate  Medical  Education  with  Dr.  Wil- 
liam A.  Klauber,  Chairman,  had  initiated  two  special 
service  projects:  (1)  To  enhance  and  increase  at- 
tendance at  Dr.  Groom’s  programs,  (2)  To  establish 
a library  of  tape  recordings  to  be  loaned  to  any 
doctor  on  request. 

The  next  item  of  business  was  the  annual  meeting 
of  the  Association  next  May  and  the  day  of  the 
banquet.  Dr.  Annis,  special  guest  speaker,  will  come 
to  South  Carolina  on  Monday  and  Tuesday,  May 
4-5,  of  that  week.  It  was  suggested  that  the  banquet 
be  held  on  Tuesday  night  with  the  entertainment 
and  dance  to  be  set  for  Wednesday  night,  and  the 
break-up  on  Thursday  night.  It  was  moved  by  Dr. 


Owens,  seconded  by  Dr.  Perry,  that  Council  approve 
and  accept  Dr.  Wilson’s  report.  Dr.  Wilson  also 
moved  that  Dr.  Annis  make  a fifteen  minute  address 
at  the  Tuesday  afternoon  meeting  of  the  House  of 
Delegates  as  a special  order  of  business  in  addition 
to  the  banquet.  The  motion  was  seconded  by  Dr. 
Cain.  Both  motions  were  put  and  passed.  Dr.  Wilson 
will  turn  the  gavel  over  to  Dr.  Owens  on  Wednesday 
P.  M. 

The  next  order  of  business  was  a report  from  the 
Special  Committee  on  Nursing  Education  which  was 
presented  by  Dr.  Buford  S.  Chappell,  Acting  Re- 
corder. The  committee  met  with  members  of  the 
nursing  profession,  State  Board  of  Nursing  Ex- 
aminers, etc.,  for  the  purpose  of  a free  exchange  of 
ideas  so  that  the  SCMA  committee  could  be  informed 
of  the  problems  and  difficulties  faced  by  the  nursing 
profession  and  that  differences,  real  or  imagined,  that 
existed  between  the  two  professions  might  be  dis- 
cussed. Among  the  obstacles  that  prevented  the  more 
desirable  and  more  intelligent  high  school  graduates 
from  entering  the  nursing  profession,  the  following 
reasons  were  outlined:  (a)  a desire  to  get  married, 
(b)  competition  by  other  fields,  (c)  desire  on  the 
part  of  the  individual  to  go  to  college.  Consideration 
was  given  as  to  possible  reasons  why  more  than  50% 
of  “diploma  school  graduates”  fail  the  State  Board 
of  Nursing  Examinations.  In  discussing  the  training  of 
practical  nurses  it  was  indicated  that  there  was  some 
ill  feeling  existing  between  the  practical  nurse  and 
the  graduate  nurse.  Most  of  the  discussion  centered 
about  the  Doctor  - Nurse  relationships,  and  consider- 
able rapport  was  established.  At  this  point,  the  per- 
sons in  attendance  not  on  the  committee  were  dis- 
missed, and  the  following  questions  and  points  were 
put  forward: 

1.  Do  the  nurses  properly  appreciate  the  fact  that  the 
care  of  the  patient  must  remain  in  the  hands  of 
the  doctor  who  has  been  hired  by  the  patient? 

2.  Are  nurses  interested  primarily  in  nursing  care  or 
in  being  doctors? 

3.  Have  nurses  been  properly  indoctrinated  in  the 
indisputable  fact  that  they  are  indispensable  in  the 
practice  of  medicine  and  in  such  a position  should 
be  proud  of  their  role  as  a nurse? 

4.  Are  nurses  aware  that  doctors  and  nurses  cannot 
be  co-partners,  because  responsibility  cannot  be 
shared  and  a team  can  have  but  one  captain? 

5.  Should  the  nursing  profession  be  responsible  for 
total  nursing  care?  Who  is  responsible  for  the  qual- 
ity of  the  training  and  supervision  of  the  licensed 
practical  nurse  and  the  technician? 

6.  Doctors  as  a profession  should  encourage  the  re- 
cruitment of  nurses  and  practical  nurses. 

7.  Every  possibility  of  better  liaison  between  the 
nursing  and  medical  professions  should  be  en- 
couraged. The  most  effective  level  of  this  liaison 
is  probably  the  state  level. 

8.  We  should  consider  the  possibility  of  better  com- 
munity support  of  the  schools  of  nursing,  which  in 
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itself  would  be  a positive  factor  in  the  attraction 
of  student  nurses. 

On  behalf  of  Dr.  Gressette,  Chairman  of  the  Com- 
mittee on  Nursing  Education,  Dr.  Chappell  ques- 
tioned whether  this  would  be  merely  an  interim 
report  and  whether  Council  would  desire  any  addi- 
tional reports.  Members  of  Council  agreed  that  this 
was  a splendid  report  and  recommended  additional 
study  of  the  Governor’s  Special  Nurses  Report  and 
the  Medical  College  Board  of  Trustees  Report.  These 
two  reports  correlated  with  the  above  report  of  Dr. 
Gressette’s  committee  should  be  reviewed  and  con- 
sidered before  the  Legislature  convenes  in  January. 
This  motion  was  made  by  Dr.  Cain,  seconded  by  Dr. 
Johnson,  put  and  carried  in  the  affirmative. 

The  feasibility  of  training  practical  nurses  since 
they  do  most  of  the  real  nursing  care  was  discussed. 
The  term  “clinical  nurse”  was  considered  in  lieu  of 
practical  nurse  because  of  the  stigma  attached  to  the 
term.  As  indicated,  the  above  report  is  an  interim  re- 
port, with  the  recommendation  of  another  report  be- 
fore the  Legislature  convenes  in  1964,  and  a report 
before  the  House  of  Delegates  in  May,  1964. 

Dr.  Wilson  brought  up  the  work  of  the  Committee 
on  Liaison  with  Allied  Professions  and  the  matter  of 
fluoridation  of  water,  use  of  closed  circuit  TV  in  the 
spring,  methods  to  implement  it,  suggesting  that  the 
Chairman  of  Council,  Dr.  Burnside,  appoint  a com- 
mittee to  be  at  the  disposal  of  the  Dental  Associa- 
tion for  the  training  of  dentists.  This  motion  by  Dr. 
Wilson,  was  seconded  by  Dr.  Johnson,  was  put  and 
carried  in  the  affirmative. 

Dr.  Wilson  reported  that  Dr.  Willard  Mills,  In- 
surance Commission,  and  Mr.  George  Hipp  are 
anxious  to  have  an  appropriate  committee  on  insur- 
ance to  work  out  cooperative  measures  with  the  Asso- 
ciation. It  was  suggested  that  the  special  study  Com- 
mittee to  Communicate  with  the  S.  C.  Insurance 
Underwriters  Association,  Dr.  William  T.  Hendrix, 
Chairman,  would  be  the  group  representing  the  doc- 
tors to  meet  with  the  group  of  people  from  the  field 
of  insurance. 

The  next  item  of  business  was  a directive  from  the 
I louse  of  Delegates  that  Council  appoint  a com- 
mittee to  set  up  clarification  with  nurses  as  to  what 
services  nurses  can  legally  provide.  It  was  moved  by 
Dr.  Owens,  seconded  by  Dr.  Cain,  that  the  Secretary 
of  the  SCMA  and  Council  will  stand  ready  to  assist 
the  Nurses  Association  in  obtaining  clarification  from 
the  attorney  general  as  to  what  services  can  be 
legally  provided,  then  the  Chairman  of  Council  can 
be  given  the  power  to  act  if  there  is  a response.  This 
motion  was  put  and  carried. 

Since  Dr.  Harold  Jervey,  Jr.  has  found  it  necessary 
to  resign  as  chairman  and  continue  as  a member  of 
the  Committee  on  Liaison  with  Allied  Professions, 
his  successor,  Dr.  Keith  Sanders,  is  making  plans  for 
a fall  meeting  between  doctors  and  ministers. 

Dr.  Johnson  made  the  suggestion  that  Mr.  Meadors 
make  note  of  any  legislation  passed  and  include  this 
information  in  his  “Just  a Moment,  Please.” 


A report  was  read  by  Dr.  Miller  from  Dr.  Henry 
Moore  as  Chairman  of  the  S.  C.  Chapter  of  the 
American  Academy  of  Pediatrics.  Since  there  had 
not  been  an  official  meeting  of  this  organization  re- 
garding a bill  in  the  Legislature  by  Mr.  Mozingo  re- 
questing the  State  Board  of  Health  to  investigate  the 
practicability  of  administering  free  influenza  vaccine 
to  children  in  the  public  schools  of  the  state,  Dr. 
Moore  had  obtained  letters  from  various  members  of 
his  committee  regarding  this  matter.  The  pediatricians 
felt  that  this  was  out  of  line  with  sound  practice.  It 
was  moved  by  Dr.  Cain,  seconded  by  Dr.  Stokes,  that 
this  report  be  accepted  as  information.  This  was 
put  and  carried. 

The  Chairman  of  Council  brought  up  the  matter  of 
the  Student  Loan  Fund,  its  utilization,  present  needs, 
etc.  At  a meeting  in  Charleston  on  July  11,  1963 
several  points  were  considered.  There  is  a need  for 
scholarship  funds  in  the  large  AMA  and  Student 
Loan  Fund,  and  the  present  AMA  program  is  doing 
an  excellent  job.  The  lending  power  of  commercial 
loans  was  noted.  It  was  moved  by  Dr.  Eaddy, 
seconded  by  Dr.  Stokes  and  Dr.  Johnson,  that  the 
State  Student  Loan  Fund  be  given  more  considera- 
tion and  considered  during  the  evaluation  of  the 
budget.  The  motion  was  put  and  carried. 

The  next  item  of  business  was  the  Treasurer’s  Re- 
port as  presented  by  Dr.  Stokes.  At  the  beginning  of 
1963  there  was  a shortage  of  $3,712.20;  and  there 
will  be  a deficit  again  this  year  of  $5,000.00.  It  seems 
that  the  Association  is  holding  its  own,  going  down 
approximately  $5,000.00  each  year.  The  motion  was 
made  by  Dr.  Wilson,  seconded  by  Dr.  Pratt,  that 
the  Treasurer  and  the  Executive  Secretary  of  the 
Association  be  authorized  to  borrow  such  funds  as 
may  be  necessary,  on  the  best  terms  available,  to 
finance  the  operations  of  the  Association  for  the  re- 
mainder of  the  calendar  year,  such  loan  or  loans  to 
be  on  a short  term  basis,  repayable  from  income  in 
the  early  part  of  1964. 

The  following  Budget  as  revised  was  adopted  for 
the  calendar  year  of  1964: 

The  question  was  posed  as  to  the  advisability  of 
discontinuing  the  SCMA  Directory  and  using  the 
Directory  of  the  S.  C.  Board  of  Medical  Examiners 
when  it  is  published.  It  was  moved  by  Dr.  Eaddy, 
seconded  by  Dr.  Perry,  that  the  President,  President- 
Elect,  Secretary,  and  Chairman  of  Council  review  the 
new  Directory  and  consider  using  it  exclusively  and 
thus  abandoning  the  SCMA  Directory.  This  motion 
was  put  and  carried. 

After  much  discussion  it  was  moved  by  Dr.  Evatt, 
seconded  by  Dr.  Cain,  that  the  Budget  be  accepted 
as  corrected  and  adopted  as  Council  has  written  it. 
In  discussion  Dr.  Owens  indicated  that  he  was  not 
in  favor  of  a deficit  budget,  and  Dr.  Perry  requested 
a vote  on  interest  to  the  students  that  this  might  be 
considered  before  the  motion  was  passed.  The  motion 
was  put  and  carried. 

The  question  of  putting  an  item  of  $1,500.00  for 
the  Student  Loan  Fund  was  discussed  at  length.  It 
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was  thought  to  be  good  public  relations  and  divi- 
dends might  be  used  for  this  purpose.  All  loans  are 
carefully  screened,  and  the  Association  would  be 
aiding  real  hardship  cases.  The  motion  was  made  by 
Dr.  Eaddy,  seconded  by  Dr.  Cain,  that  the  sum  of 
$1,500.00  be  put  into  the  Budget  for  the  Student 
Loan  Fund,  with  the  understanding  that  the  students 
will  not  pay  back  the  interest,  but  there  will  be  a 
gentleman’s  agreement  to  pay  back  the  principal.  A 
substitute  motion  was  made  by  Dr.  Cain,  seconded 
bv  Dr.  Eaddy,  that  the  money  be  appropriated  and 
that  the  recipients  be  told  that  the  SCMA  expects 
them  to  repay  this  loan  after  five  years  of  their  formal 
training.  This  would  be  written  in  letter  form.  This 
motion  was  put  and  carried. 

Dr.  Cain  made  the  motion,  seconded  by  Dr. 
Booker,  that  Mr.  Meadors,  Executive  Secretary,  and 
Dr.  Waring,  Editor  of  the  Journal,  be  re-elected. 
This  motion  was  put  and  carried  in  the  affirmative. 

The  next  item  of  business  was  a report  by  Mr. 
Meadors  on  chiropodists  (podiatrists)  with  clarifica- 
tion and  changes  in  the  present  law.  It  was  sug- 
gested that  Dr.  Burnside  as  Chairman  of  Council 
appoint  the  Liaison  Committee  with  Allied  Profes- 
sions, Dr.  Keith  Sanders,  Chairman,  to  work  with 
this  group  and  help  with  their  problems,  specifically 
to  indicate  to  the  committee  that  Council  is  not  in 
favor  of  this  chiropodist  group  prescribing  anti- 
biotics, etc.  A substitute  motion  was  made  by  Dr. 
Cain,  seconded  by  Dr.  Eaddy,  that  the  Chair  appoint 
himself,  an  orthopedist,  and  another  physician,  along 
with  Mr.  Meadors  as  ex-officio  member,  to  be  present 
at  the  meeting  and  confer  with  the  podiatrists  re- 
garding their  problems.  The  motion  was  put  and 
carried  in  the  affirmative. 

Mr.  Meadors  and  Dr.  Waring  raised  the  question 
of  the  County  Medical  Society  Officers’  Training 
Meeting  and  the  possibility  of  scheduling  one  in 
February.  This  was  thought  to  be  a good  idea,  and 
the  matter  is  to  be  left  with  Mr.  Meadors. 

Dr.  Owens  brought  up  an  item  of  new  business  as 
follows:  He  has  heard  that  Dr.  Blondiau  of  West 
Columbia  has  employed  an  attorney  and  has  put 
himself  under  the  Mitchell  Bill,  to  be  pushed  through 
the  Legislature.  Dr.  Cain  suggested  that  the  attorney 
general  or  the  SLED  organization  be  contacted  to 
check  this  man  out.  Dr.  Waring  reminded  Council 
that  the  Legislature  appropriated  $3,000.00  last  year 
for  the  training  of  chiropractors  and  suggested  that 
Mr.  Meadors  do  all  possible  to  keep  it  out  this  year. 

Dr.  Waring  reported  that  there  was  still  a great 
need  for  more  scientific  material  for  the  Journal.  The 
History  had  been  held  up  by  the  printers,  the  proof 
was  received  on  October  16,  and  the  publication 
should  be  out  in  a few  months.  Dr.  Waring  also  in- 
dicated that  the  public  relations  program  had  worked 
out  well.  There  had  been  a meeting  with  the  Hospital 
Association  on  ways  to  meet  in  conjunction  along 
lines  mutually  determined.  There  had  been  a meet- 
ing with  Dr.  Mills  regarding  insurance  needs  of  the 
state  and  also  with  Blue  Cross  - Blue  Shield.  The 


group  has  been  anxious  to  work  with  Dr.  Louis 


Jervey  in  the  public  information  field  regarding  in- 
fluenza vaccine  notices,  etc.  Efforts  are  made  to  take 
advantage  of  general  promotional  opportunities. 

The  following  Budget  as  revised  was 

adopted  for 

the  calendar  year  of  1964: 
Secretary 

Office  Help 

$ 600.00 

Office  Expense 

600.00 

Travel 

300.00 

Total 

$ 1,500.00 

T reasurer 

Expense 

100.00 

100.00 

Journal 

Office  Expense 

3,000.00 

Editor’s  Salary 

1,800.00 

Adv.  Mgr’s.  Salary 

1,200.00 

Printing 

25,000.00 

Total 

$31,000.00 

Executive  Secretary 

Salary 

$12,000.00 

Office  Help 

8,500.00 

T ravel 

2,000.00 

Rent 

1J00.00 

News  Letter 

500.00 

Office  Supplies 

1,500.00 

Tel.  & Tel. 

2,000.00 

Conf.  & P.  R. 

500.00 

Insurance 

1,200.00 

Postage 

1,500.00 

Total 

$31,400.00 

Delegates  to  AM  A 

T ravel 

$ 2,500.00 

$ 2,500.00 

President 

Expense 

$ 1,500.00 

$ 1,500.00 

General  Expenses 

Woman’s  Auxiliary 

$ 2,000.00 

President’s  Gift 

200.00 

Historical  Committee 

500.00 

Infant  and  Child  Health 

200.00 

Maternal  Welfare 

200.00 

Contingent  Fund 

1,500.00 

Civil  Defense 

500.00 

Auxiliary  Bulletin 

750.00 

Medico- Legal 

1,500.00 

Directories 

2,000.00 

P.  R.  Committee 

3,000.00 

Taxes 

1,000.00 

Miscellaneous  Comm.  Exp. 

500.00 

Benevolence  Fund 

1,200.00 

Hosp.  by  State  at  A.M.A. 

500.00 

Total 

$15,550.00 

$15,550.00 

$83,550.00 

Student  Loan  Fund 

Expense 

$ 1,500.00 

$ 1,500.00 

$85,050.00 
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Dr.  Booker  reported  that  the  Chief  of  the  S.  C. 
Military  District  indicated  a big  need  for  doctors  in 
the  reserve  unit. 

Since  there  was  no  further  business  Dr.  Burnside 


adjourned  the  meeting  at  7:20  P.  M. 

Respectfully  submitted, 
Ben  N.  Miller,  M.  D. 
Secretary 


News 


Hill-Burton  Hospital  Additions  Completed 

The  final  federal  audits  on  four  hospital  and 
nursing  home  projects  in  the  State  have  been  com- 
pleted. 

The  project  at  Columbia  Hospital  provided  29  ad- 
ditional beds,  piped  oxygen,  air-conditioning  the  exist- 
ing hospital  and  an  additional  boiler  for  a total  cost 
of  $789,998.47  with  a federal  share  ot  $450,000.00. 

The  Chesterfield  County  Memorial  Hospital  project 
provided  alterations  to  the  existing  facility  and  an 
additional  42  beds,  making  a total  of  72.  The  total 
cost  was  $272,784.40  with  a federal  share  of 
$181,856.27. 

The  Hillcrest  Hospital  Division  of  Greenville  Gen- 
eral Hospital  at  Simpsonville  has  been  completed. 
This  project  provided  40  beds  with  a total  cost  of 
$808,137.79,  of  which  the  federal  share  was 
$538,758.53. 

The  Divine  Saviour  Hospital  Nursing  Home  in 
York  has  been  completed.  This  project  provided  30 
beds  for  a total  cost  of  $177,631.63  with  a federal 
share  of  $117,666.67. 


Dr.  Rosenfield 

Dr.  A.  P.  Rosenfield  of  Darlington  has  opened  the 
offices  formerly  occupied  by  Dr.  Lucius  P.  Varn  in 
Branchville  for  the  general  practice  of  medicine  and 
will  hold  office  hours  every  day. 


Dr.  J.  F.  McLaughlin,  Jr.,  Named  County 
Christmas  Seal  Chairman 

Dr.  John  F.  McLaughlin,  Jr.,  has  been  named 
chairman  of  the  1963  Christmas  Seal  Campaign  to 
be  launched  November  15,  by  the  Bamberg  County 
Tuberculosis  Association. 


Doctors  Meet 

Two  Charleston  doctors  participated  in  the  District 
Four  meeting  of  the  American  College  of  Obstetri- 
cians and  Gynecologists  in  Washington,  D.  C.  Nov. 
7. 

Dr.  Lawrence  L.  Hester,  Jr.,  chairman  of  the  de- 
partment of  obstetrics  and  gynecology  at  the  Medi- 
cal College  of  South  Carolina  discussed  “The  Clinical 
Significance  of  Cervical  Dyskaryosis.  He  also  served 
as  chairman  of  the  general  session  Friday  afternoon. 

“The  Relationship  of  Smoking  to  the  Outcome  of 
Pregnancy"  was  the  subject  of  a paper  delivered  by 
Dr.  Paul  Underwood.  Dr.  Underwood  is  a teaching 
fellow  in  obstetrics  and  gynecology  at  the  Medical 
College. 

A nurses’  conference  on  obstetric,  gynecologic  and 


neonatal  nursing  was  held  in  conjunction  with  the 
colleges  three-day  meeting. 


Radiologist  Named 

The  Easley  Baptist  Hospital  has  announced  the 
establishment  of  a fully  staffed  Department  of  Radi- 
ology. 

William  H.  Coker,  hospital  administrator,  reported 
the  appointment  of  Dr.  William  R.  P.  Wilson  to  the 
Hospital  Medical  Staff,  as  head  of  the  Department. 

Dr.  Wilson  is  at  present  making  his  home  at  Clem- 
son  but  may  move  in  the  future.  In  addition  to 
serving  the  Easley  Baptist  Hospital,  he  will  also  pro- 
vide x-ray  coverage  for  the  Seneca  Hospital. 

A native  of  Springfield,  he  is  a graduate  of  Georgia 
Tech  and  held  a part-time  teaching  position  there 
during  his  senior  year.  After  graduation,  he  worked 
on  his  master’s  degree  at  the  University  of  Ten- 
nessee, where  he  was  a faculty  member  for  almost 
two  years. 

He  attended  the  Medical  College  of  South  Caro- 
lina and  served  his  internship  at  the  University  Hos- 
pital in  Augusta.  Following  his  internship,  Dr.  Wil- 
son entered  a residency  program  in  Radiology. 


Dr.  Baker  Awarded  Fellowship 

Dr.  C.  R.  F.  Baker,  Jr.  of  the  Department  of  Sur- 
gery at  the  Medical  College  of  South  Carolina  has 
been  awarded  a fellowship  by  the  American  Cancer 
Society  for  1963-64. 

Dr.  Baker  is  the  son  of  Dr.  and  Mrs.  C.  R.  F. 
Baker  of  Sumter. 


New  Citizens  Are  Given  Reception 

A reception  was  held  on  Sunday  afternoon, 
September  22,  at  the  Whitmire  Memorial  Library 
for  Dr.  Lawrence  Craig,  new  local  physician  at 
Whitmire. 


Dr.  Crawford  Reelected  Delegate 

Dr.  R.  L.  Crawford  was  reelected  a delegate  to 
the  April,  1964  convention  of  the  American  Academy 
of  General  Practice  to  be  held  in  Atlantic  City,  N.  J. 

The  Lancaster  physician  was  named  during  a 
meeting  of  the  South  Carolina  Academy  convention 
in  Charleston.  Dr.  George  Washington  Price  of 
Spartanburg  was  also  named  a delegate  and  Dr. 
W.  H.  Speissegger  of  Charleston  was  named  alter- 
nate delegate. 

Dr.  Horace  M.  Whitworth  of  Greenville  was 
named  president-elect  of  the  South  Carolina  Chap- 
ter during  its  business  session. 
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Dr.  William  O.  Whetsell  of  Orangeburg  auto- 
matically stepped  up  to  the  presidency,  succeeding 
Dr.  Joseph  H.  Cutchin  of  Easley. 

Other  officers  elected  were  Dr.  W.  M.  Bennett  of 
Walterboro,  vice-president;  Dr.  W.  Bannen,  Jr.,  of 
Simpsonville,  reelected  secretary;  and  Dr.  Rufus  H. 
Cain  of  Dillon,  treasurer. 

Dr.  Crawford  is  a past  president  of  the  South 
Carolina  Academy  and  the  South  Carolina  Medical 
Association. 


Dr.  Brice  Named  Chairman 

Dr.  James  C.  Brice,  Jr.,  of  Easley,  has  been  named 
chairman  of  the  Doctor  Service  Committee  of  the 
Pickens  County  Chapter  of  the  American  Red  Cross. 

Dr.  Whetsell  President  AAGP 

President-elect  of  the  S.  C.  Chapter  of  the  Ameri- 
can Academy  of  General  Practice  is  Dr.  William  O. 
Whetsell  of  Orangeburg. 

A resident  of  Orangeburg  since  1938,  Dr.  Whetsell 
was  born  in  Bowman,  S.  C.  He  was  graduated  from 
Wofford  College,  and  received  his  M.  D.  from  the 
Medical  College  of  South  Carolina. 

Dr.  Whetsell  has  served  as  chief  of  staff  at  the 
Orangeburg  regional  Hospital,  and  is  a past  president 
of  the  8th  District  Medical  Society.  He  currently 
holds  membership  in  the  Edisto  Medical  Society,  the 
American  and  S.  C.  Academy  of  General  Practice 
and  the  Southern  Railway  Surgeon’s  Association. 


Dr.  Matthews  Is  Chief -of-Staff  At 
Byerly  Hospital 

Dr.  Benton  A.  Matthews  has  been  elected  chief  of 
staff  of  The  Byerly  Hospital,  succeeding  Dr.  Ken- 
neth Krueger.  Dr.  James  L.  Suggs  was  elected  vice- 
chief of  staff  and  Dr.  Walter  McMath  was  named 
secretary  at  the  annual  meeting  of  the  medical  staff. 

Dr.  Randolph  Smoak  Awarded  Fellowship 

Dr.  Randolph  Smoak,  Jr.,  Bamberg  native  whose 
parents  reside  on  Carlisle  Street,  has  recently  been 
awarded  a clinical  fellowship  by  the  American  Can- 
cer Society. 

The  fellowship  for  one  year,  carries  a stipend  of 
$3,600  and  Dr.  Smoak,  who  is  now  serving  his  second 
year  as  a resident  physician  in  surgery  at  the  Medical 
College  of  South  Carolina  in  Charleston,  is  one  of 
two  South  Carolina  doctors  to  have  been  so  honored. 


Health  Board  Allocates  Funds 

The  State  Board  of  Health  has  set  aside  $892,- 
666.67  in  federal  funds  for  constructing  public  health 
centers  in  Dorchester,  York,  Hampton,  Greenville, 
Kershaw,  Greenwood  and  Florence  counties. 

The  funds  will  come  from  the  state’s  share  of  the 
1963-64  Hill-Burton  funds,  amounting  to  $3.5  mil- 
lion. 

The  board  deferred  decisions  on  the  amount  to  be 
appropriated  for  general  hospital  construction  or  other 
projects.  An  increase  in  the  federal  allocation  caused 


the  deferral,  and  the  board  decided  to  return  several 
recommendations  to  its  Hospital  Advisory  Council 
for  renewed  consideration. 


Doctor  Wins  Mayor’s  Race 

Dr.  O.  L.  Thomas,  the  acting  mayor  of  Ninety- 
Six  for  approximately  three  months,  won  the  Demo- 
cratic nomination  for  a full  term  in  the  town’s  first 
known  party  primary. 


Medical  Group  Elects  Baroody 

Dr.  Albert  Baroody,  Florence  obstetrician  and 
gynecologist,  is  president-elect  of  the  South  Carolina 
Obstetrical  and  Gynecological  Society. 

He  has  previously  served  as  secretary-treasurer  of 
the  society  which  has  about  80  members  from  over 
the  state. 

Other  officers  elected  include  Dr.  Wardlaw  Ham- 
mond of  Spartanburg,  president,  and  Dr.  Julian 
Salley  of  Columbia,  secretary-treasurer. 

Dr.  Baroody,  a native  Florentine  and  graduate  of 
the  Medical  College  of  South  Carolina,  interned  and 
was  a resident  at  Roper  Hospital  in  Charleston  and 
Columbia  Hospital  in  Columbia. 

He  is  a diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  a fellow 
of  the  American  College  of  Surgeons  and  member 
of  the  South  Atlantic  Association  of  Obstetricians 
and  Gynecologists. 


Dr.  Horry  Kerrison 

G.  Legare  Kerrison,  M.  D.  announces  the  associa- 
tion of  Horry  H.  Kerrison,  M.  D.  Practice  limited  to 
Ophthalmology.  Temporary  address,  142  Wentworth 
Street,  Charleston,  S.  C. 


Dr.  J.  T.  Taylor 

J.  T.  Taylor,  M.  D.  (Formerly  of  Ridgeville,  S.  C.) 
announces  the  relocation  of  his  office  for  the  practice 
of  General  Medicine  at  120  East  Richardson  Avenue, 
Summerville,  S.  C. 


Anesthesiologists  Meet 

Dr.  K.  J.  Boniface,  Charleston,  served  as  delegate 
in  the  House  of  Delegates  of  the  American  Society 
of  Anesthesiologists  at  its  annual  business  and 
scientific  meeting,  November  2-6,  at  the  Palmer 
House,  Chicago. 

Dr.  F.  W.  Shcaly,  Greenwood,  served  as  alternate 
delegate. 


American  College  of  Surgeons 

The  South  Carolina  Chapter  of  the  American  Col- 
lege of  Surgeons  will  meet  in  Columbia,  South  Caro- 
lina, on  January  13,  1964. 

1964  Atlanta  Graduate  Medical  Assembly 
February  17,  18,  19.  1964 

As  the  program  for  the  1964  Atlanta  Graduate 
Medical  Assembly  nears  completion,  it  is  evident  that 
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this  will  be  an  excellent  three-day  medical  meeting 
you  cannot  afford  to  miss.  The  meetings  will  be  held 
at  the  Atlanta  Biltmore  Hotel  on  February  17,  18 
and  19,  1964,  with  advance  registration  on  Sunday, 
February  16. 

The  program  will  include  “A  Day  of  Medicine”  on 
February  17,  “A  Day  of  Surgery”  on  February  18, 
“A  Morning  of  Cardiology”  on  February  18,  ‘‘A  Day 
of  Obstetrics  and  Gynecology  and  Pediatrics”  on 
February  19.  Eminent  guest  speakers  will  present 
their  various  interests. 

Mrs.  B.  W.  Shafer,  875  W.  Peachtree  Street,  N.  E., 
Atlanta  9,  is  executive  secretary. 


International  Heart  Meeting  Set  For 
Miami  Beach  in  January 

An  historic  first  international  symposium  on  the 
use  of  anticoagulants  in  coronary  artery  heart  disease 
— their  life-saving  results  and  dangers— will  be  held 
in  Miami  at  the  Fontainebleau  Hotel,  January  9 to 
11,  it  was  announced  by  the  Miami  Heart  Institute, 
cardiac  treatment  center,  which  is  sponsoring  it. 

The  Florida  Academy  of  General  Practitioners  is 
giving  its  members  eighteen  hours  of  credit  for  at- 
tending. 

The  proceedings  will  be  published  in  monograph 
form  by  Grune  and  Stratton. 

Physicians  wishing  to  register  should  send  in  the 
registration  fee  of  $45,  covering  three  luncheons,  one 
dinner  and  a show,  payable  to  Miami  Heart  In- 
stitute, and  mail  to  4701  North  Meridian  Avenue, 
Miami  Beach,  Florida  33140. 

The  Fontainebleau  is  offering  a limited  number 
of  rooms  to  physicians  at  reduced  rates;  those  inter- 
ested should  specify  to  the  Institute  whether  they 
wish  single  rooms  at  $16  to  $20  or  double  at  $20  to 
$24. 

An  entertainment  program  has  been  planned  for 
physicians'  wives  by  the  Institute’s  Auxiliary. 

There  will  be  many  authorities  on  cardiology  from 
foreign  countries  participating. 


Southeastern  Surgical  Congress — 

1964  Meeting 

The  1964  meeting  of  the  Southeastern  Surgical 
Congress  will  be  held  on  the  S.  S.  HANSEATIC. 
The  cruise  will  begin  March  21,  sailing  from  Port 
Everglades  (Fort  Lauderdale),  Florida,  returning 
to  the  same  port  on  March  28.  Stops  included  will  be 
St.  Thomas,  San  Juan  and  Nassau.  For  further  in- 
formation write  to  the  Secretary-Director,  Dr.  A.  H. 
Letton,  340  Boulevard  N.  E.,  Atlanta  12,  Ga. 

Dr.  Joseph  P.  Cain,  Jr.,  Mullins,  is  councilor  in 
charge  of  Congress  affairs. 


American  Thoracic  Society 

The  1964  meeting  of  the  American  Thoracic  So- 
ciety, medical  section  of  the  National  Tuberculosis 
Association  is  to  be  held  in  New  York  City  next 
May.  Papers  to  be  presented  will  be  selected  from 
abstracts  submitted  before  January  6,  1964. 


American  College  of  Surgeons 

Among  the  approximately  1,050  surgeons  inducted 
in  San  Francisco  on  November  1 as  new  Fellows  of 
the  American  College  of  Surgeons  were  the  follow- 
ing: 

Charleston 

WILLIAM  H.  CAIN 
WILLIAM  H.  LEE,  JR. 

MOREY  LIPTON 
WILLIAM  W.  VALLOTTON 
Cheraw 

BERRYMAN  E.  COGGESHALL,  JR. 

Columbia 

ERNEST  J.  WOHLER 
Marion 

HUGH  V.  COLEMAN 

MEDICAL  TELEVISION 
Thursday  and  Friday, 

January  9th  and  10th,  1964 
8 - 9:30  P.  M. 

on  South  Carolina's  Educational  Television 
Network. 

Title:  Low  Back  Pain  (Panel  Discussion) 


Charleston  Physicians,  Lawyers  Meet 

The  Charleston  Lawyers  Club  and  the  Medical 
Chirurgieal  Club  met  jointly  at  the  Orvin  Court 
Downtown  on  November  6. 

A panel,  moderated  by  Louis  E.  Condon,  lawyer, 
discussed  common  problems  of  doctors  and  lawyers 
including  medical  reports  and  court  testimony. 

Panel  members  were  Morris  D.  Rosen  and  Arthur 
Rittenberg,  lawyers  and  Doctors  John  Arthur  Sieg- 
ling  and  Forde  A.  Mclver. 

Joseph  H.  McGee  is  president  of  the  lawyers’  club 
and  Dr.  Haskell  S.  Ellison  heads  the  medical  group. 


Columbia  Medical  Society  Changes  Rules 

The  Columbia  Medical  Society  at  a recent  meeting 
approved  a change  in  its  constitution  to  permit  Negro 
physicians  to  apply  for  membership. 

Dr.  J.  Gordon  Seastrunk,  president  of  the  society, 
said  he  thought  there  were  five  or  six  licensed  Negro 
physicians  in  Richland  County. 

Negro  members  have  been  admitted  for  a number 
of  years  in  Charleston  County,  and  are  also  admitted 
by  the  Greenville  County  Medical  Society. 

The  South  Carolina  Medical  Association  accepts 
any  physician  for  membership  who  is  a member 
of  his  respective  county  organization. 


AAPS 

At  the  October  meeting  of  the  A.A.P.S.,  Dr. 
Thomas  Parker  of  Greenville  was  introduced  as  the 
new  president.  Dr.  Thomas  Goldsmith,  also  of  Green- 
ville, was  re-elected  treasurer. 


NIH 

The  N.I.H.  Clinical  Center  at  Bethesda,  Mary- 
land, is  desirous  of  having  referred  to  it  for  intensive 
study  suitable  patients  with  thalassemia,  blastomy- 
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cosis,  and  congenital  anosmia.  Patients  may  be  re- 
ferred to  Drs.  S.  M.  Weissman,  John  Utz,  or  Saul 
Rosen  respectively. 

Medical  College  of  Georgia 

THIRTEEN  CARDIACS— JANUARY  14-16,  1964 
Guest  Faculty: 

HARVEY  ESTES,  M.  D.,  Professor  of  Medicine, 
Duke  Univ.  School  of  Medicine 
S.  E.  GOULD,  M.  D.,  Visiting  Professor  of  Path- 
ology, Univ.  of  Miami  School  of  Medicine 
BRUCE  LOGUE,  M.  D.,  Professor  of  Medicine, 
Emory  Univ.  School  of  Medicine 
J.  EDWIN  WOOD,  M.  D.,  Professor  of  Medicine, 
Univ.  of  Virginia  Medical  School 
HYPERTENSION  AND  ITS  COMPLICATIONS— 
FEBRUARY  10-14,  1964 

( In  collaboration  with  the  American  College  of  Phy- 
sicians ) 

Guest  Faculty: 

EDWARD  D.  FREIS,  M.  D.,  Senior  Medical  In- 
vestigator, Veterans  Administration  Hospital, 
Washington,  D.  C. 

JOHN  EAGER  HOWARD,  M.  D.,  Professor  of 
Medicine,  Johns  Hopkins  Univ.  School  of  Medi- 
cine 

FLOYD  R.  SKELTON,  M.  D.,  Professor  of  Path- 
ology, Univ.  of  Buffalo  School  of  Medicine 
CHEVES  M.  SMYTHE,  M.  D.,  Dean,  Medical 
College  of  South  Carolina 
ELBERT  P.  TUTTLE,  JR.,  M.  D.,  Director, 
Georgia  Heart  Association  Laboratory  for 
Cardiovascular  Research,  Emory  Univ.  School 
of  Medicine 

OBSTETRIC  PROBLEMS  IN  PRIVATE  PRAC- 
TICE—FEBRUARY  18-20,  1964 
Guest  Faculty: 

CHARLES  E.  FLOWERS,  M.  D.,  Professor  of 
Obstetrics  and  Gynecology,  Univ.  of  North 
Carolina  School  of  Medicine 
Most  courses  are  accredited  by  the  American 
Academy  of  General  Practice.  Registration  is  limited 
to  a small  group  for  close  participant-faculty  com- 
munication. Application  may  be  made  by  contacting 
Dr.  Claude-Starr  Wright,  Director,  Department  of 
Continuing  Education,  Medical  College  of  Georgia, 
Augusta,  Georgia. 


Pee  Dee  Medical  Association 

The  Pee  Dee  Medical  Association  held  its  annual 
business  meeting  at  the  P&M  Cafe,  Florence,  S.  C. 
on  October  17. 

Officers  elected  for  1964  were  Dr.  Thomas  C. 
Hankins,  Dillon,  president;  Dr.  George  Smith,  Flor- 
ence, secretary;  and  Dr.  Ira  Barth,  Marion,  treasurer. 

The  counties  will  subsequently  elect  vice  presi- 
dents to  represent  them  on  the  Pee  Dee  Medical  Asso- 
ciation Council.  Dr.  Swift  Black  is  currently  serving 
as  vice  president  from  Dillon  County. 

Dr.  Hankins,  a native  of  Dillon  County,  gradu- 
ated from  the  Medical  College  of  South  Carolina  in 


1937.  After  two  years  of  hospital  internship,  he 
served  as  Public  Health  Officer  for  Marion  and  Dil- 
lon Counties  for  two  and  one  half  years  until  he  was 
called  into  service  with  the  Medical  Corps  of  the 
U.  S.  Army  where  he  remained  for  four  years,  serving 
in  the  European  Theater  of  Operations.  He  is  a past 
president  of  the  Dillon  County  Medical  Society,  and 
a past  president  of  the  Dillon  Lions  Club.  He  is  very 
active  in  Scouting,  having  served  as  District  Chair- 
man for  Dillon  County  for  a number  of  years. 

The  Journal  is  glad  to  carry  in  these 
columns  any  professional  announcements,  offers 
of  sale  of  equipment  and  notice  of  other  mat- 
ters requiring  publicity.  This  offer  is  open  to 
any  member  of  the  Association  without  cost. 

Notices  should  be  limited  to  approximately 
100  words.  Deadline  is  the  10th  of  the  month 
preceding  the  month  of  publication. 


Cardiovascular  Rehabilitation  Facility 
Medical  College  of  South  Carolina 
By  William  D.  Huff 

The  Cardiovascular  Rehabilitation  Facility  now 
established  at  the  Medical  College  of  South  Carolina 
is  restoring  to  reasonable  health  and  profitable 
employment  many  people  in  South  Carolina  who 
suffer  from  disabilities  related  to  cardiovascular  dis- 
eases and  abnormalities.  This  is  done  by  extensive 
and  intensive  specialized  studies,  evaluation,  treat- 
ment and  follow-up. 

The  facility  has  been  equipped  largely  by  the  State 
Agency  of  Vocational  Rehabilitation  which  is  under 
the  direction  of  Dr.  Dill  D.  Beckman.  Program 
Director  of  the  Cardiovascular  Facility  is  Dr.  Peter 
C.  Gazes,  Medical  Cardiologist  at  the  Medical  Col- 
lege. 

Dr.  Gazes  said,  “We  have  established  a specialized 
service  here  for  South  Carolinians  who  are  physically 
handicapped  by  cardiovascular  disabilities.  This 
facility  is  designed  to  meet  the  entire  need,  as  far 
as  possible,  of  patients  suffering  from  these  condi- 
tions from  the  standpoints  of  diagnosis,  medical 
evaluation,  treatment  and  rehabilitative  surgery  and 
vocational  and  social  evaluation." 

A professional  staff,  or  team,  operates  the  facility. 
It  consists  of  the  medical  cardiologist,  a surgical 
cardiologist,  a medical  internist  specializing  in  renal 
and  hypertensive  diseases,  a neurologist  specializing 
in  cerebral  vascular  diseases,  a physiatrist  specializing 
in  physical  medicine  and  all  phases  of  physical  and 
vocational  rehabilitation,  a psychiatrist,  a psycholo- 
gist, a radiologist,  a vocational  rehabilitation  coun- 
selor, a special  cardiovascular  nurse,  and  a social 
worker.  By  frequent  consultations  with  each  other, 
this  team  provides  a complete  program  of  treatment 
including  a comprehensive  follow-up  program  where- 
in the  vocational  rehabilitation  client  returns  for 
post-convalescence  evaluation  to  determine  accurately 
the  extent  of  his  rehabilitation  and  capabilities  from 
the  job  placement  standpoint.  Also,  psychiatric  and 
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psychosomatic  evaluations  are  available  for  patients 
having  adjustment  difficulties. 

Special  x-ray  equipment  is  used  in  the  cardiovascu- 
lar facility.  A cineradiographic  x-ray  and  biplane 
radiograph  with  automatic  dye  injector  is  used  in 
diagnosis,  evaluation  and  control  during  surgical  pro- 
cedures. This  equipment  is  essential  in  the  diagnosis 
of  many  congenital  and  acquired  heart  lesions  which 
are  difficult  to  diagnose  completely.  This  equipment 
is  a valuable  supplement  to  heart  catheterization  in 
order  to  pinpoint  lesions  for  better  medical  and  sur- 
gical treatment.  The  cineradiographic  equipment  is 
used  with  a 16  mm  movie  camera  to  take  pictures  of 
events  which  occur  in  the  heart,  depicting  the  flow  of 
a contrast  material  injected  into  a peripheral  vessel 
or  directly  into  the  heart.  Simultaneously  with  these 
cine-angio  recordings,  heart  catheterization  is  per- 
formed. This  enables  the  physician  to  record  pressures 
and  tht-  level  and  degree  of  abnormal  blood  flow 
through  a defect  in  the  heart.  This  latter  facility  was 
established  ten  years  ago  with  the  support  of  the 
South  Carolina  Heart  Association  and  is  under  the 
direction  of  Dr.  John  A.  Boone,  chairman  of  the  De- 
partment ol  Medicine. 


Patient  examination  by  I)r.  Peter  C.  Gazes 
(center).  Assistant  Professor  of  Pharmacology 
and  Medicine,  and  Dr.  John  A.  Boone  (right), 
Professor  of  Medicine,  at  the  Medical  College  of 
South  Carolina  is  being  conducted  in  the  Heart 
Laboratory  for  Combined  Heart  Catherization 
and  Cineangio  Cardiography. 


Several  electronic  instruments  are  used  in  diag- 
nosis, evaluation  and  control  during  surgical  pro- 
cedures. One  of  these  is  most  important  since  it 
affords  continuous  monitoring  of  several  essential 
parameters  such  as  heart  rate,  respiration,  etc. 

An  important  adjunct  in  the  evaluation  of  hyper- 
tensive patients  is  the  Scintiscanner.  Today  many  dis- 
abled hypertensive  patients  may  be  rehabilitated  be- 
cause of  curable  forms  of  hypertension  such  as  renal 
vessel  blockage.  With  the  Scintiscanner,  such  patients 
can  be  screened,  more  thoroughly  diagnosed  and 
evaluated  and  will  be  able  to  profit  more  from  other 
phases  and  services  of  the  cardiovascular  facility. 


A radio-electro-cardiograph  is  used  to  recognize 
a patient’s  performance  during  exercise.  This  gives 
an  indication  of  exercise  tolerance  during  the  actual 
physical  performance,  whereas  previously  the  record- 
ing woidd  have  to  be  made  after  the  exercise  was 
completed. 

These  new  pieces  of  equipment  and  the  functions 
of  this  new  team  of  professional  personnel,  all  known 
as  the  Cardiovascular  Rehabilitation  Facility,  bring 
the  cardiovascular  facilities  up  to  date  as  to  com- 
pleteness of  instrumentation  and  technique  and 
allows  the  Medical  College  of  South  Carolina  to 
help  more  citizens  back  to  gainful  employment  and 
normal  activity.  It  also  speeds  evaluation,  care  and 
return  to  work  for  those  with  chronic  or  slowly  pro- 
gressive cardiovascular  conditions. 


Religion,  Medicine  Meet 

A conference  on  medicine  and  religion  was  held 
in  Florence  October  29. 

The  conference,  sponsored  by  the  Florence  County 
Medical  Society,  Mental  Health  and  the  Florence 
Pastor’s  Conference  was  open  to  physicians  and 
ministers  across  the  Pee  Dee. 

Topic  of  the  conference  program  was  “The  Physi- 
cian, the  Clergy  and  the  Whole  Man.’’  Featured 
speaker  and  discussion  leader  was  Arne  E.  Larson, 
assistant  director  of  the  Department  of  Medicine  and 
Religion  of  the  American  Medical  Association. 

Members  of  the  committee  making  arrangements 
for  the  conference  included  the  Rev.  Mr.  Myers,  Dr. 
Harold  H.  Jeter,  Jr.,  Dr.  Robert  Mack,  Dr.  Walter 
Hart,  Rev.  Joseph  R.  Horn,  Rev.  Paul  A.  Betswill  and 
Mrs.  Beverly  Hiller. 


Medical  Auxiliary  Assists  Poison 
Prevention  Project 

A pilot  project  is  now  in  operation  in  Charleston 
County  in  an  attempt  to  reach  and  motivate 
the  public  concerning  the  hazards  of  accidental 
poisoning.  The  program  entering  its  third  year 
is  sponsored  bv  the  Charleston  County  Health  De- 
partment in  cooperation  with  the  Lb  S.  Public  Health 
Service,  the  State  Board  of  Health,  and  the  Poison 
Control  Center  of  the  Medical  College  Hospital. 

The  Charleston  Branch  of  the  Woman’s  Auxiliary 
to  the  South  Carolina  Medical  Association  has  played 
a part  in  many  phases  of  the  project’s  activities. 
Poison  prevention  was  their  community  project  for 
1962-63  and  will  continue  through  1963-64.  They 
have  participated  in  clinic  talks,  written  newspaper 
articles,  and  designed  several  posters. 

During  the  month  of  August  a poison  prevention 
exhibit  was  displayed  in  the  Charleston  Museum.  The 
exhibit  included  a map  showing  what  poisons  were 
ingested  and  where  within  the  county  the  poisonings 
occurred  during  1962;  a science  fair  exhibit  done  by 
a sixth  grade  student  showing  poisons  and  antidotes; 
and  a doll  house  illustrating  the  percentage  of  poison- 
ings by  room,  based  on  local  figures.  Volunteers  from 
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the  medical  auxiliary  set  up  a display  of  live  poison- 
ous plants  and  flowers  found  in  the  Carolina  low- 
country. 

Two  pediatric  nursing  students  at  the  Medical 
College  Hospital  designed  and  set  up  a display  which 
showed  the  difficulty  of  adults  and  children  in  dis- 
tinguishing between  candy  and  medicine,  kerosene 
and  soft  drings,  sugar  and  detergent,  etc.  Museum 
tabulations  show  that  11,109  persons  visited  the 
museum  during  the  month. 

During  the  summer  months  the  project  shifted  its 


major  emphasis  from  the  parents  to  the  children. 
Children  from  four  to  sixteen  years  of  age  were  ap- 
proached through  YWCA  and  YMCA  Day  Camps, 
Girl  Scouts,  Boy  Scouts,  church  groups,  and  com- 
munity centers.  Libraries  and  bookmobiles  distributed 
literature. 

Other  educational  methods  have  included  volun- 
teer speakers  and  staff  representatives  talking  to 
civic  groups,  parent-teacher  associations,  clinics, 
schools  and  kindergartens.  Radio,  TV  and  news- 
papers have  been  utilized. 


Deaths 


DR.  A.  T.  MOORE 

Dr.  Austin  Talley  Moore,  orthopedic  surgeon,  died 
in  Columbia  Hospital  where  he  was  performing  an 
operation  November  8,  1963. 

Dr.  Moore,  64,  was  stricken  with  a heart  attack. 
He  died  shortly  afterwards. 

Dr.  Moore  had  operated  in  orthopedic  clinics 

throughout  the  world,  including  clinics  in  Australia, 
England,  France,  Japan,  India,  Spain,  Portugal  and 
Egypt. 

He  was  noted  for  the  development  of  various  ortho- 
pedic techniques,  such  as  the  open  bone  pin  and  the 
prosthetic  hip  joint. 

Born  in  Ridgeway,  he  had  made  his  home  in  Col- 
umbia since  1927.  He  operated  the  Moore  Clinic 

there. 

Dr.  Moore  was  graduated  from  Wofford  College 
in  1920  and  from  the  Medical  College  of  South 

Carolina  in  1924.  He  did  post-graduate  work  in 

orthopedic  surgery  at  the  University  of  Pennsylvania 
from  1925-27. 

He  later  was  named  to  honorary  membership  in 
Phi  Beta  Kappa  at  Wofford  and  in  1963  he  received 
an  honorary  degree  from  the  college  and  delivered 
the  commencement  address. 

He  was  also  the  recipient  of  an  honorary  degree 
from  the  University  of  South  Carolina  in  1958. 

Dr.  Moore  was  a member  of  the  Columbia  Medi- 
cal Society,  the  South  Carolina  Medical  Association, 


the  American  College  of  Surgeons,  the  American 
Orthopedic  Association  and  the  South  Carolina 
Orthopedic  Association. 


DR.  B.  G.  PITTS 

Dr.  Brown  Gray  Pitts,  87,  Darlington  County’s 
oldest  medical  doctor  died  at  his  home  in  Lydia 
following  a long  illness. 

Dr.  Pitts  was  born  in  Darlington  County  and 
attended  the  University  of  Maryland  Medical  De- 
partment and  was  graduated  from  the  Medical  Col- 
lege of  South  Carolina  in  1901.  He  began  his  prac- 
tice at  Lydia  Cross  Roads  where  he  practiced  until 
1938.  He  moved  to  Darlington  and  practiced  until 
his  retirement  in  1959. 


DR.  C.  M.  TRIPP 

Dr.  Charlton  M.  Tripp,  75,  of  Easley,  died. 

He  was  the  son  of  the  late  Dr.  W.  A.  and  Eliza- 
beth Bryant  Tripp,  and  was  a native  of  the  Brushy 
Creek  section  of  Anderson  County.  He  was  a gradu- 
ate of  Clemson  College  and  Emory  University.  He 
had  been  practicing  since  1912  and  was  a veteran  of 
World  War  I.  He  was  a member  of  Easley  Rotary 
Club,  Pickens  County  Medical  Society,  had  served 
on  the  South  Carolina  Highway  Commission  for  four 
years,  and  was  a deacon  of  Easley  First  Baptist 
Church. 
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CURRENT  REPORTS  ON  NURSING  EDUCATION 

J.  Decherd  Guess,  M.  D. 

Greenville,  S.  C. 


The  critical  shortage  of  nurses  has  belatedly,  per- 
haps, come  into  sharp  focus.  The  problem  is  being 
attacked  by  several  groups. 

Hospital  administrators,  seriously  disturbed  by  an 
inability  to  maintain  adequate  nursing  staffs,  to 
organize  and  maintain  schools  for  nurses  because  of 
standards  enforced  by  the  Board  of  Nursing  of 
South  Carolina,  were  the  first  to  undertake  a study 
of  the  factors  involved.  Acting  through  the  South 
Carolina  Hospital  Association,  they  have  completed 
a statistical  study  of  the  problem.  The  report  was 
published  and  has  been  widely  distributed. 

Shortly  after  his  inauguration,  Governor  Russell 
appointed  a Governor’s  Committee  on  Nursing.  This 
committee  was  requested  to  suggest  measures  that 
might  tend  to  alleviate  the  shortage  of  nurses.  The 
committee  reported  to  the  Governor  about  October  1. 
The  recommendations  have  been  publicized  in  the 
daily  press.  In  June,  at  the  Governor’s  suggestion, 
a continuing  committee  was  authorized  and  ap- 
pointed by  the  Board  of  Trustees  of  the  Medical 
College  of  South  Carolina.  This  committee  has  pre- 
pared a rather  lengthy  report  in  which  the  several 
factors  of  the  problem,  as  the  committee  sees  them, 
have  been  listed  and  discussed,  and  certain  recom- 
mendations have  been  made. 

Doctors  generally  have  been  disturbed  by  the 
changed  philosophy  of  nursing  and  methodology  of 
nursing.  They  have  become  highly  critical  of  the  nurs- 
ing service  they  and  their  patients  receive  in  hos- 
pitals, particularly  as  it  applies  to  general  floor 
nursing.  They  are  happy  when  they  are  able  to 
secure  for  their  patients  an  old  style  registered  nurse 
or  one  of  the  more  intelligent  and  interested  licensed 
practical  nurses.  They  are  resentfvd  of  the  great  in- 
fluence exercised  upon  nurse  training  in  South  Caro- 
lina by  the  National  League  for  Nursing,  believing 
as  they  do,  that  its  influence  is  too  great  and  its  at- 
titude towards  nurse  training  and  the  practice  of  the 
nursing  art  too  unrealistic.  Since  the  members  of  the 
committee  from  the  Board  of  Trustees  are  all  doctors 
in  active  practice,  the  committee’s  report  reflects  the 
attitude  of  doctors  generally. 

The  purpose  of  this  article  is  to  summarize  and 
comment  briefly  on  the  report  of  the  Governor’s 
Committee  and  to  recount  the  conclusions  and 
recommendations  of  the  Committee  of  the  Board  of 
Trustees  of  the  Medical  College. 

Report  of  Governor’s  Committee 

The  report  of  the  Governor’s  Committee  is  divided 
into  four  sections.  The  first  section  deals  with 
diploma  schools  of  nursing,  those  schools,  operated 
by  some  of  our  hospitals  which  award  the  title  of 


graduate  nurse.  The  committee  recommends  that  the 
extension  division  of  the  University  of  South  Carolina 
undertake  to  provide  instruction  in  required  liberal 
arts  and  general  and  social  science  subjects  which 
are  now  required  of  all  students  of  nursing.  It  is 
difficult  and,  perhaps,  expensive  for  the  hospital 
training  schools  to  give  or  to  arrange  to  have  those 
courses  given. 

There  is  a string  attached  to  this  recommendation, 
namely,  that  these  courses  be  made  available  only 
to  those  schools  which  meet  prescribed  standards  set 
by  the  Board  of  Nursing.  The  standards  referred 
to  will  be  designed  to  lead  to  accreditation  by  the 
National  League  for  Nursing  not  later  than  July  1, 
1969. 

The  second  section  of  the  report  deals  with  degree 
schools  of  nursing.  Our  only  full  degree  school  is  in 
the  state  University. 

It  was  recommended  that  a baccalaureate  program 
be  established  in  Charleston,  and  one  in  the  Pied- 
mont. The  stated  objectives  were  to  provide  facilities 
for  the  training  of  two  hundred  new  students  of 
nursing  each  year.  No  suggestion  was  made  as  to 
how  the  two  new  schools  should  be  established  or 
how  they  would  be  financed. 

The  third  section  of  the  report  is  directed  toward 
the  State  Board  of  Nursing  for  South  Carolina.  It 
recommends  that  funds  be  appropriated  by  the  state 
(the  suggested  initial  budget  is  $31,050)  so  that  the 
Board  could  employ  two  “consultants,”  one  in  nurs- 
ing science  and  one  in  nursing  education.  The  duties 
of  these  consultants  would  be  to  aid  diploma  schools 
of  nursing  in  meeting  standards  required  by  the 
Board  of  Nursing,  to  the  end  that  nursing  education 
might  be  improved. 

The  final  section  of  the  report  states  general 
recommendations.  The  first  of  these  is  that  a nine 
member  committee  on  nursing  be  created  by  law. 
Two  members  of  this  committee  would  come  from 
the  House  of  Representatives  and  two  from  the 
Senate  and  five  to  be  appointed  by  the  Governor. 
The  recommended  function  of  this  committee  would 
be,  “to  lend  support  and  leadership  to  the  nursing 
profession  . . . and  to  encourage  implementation  of 
the  statewide  program  ’ proposed  in  the  report. 
Report  of  Committee  from  the  Medical  College  Board 

The  following  is  a summary  of  the  report  of  the 
committee  from  the  Board  of  Trustees  of  the  Medical 
College. 

1 . The  committee  advocates  standardization  of 
minimum  entrance  requirements  and  basic  curriculum 
of  diploma  schools  of  nursing. 
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2.  It  suggests  that  such  schools  make  no  bid  for 
college  oriented  high  school  graduates,  but  that  such 
girls  be  advised  to  enter  degree  schools. 

3.  It  suggests  that  procurement  methods  be  re- 
studied and  revised,  so  as  to  appeal  to  the  maternal 
and  family  service  instincts  of  most  young  women. 

4.  It  asks  that  an  effort  be  made  to  recreate  in 
nurses  and  in  nursing  school  applicants,  the  ancient 
and  honorable  and  physiological  and  psychological 
image  of  physician  and  nurse  working  together  with 
varying  techniques,  as  a team,  dedicated  to  kindly, 
skillful  care  of  the  sick,  with  the  doctor  serving  as  the 
leader  of  the  team,  and  the  nurse  as  his  loyal  help- 
mate. 

5.  It  recommends  that  more  diploma  schools  be 
encouraged  to  open;  that  if  necessary,  state  assistance 
be  provided  to  make  possible  the  employment  of 
adequate  instructors;  that  more  student  scholarships 
be  provided;  and  that  reasonable  tuition  fees  be 
charged. 

6.  It  urges  that  efforts  be  made  to  determine  the 
cause  of  a decreasing  percentage  of  high  school 
graduates  who  seek  admission  to  nursing  schools; 
that  the  cause  of  the  serious  attrition  of  enrolled 
students  before  graduations,  and  the  cause  of  the 
high  percentage  of  failures  on  licensing  examinations 
be  investigated. 

7.  It  suggests  that  standards  of  diploma  schools 
be  lowered,  if  necessary,  to  meet  limited  educational 
attainments  of  our  high  school  graduates,  particularly 
those  from  small  town  and  rural  communities. 

8.  It  is  the  belief  of  this  committee  that  the  re- 
quired educational  attainment  of  instructors  in  nurs- 
ing schools  should  be  lowered  to  the  extent  that  those 
hospitals  which  are  now  unable  to  operate  state  ac- 
credited schools  because  of  inability  to  secure  and 


to  pay  degree-holding  instructors,  may  be  able  to 
operate  such  schools. 

9.  The  committee,  in  suggesting  that  educational 
requirements  for  admission  to  schools  of  nursing 
be  lowered,  does  so  not  because  of  any  arbitrary  be- 
lief that  nurses  should  not  be  educated  as  well  as 
students  of  other  professions.  Rather,  it  believes  that 
educational  standards  should  not  be  so  high  as 
to  make  it  impossible  for  potential  students  to  meet 
entrance  requirements  and  requirements  for  gradua- 
tion. Educational  attainment  of  high  school  graduates 
and  particularly  those  in  small  or  rural  communities 
will  rise  as  the  high  schools  from  which  they  come 
improve.  It  is  the  committee’s  feeling  that  it  would 
be  better  that  nurses  be  available  for  the  sick  public 
than  that  all  nurses  have  a cultural  educational  back- 
ground. 

10.  The  committee  recommends  that  the  State 
Board  of  Nursing  be  reconstituted  and  enlarged  and 
that  it  be  instructed  to  seek  and  to  remedy  the  de- 
ficiencies in  nursing  education  to  the  end  that  more 
young  women  seek  to  study  nursing  with  an  expecta- 
tion of  successfully  completing  the  course  and  of 
obtaining  a license  to  practice. 

Copies  of  Reports  Available 

Copies  of  the  reports  referred  to  in  this  article  may 
be  secured  by  writing  for  them  as  follows; 

“Nursing  in  South  Carolina,”  Mr.  Glenn  D.  Searcy, 
President,  South  Carolina  Hospital  Association,  Medi- 
cal College  Hospital,  55  Doughty  Street,  Charleston, 
South  Carolina.  29401 

“Report  of  the  Governor’s  Special  Committee  on 
Nursing” — Miss  Amv  E.  Viglione,  Dean,  School  of 
Nursing,  University  of  South  Carolina,  Columbia, 
South  Carolina. 

“The  Education  of  Nurses  in  South  Carolina — A 
Report” — Mr.  L.  W.  Michaelis,  Secretary  of  Roard 
of  Trustees,  Medical  College  of  South  Carolina,  16 
Lucas  Street,  Charleston,  South  Carolina.  29401 


EDUCATIONAL  PROGRAMS  IN  NURSING  AND  RELATED 

CAREER  OPPORTUNITES 


The  members  of  the  AMA  Committee  on  Nursing 
believe  it  is  fundamental  to  an  understanding  of 
nursing  and  its  problems  that  physicians  have  some 
knowledge  of  the  differences  among  educational 
programs  in  nursing  and  related  career  opportunities. 
Further,  the  members  believe  that  such  an  under- 
standing is  a vital  link  in  strengthening  the  relation- 
ships between  the  medical  and  nursing  professions. 
Therefore  the  following  report  has  been  prepared 
to  provide  an  overview  of  the  diversification  in 
nursing  education. 

There  are  presently  wide  varieties  of  educational 
programs  in  nursing  from  which  a high  school  stu- 
dent can  choose  if  she  desires  to  become  a nurse. 
There  is  also  more  than  one  avenue  to  follow  if  the 
professional  student  wishes  to  obtain  a baccalaureate 
degree.  The  educational  programs  in  higher  education 
also  vary,  dependent  on  the  objectives  and  the 
philosophy  of  the  faculty  and  the  university  of  which 
the  nursing  school  is  an  integral  part. 


The  table  represents  the  types  of  programs  avail- 
able to  potential  or  graduate  nurses,  or  both,  the 
educational  facility  in  which  the  particular  program 
is  offered,  and  the  related  fees  as  well  as  the  locus 
of  responsibility  for  the  fee. 

A few  experimental  programs  hold  some  promise 
for  the  future;  for  example,  certain  diploma  schools 
have  reduced  the  length  of  their  programs  to  2 
years.  In  order  to  provide  both  supervised  experience 
and  some  remuneration  for  the  individual,  the  schools 
have  established  internships  which  vary  in  length 
up  to  1 year  and  provide  a stipend.  Some  state  laws 
require  3 years  of  educational  preparation  for  ad- 
mission to  examinations  for  licensure.  This  stipula- 
tion prevents  both  experimentation  with  the  length 
of  diploma  school  programs  and  also  the  employ- 
ment, in  certain  states,  of  graduates  of  associate 
degree  programs.  However,  efforts  are  currently  being 
made  in  several  states  to  revise  nurse  practice  acts  in 
order  that  such  experimentation  will  be  possible. 
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One  diploma  school  has  arranged  a plan  whereby 
their  students  may  elect  to  attend  a nearby  college 
at  the  same  time  they  are  attending  the  hospital 
school.  One  of  the  more  interesting  community  plans 
is  that  of  five  schools  pooling  teaching  facilities  and 
sharing  faculty  for  the  first  year  of  their  diploma 
programs.  Eventually  they  visualize  one  large,  com- 
munity,  2-  or  3-year  program  which  will  use  the 
clinical  facilities  and  the  dormitories  of  the  five  hos- 
pitals involved  in  the  project  as  well  as  the  educa- 
tional facilities  of  a local  community  college. 

Enlightened  nurses,  educators,  and  others  recog- 
nize that  tlie  diversity  and  heterogeneity  of  nursing 
programs  lead  to  misconceptions  and  misunderstand- 
ing on  the  part  of  patients,  physicians,  and  po- 
tential nursing  students  and  their  parents.  They 
realize  that  nursing  education  is  presently  in  the 
process  of  maturation.  As  yet  no  one  has  come  for- 
ward with  a plan  acceptable  to  all  interested  groups 
and  one  which  will  lead  the  way  out  of  confusion. 
The  American  philosophy  of  education  has  always 
been  that  of  diversity — not  homogeneity.  In  keep- 
ing with  this  philosophy,  the  concern  about  the 
varieties  of  programs  may  not  be  germane.  The 
challenge  for  nurses  and  others,  including  physicians, 
is  to  define  the  role  of  the  professional  nurse  and 


the  practical  nurse,  and  to  examine  these  roles  and 
responsibilities  in  relation  to  the  changing  role  of 
the  physician  in  a modern  scientific  world.  What  kind 
of  care  do  patients  need  and  who  can  most  effec- 
tively provide  that  care?  When  the  answer  to  this 
question  has  been  made  explicit  and  has  been  agreed 
upon,  it  might  be  less  difficult  to  predict  the  type 
of  educational  program  in  nursing  essential  to  meet 
the  needs  of  the  sick  of  the  nation,  to  teach  pre- 
ventive measures  for  maximum  health  and  the  like. 

The  AMA  Committee  on  Nursing  respectfully  sug- 
gests that  each  physician  keep  informed  on  trends 
in  nursing  in  order  that  he  can  contribute  wherever 
possible  to  the  improvement  of  nursing  education 
programs  and  to  the  clarification  of  the  role  of  the 
nurse. 

In  conclusion,  the  Committee  suggests  that  the 
Committee  on  Careers,  National  League  for  Nurs- 
ing, 10  Columbus  Circle,  New  York,  be  contacted 
for  information  on  accreditation  of  professional 
schools  of  nursing  and  for  careers  material  in  general. 

Reprinted  From  The  Journal  of  The  American 

Medical  Association 

July  13,  1963,  Vol.  185,  pp.  144  and  145 
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Data  on  Programs  in  Nursing  Education 

Type  of 
Program 

Length  of 
Program 

Minimal 

Educational 

Requirements 

Educational 

Setting 

Administra- 
tive Control 
of  School 

Range  or 
Average 
T uition 

Financial 

Responsibility 

Certificate 
or  Degree 
Conferred 

Position 
for  Which 
Eligible 

Practical  nurse 

Approx  1 cal- 
endar yr 

2 or  more  yr  of 
high  school, 
dependent 
on  school 
requirements 

Vocational 
high  school, 
hospital,  or 
junior  col- 
lege 

Local  school 
board  or 
board  of 
trustees  of 
hospital 

Free;  up  to 
$800 

Usually  school 
subsidized; 
student  pur- 
chases uni- 
forms, 
books,  etc. 

Diploma  or 
certificate- 
eligible  to 
take  exami- 
nation for 
licensure  as 
LPN 

Bedside  nurs- 
ing under 
supervision 
of  physician 
or  profes- 
sional nurse 

Diploma 

(hospital) 

27-36  mo 

High  school 
diploma 

Hospital 

Board  of 
trustees  of 
hospital,  or 
independent- 
ly incorpo- 
rated yet  as- 
sociated with 
a particular 
hospital 

$100  to  $2,207 
for  3 yr  (me- 
dian school 
$820) 

Student  tu- 
ition, hos- 
pital and  pri- 
vate funds 

Diploma— eli- 
gible to  take 
examination 
for  licensure 
as  RN 

Bedside  nurs- 
ing 

Associate 

degree 

2 academic  to 
2 calendar  yr 

High  school 
diploma 

Community, 
or  junior 
college 

Local  school 
board,  or 
board  of 
trustees  of 
college 

Minimal  in 
state  or  com- 
munity jr. 
col.  up  to 
$2,000  per  yr 
in  private 
colleges 

Student  tu- 
ition, state 
or  commu- 
nity spon- 
sorship, and 
private 
funds 

•Associate  de- 
gree-eligible 
to  take  ex- 
amination 
for  licensure 
as  RN 

Bedside  nurs- 
ing 

Basic  or  gener- 
ic baccalau- 
reate 

4 academic  or 
4 calendar 
yr.  A few 
schools  offer 
5-yr  courses 

High  school 
diploma 

College  or 
university 

College  or 
university 

Varies  in  state 
university: 
up  to  $2,000 
or  more  per 
yr  in  private 
universities 

Student  tu- 
ition and 
college  or 
university 
funds 

Baccalaureate 
degree— eli- 
gible to  take 
examination 
for  licensure 
as  RN 

Bedside  nurs- 
ing, public 
health  nurs- 
ing (candi- 
date for 
head  nurs- 
ing) 

Baccalaureate 
for  RN 

2V6-3  academic 
yr  or  more 

High  school 
diploma 

College  or 
university 

College  or 
university 

Varies  in  state 
university : 
up  to  $2,000 
or  more  per 
yr  in  private 
universities 

Student  tu- 
ition and  col- 
lege or  uni- 
versity funds 

Baccalaureate 
degree  (BS, 
BN,  etc.) 

Bedside  nurs- 
ing, public 
health  nurs- 
ing (candi- 
date for 
head  nurs- 
ing) 

Master's 

1-2  yr 

Baccalaureate 

degree 

College  or 
university 

College  or 
university 

From  $2,200  to 
$3,500  per  yr 

Student  tu- 
ition (train- 
eeships 
avail,  to  stu- 
dents from 
USPHS  and 
others) 

Master’s  de- 
gree (MS, 
MA.  MEd, 
MPH) 

Administra- 
tor, educa- 
tor, clinical 
specialist 

Doctoral 

Varies  with 
choice  of 
major  area; 
approx  3 yr 
or  more 

Baccalaureate 
and  master’s 
degrees 

College  or 
university 

College  or 
university 

From  $2,200  to 
$3,500  per  yr 

Student  tu- 
ition (re- 
search fel- 
lowships 
avail,  to 
students 
from  USPHS 
and  others) 

Doctoral  De- 
gree in  nurs- 
ing or  re- 
lated field 

Administra- 
tor, educa- 
tor, investi- 
gator, and 
others 

* Some  states  do  not  permit  graduates  of  these  schools  to  qualify  for  RN  licensure  and  practice. 
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OPERATION  HOMETOWN  NEEDS  HELP 


By  this  time  in  all  probability  hearings  will  have 
been  held  on  the  King-Anderson  bill.  While  the 
likelihood  of  a vote  on  this  proposed  legislation  is  not 
great  for  any  time  in  the  near  future,  it  is  most  im- 
portant that  we  continue  to  keep  up  a current  of  in- 
formation and  education  to  the  legislators  and  the 
public. 

A very  good  resume  of  the  implications  of  King- 
Anderson  appeared  recently  in  the  Congressional 
Record,  and  reprinted  copies  are  available.  Believing 
that  the  personal  touch  is  most  important  in  dis- 
tributing any  such  literature,  the  Association  is  urging 
that  you  will  cooperate  by  providing  necessary  con- 
tacts. It  is  desirable  that  the  reprint  go  to  influential 
people,  not  only  those  who  are  probably  agreeable 
to  our  stand,  but  to  those  who  are  in  active  or 
potential  opposition.  The  Association  is  therefore 
asking  you  to  do  the  following: 


1.  Provide  us  with  a list  of  people  who  you  think 
would  read  the  reprint. 

2.  Provide  us  with  sufficient  short  notes  on  your 
own  stationery,  signed  by  yourself,  to  accompany 
these  reprints.  It  will  be  necessary  only  to  say  some- 
thing like:  “I  hope  that  you  will  have  time  to  read 
the  enclosed  material”  and  to  add  your  signature.  A 
prescription  blank  or  memo  sheet  may  be  all  that  is 
necessary,  but  your  own  stationery  would  be  prefer- 
able. 

3.  If  you  will  send  in  the  list  and  the  signed  notes 
to  our  office,  the  Association  will  look  after  the  mail- 
ing. 

If  you  prefer,  we  will  be  glad  to  send  a supply  of 
the  reprints  for  your  own  mailing. 

We  believe  that  this  is  a very  worthwhile  effort. 
Please  send  materials  to  J.  I.  Waring,  M.  D.,  82  Rut- 
ledge Avenue,  Charleston,  South  Carolina. 


Book  Reviews 


HANDBOOK  OF  THE 
PRACTICE  OF  ANES- 
T H E S I A.  John  R.  S. 
Shields,  M.  B.  The  C.  V. 
Mosby  Co.  $6.85. 

This  book  is  exactly  as 
stated  in  the  preface  — a 
practical  book  which  ana- 
lyzes the  “do’s”  and  “don’ts” 
of  anesthesia.  It  is  obviously 
written  from  experience  be- 
cause many  pitfalls  are 
pointed  out  and  attention  to 
details  which  are  gained  only  through  ex- 
perience are  discussed.  The  book  is  well  organized 
and  contains  many  principles,  suggestions,  and  tech- 
niques of  anesthesia  for  taking  the  best  care  possible 
of  a patient  from  the  time  of  the  first  preoperative 
visit  until  the  end  of  the  post-operative  care.  Diseases 
and  conditions  which  warrant  special  anesthesia 
techniques  and  care  are  discussed,  and  methods  of 
handling  such  problems  are  outlined.  Emphasis  is 
placed  upon  what  appears  to  be  simple  and  insig- 
nificant details  but  these  are  the  details  which  can 
balloon  into  very  serious  complications  if  they  are 
omitted  or  disregarded.  One  might  like  to  have  more 
detail  as  to  why  a certain  recommendation  is  made 
or  a certain  technique  is  used,  but  it  is  not  the  pur- 
pose of  the  book  to  go  into  great  detail. 

This  book  is  designed  not  only  for  the  beginner  in 
anesthesia,  the  part-time  anesthetist,  or  the  nurse 
anesthetist,  but  also  for  the  anesthesiologist  who  has 
been  in  practice  for  many  years. 

Laurie  L.  Brown,  M.  D. 


MODERN  CLINICAL  PSYCHIATRY.  By  A.  I*. 
Noyes,  M.  I).,  and  L.  C.  Kolb,  M.  I).  W.  B.  Saun- 
ders Co.,  Philadelphia,  1963.  $8.00. 

This  textbook  has  become  the  standard  text  in 
many  psychiatric  training  centers.  The  present  edition 
represents  a rather  extensive  revision  of  the  fifth  edi- 
tion. There  have  been  many  new  developments  in  the 
field  of  psychiatry  during  the  past  five  years.  Most  of 
these  developments  are  considered  in  the  new  sixth 
edition. 

The  new  edition  presents  a valuable  section  on 
the  new  anti-depressant  drugs.  There  is  also  addi- 
tional information  presented  in  the  section  on  mental 
retardation.  The  chapter  on  personality  development 
has  been  expanded  a bit  and  presents  a summary  at 
the  end  of  the  chapter.  There  is  also  additional  in- 
formation presented  in  the  sections  on  the  acute  and 
chronic  brain  syndromes. 

The  changes  in  this  edition  are  not  limited  to  the 
subject  material.  Whereas  the  subject  material  has 
been  expanded,  the  total  length  of  the  book  has 
been  reduced.  This  has  been  accomplished  by  the 
new  format  involving  the  size  of  the  individual  page 
and  the  use  of  a double  column  rather  than  single 
column  presentation.  The  type  is  essentially  the 
same,  though  the  new  edition  appears  to  be  more 
readable. 

Modern  Clinical  Psychiatry  has  become  a tradition 
in  psychiatry  and  certainly  the  psychiatrists  library  is 
incomplete  without  this  new  sixth  edition. 

George  II.  Orvin,  M.  D. 


December,  1963 
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PERSONNEL  IN  WORLD  WAR  II.  By  John 
H.  McMinn  and  Max  Levin.  Office  of  the  Sur- 
geon General,  Department  of  the  Army,  Wash- 
ington, D.  C.  Available  through  the  office  of  the 
Superintendent  of  Documents,  Government  Print- 
ing Office,  Washington,  D.  C.  20402.  S6.00. 

This  is  another  volume  in  the  excellent  series  of 
accounts  of  the  history  of  the  Medical  Department 
in  World  War  II.  It  discusses  the  problems  and 
solutions  of  handling  medical  personnel  through  the 
general  development  of  the  wartime  Medical  De- 
partment and  its  demobilization. 

While  this  volume  contains  many  figures  and 
tables  it  does  not  touch  on  any  clinical  aspect  of 
medicine.  It  should  be  a very  valuable  guide  for 
members  of  the  profession  who  might  have  future 
military  responsibility. 

J.I.W. 


A MANUAL  OF  SIMPLE  BURIAL.  Edited  by 
Ernest  Morgan.  The  Celo  Press.  Burnsville,  N.  C. 
$1.00. 

This  inexpensive  little  book  is  intended  to  inform 
those  who  are  interested  in  simple,  dignified  and 
economical  funeral  arrangements.  It  discusses  also 
the  need  for  anatomical  material  for  dissection  and 
tlie  salvage  from  the  dead  of  certain  tissues  which 
may  be  extremely  valuable  to  the  living.  It  is  well 
wortli  reading. 

J.I.W. 


REVIEW  OF  PHYSIOLOGICAL  CHEM- 
ISTRY. By  Harold  A.  Harper.  Lange  Medical 
Publications.  Los  Altos,  Cal.  $6.00. 

This  is  a handbook  covering  the  essentials  of  a 
rapidly  expanding  field,  a supplement  to  other  texts 
rather  than  a comprehensive  treatment.  It  should 
be  very  useful  for  those  facing  licensing  examinations 
and  for  the  physician  who  wishes  to  keep  abreast 
of  new  developments. 

J.I.W. 


CECIL  & LOEB  — TEXTBOOK  OF  MEDI- 
CINE. By  Paul  B.  Beeson,  M.  I).  and  Walsh  Mc- 
Dermott, M.  D.  Eleventh  Edition.  W.  B.  Saunders 
Company,  Philadelphia.  1963.  pp  1835.  Single 
Volume  $19.50.  Two  Volume  Set  $23.50. 

The  eleventh  edition  of  “Cecil  & Loeb”  has  been 
completely  revised  and  brought  up  to  date  by  Drs. 
Beeson  and  McDermott  and  their  associate  editors. 
This  new  editorial  team  has  expanded  many  of  the 
sections  and  introduced  new  fields  such  as  chromo- 
somal applications  in  medicine  and  interrelationship 
of  nucleic  acids,  viruses  and  immunity. 

The  disease  entities  are  presented  not  only  from 
the  point  of  clinical  description  but  with  an  attempt 
to  include  the  pathophysiology  and  basic  understand- 
ing of  the  disease  processes. 

Diseases  of  each  organ  system  are  preceded  by  an 
introduction  by  the  appropriate  editor.  This  includes 
a review  of  the  methods  of  study  employed  such  as 
pulmonary  function  tests  and  renal  function  tests. 
They  are  concise  and  act  as  a ready  reference  means. 
A complete  list  of  normal  values  is  also  given. 

This  edition  has  been  much  improved  and  can  be 
strongly  recommended  for  the  students  and  as  a refer- 
ence volume  for  any  practicing  physician. 

Charlton  deSaussure,  M.  D. 


SYNOPSIS  OF  EAR,  NOSE  AND  THROAT 
DISEASES.  By  R.  E.  Ryan,  M.  D.,  W.  C.  Thor- 
nell,  M.  D.,  and  Hans  vonLeden,  M.  D.  C.  V. 
Mosby.  St.  Louis.  2nd.  Edition.  1963.  $7.50. 

The  authors  of  this  book  are  well  known  in  ear, 
nose,  and  throat  circles  and  have  done  a masterful 
job  of  presenting  a brief,  concise  synopsis  of  diseases 
of  the  ear,  nose,  and  throat.  They  present  the  anatomy 
and  physiology  before  each  section  and  then  give  a 
short  summary  at  the  end  of  each  chapter,  which 
makes  it  an  accurate  and  ready  reference  for  any  stu- 
dent of  this  subject. 

R.  W.  Hanckel,  M.  D. 


W.  B.  SAUNDERS  COMPANY  features 
the  following  new  books  in  their  full  page 
advertisement  appearing  elsewhere  in  this  issue: 

ATOMIC  ENERGY  ENCYCLOPEDIA  OF  THE  LIFE  SCIENCES— Edited  by  C.  W. 
Shilling 

A unique  new  volume  for  those  seeking  general  information  on  applications  and 
effects  of  atomic  energy  in  the  fields  of  medicine,  biology  and  agriculture. 


CURRENT  PEDIATRIC  THERAPY  — Edited  by  Gellis  and  Kagan 

This  new  book  gives  you  the  best  treatments,  currently  in  use  bv  leading  authorities, 
for  over  300  diseases  and  disorders  that  afflict  children. 
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FRANS  HALS,  1580/81-1666 


In  Geriatrics ... 

METAMUCIL  Provides  Bland  Smoothage 

brand  of  psyllium  hydrophilic  mucilloid 


The  tendency  of  the  elderly  to  subsist  on  low- 
residue  foods  often  is  a prime  cause  of  bowel 
sluggishness.  Adequate  fecal  content  is  nec- 
essary to  maintain  normal  colonic  function, 
since  intracolonic  distention  is  nature’s 
method  of  stimulating  reflex  peristalsis. 

Metamucil,  therefore,  fulfills  a basic  func- 
tion in  the  treatment  of  geriatric  constipa- 
tion. It  both  softens  hard,  dehydrated  fecal 
concretions  and  adds  smooth,  nonirritant, 
easily  compressible  hydrophilic  bulk. 

Metamucil  applies  a physiologic  principle 
to  correct  constipation  naturally. 

Average  Adult  Dose:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 
packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  To  Metamucil  powder,  a re- 


fined, purified  and  concentrated  psyllium 
hydrophilic  mucilloid,  an  equal  amount  of 
dextrose  is  added  as  a dispersing  agent.  Each 
dose  of  the  powder  furnishes  a negligible 
amount  of  sodium  and  14  calories.  To  the 
mucilloid  in  Instant  Mix  Metamucil  citric 
acid,  sodium  bicarbonate  and  mild  flavoring 
are  added.  Each  dose  of  Instant  Mix  Meta- 
mucil furnishes  0.25  Gm.  of  sodium  and  3 
calories.  Metamucil  is  available  as  Meta- 
mucil powder  in  containers  of  4,  8 and  16 
ounces  and  as  flavored  Instant  Mix  Meta- 
mucil in  cartons  of  16  and  30  single-dose 
packets. 

g.  d.  SEARLE  & co. 

CHICAGO,  ILLINOIS,  60680 

Research  in  the  Service  oj  Medicine 
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